Date

Patient Health History

Name: Age: Date of Birth: Sex: UMUF
Address: City: State: Zip:
Phone (Home): (Work): (Cell):

Marital Status:(dS M D LW Number of Children: Email Address:

Occupation: Social Security Number:

Employer: Driver’s License Number:

Spouse’s Name: Spouse’s Age: Spouse’s Date of Birth:
Spouse’s Occupation: Spouse’s Social Security Number:

Spouse’s Employer: Spouse’s Phone (Work):

Insured’s Name: Insured’s Phone: Insured’s Date of Birth:
Insurance Company: Spouse’s Insurance Company:

How did you hear about this office: Referred by:

Past Chiropractic Care: dYes LUNo When? Doctor’s Name: Results:

Are your present problems due to an injury? dYes No On Job W Auto Accident WPersonal Injury Other:
Has the accident been reported? dYes No To Employer Auto Carrier Other:
Are you now or have you ever been disabled? (Service or Work)? Yes (UNo When?
Have you retained an attorney? Yes No Name & Address:

What is your current work status?

WFull time, no restrictions WFull time, restrictions WFull time Homemaker W Full time student
UPart time, no restrictions UPart time, restrictions URetired UUnemployed
U Off work due to restrictions WOther
Restrictions:
Off work: WYes UNo UPreviously From: to

Light duty: Yes UNo UPreviously (If yes, what are/were your restrictions?)
Do/did you require outside help at home? Yes No (If yes, what help do/did you need?)

List any accidents or falls and dates:  Auto: WRecreation:
USports: U Work Related: QOther:
List any broken bones (fractures) or dislocations:
Ever on crutches? dYes No Why?
Were you ever knocked unconscious? Yes No (If yes, please explain):
Have you ever had X-rays taken? dYes (dNo When? By Whom?
For what ailments were these X-rays made?
Do you wear orthotics or heal lifts? dYes UNo Fitted by whom? When?
Do you suffer from any condition other than that for which you are now consulting us? UJYes UNo

Are you presently taking any medication, prescription, over-the-counter, home remedies, vitamins, minerals, etc?
(Please list)

I understand and agree that if I have health and/or accident insurance, these policies are an arrangement between the insurance carrier and myself. Further, I
understand that this health care provider will prepare reports and forms to assist in reimbursement from the insurance company. Any amount authorized to be
paid directly to this office will be credited to my account on receipt. However, I clearly understand and agree that all services rendered to me are my personal
responsible for payment. I also understand that if I suspend or terminate my care and treatment, any fees for professional services rendered to me will be
immediately due and payable.

I hereby authorize the doctor to examine and treat my condition as he/she deems appropriate through the use of Chiropractic Health Care, and I give authority
for these procedures to be performed. It is understood and agreed the amount paid to the Doctor for imaging is for examination only and the negatives will
remain the property of this office, being on file where they may be viewed.

Patient’s/Guardian’s Signature: Date:




[JATE:

AcCcCT:

PATIENT:

PATIENT HISTORY

1. What is your main complaint?

2. On the scale below, please circle the severity of your main complaint (At it's worst)

None

Slight

Mild

Moderate

Severe

[ 1

2

3

4

5

6

7

8

9

10

3. On the scale below please circle the percentage of time you experience your main complaint:

Occasional Intermittent Frequent Constant
0 10 20 30 40 50 60 | 70 80 90 100 |%
4. How long have you been experiencing your main complaint?
5. On the diagram below, please show where you are experiencing all of your present complaints using
the following letters:
A: ache B: burning pain C: cramping D: dull pain R: throbbing pain N: numbness T: tingling
Do you have pain and/or
difficulty performing any of the
following activities: (Check)
personal care
lifting
reading
concentrating
work
driving
!\ sleeping
6. When do you notice it most? W AM U PM recreation
How long does it last? Mins Hrs ) walking
7. What makes it feel better? sittin
8. What makes it feel worse? _ ¥ =
9. Have you ever had this problem in the past?  Yes U No sanging —.
10. | have [ been hospitalized [ been treated by another chiropractor social life _
Q) been treated by another specialty provider [ never received care
for this problem.
11. Have you lost time from work because of it? [ Yes [ No
— 0 Signature:
12. Are you Pregnant? [ Yes U No g '
13. What was the first day of your last menstrual cycle? Date: / /
14. Number of pregnancies? Miscarriages?
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