About the Patient

Experience With Chiropractic

Name Have you been adjusted by a chiropractor before?
Address O Yes 0O No
City State Zip Reason for those visits?
Home Phone ( )
Cell Phone ( )
Birthdate Age Doctor 's Name
Gender OM OF Approximate date of last visit
Employer
Type of Work Medications I Now Take
Work Phone O Nerve Pills 3 Stimulants
Marital Status (7 Married (J Single (7 Divorced 3 Pain Killers (including Aspirin ) O Blood Thinners

(J Separated (J Widowed O Muscle Relaxers ()
Email Address O Blood Pressure Medicine O
Social Security # 3 Insulin a
Referred by

Emergency Contact
About the Spouse or Parent Kiarie
s Relationship
ey Work Phone
Work Phone
Type of Work Home Phone
HEALTH CONDITIONS

Please check each of the diseases or conditions that you have now or have had in the past. While they may seem unrelated to the

purpose of the appointment, they can affect the overall diagnosis, care plan and the possibility of being accepted for care.

O Severe or Frequ
3 Sinus Problems
0 Dizziness

O Cancer

O Loss of Sleep
O Hepaititis

O Pain Between th

O Frequent Neck Pain
O Numbness or Pain in
O Arms/Legs/Hands

O Lower Back Problems

0 Digestive Proble
O Ulcers/Colitis

O Heart Attack/Stroke
O Thyroid Problems
O Kidney Problems

ent Headaches

0 Congenital Heart Detect

0 Heart Surgery/Pacemaker

O High/low Blood Pressure
O Psychiatric Problems

O Difficulty Breathing

0O Rheumatic Fever

O Asthma
0 Arthritis

e Shoulders

0 HIV/AIDS

O Diabetes

O Tuberculosis
O Shingles

O Chemotherapy

ms

0 Anemia

[ Alcohol/Drug Abuse
0 Venereal Disease

FOR WOMEN ONLY:
Are you pregnant?
O Yes 0 No
Are you nursing?
a Yes 0 No
Are you taking birth control?
0 Yes 0 No
Do you experience painful periods?
O Yes O No
Do you have irregular cycles?
O Yes 0 No
Do you have breast implants?
0 Yes 0 No




Personal and Family Health History

You deserve to be healthy. Life is a miracle and so are you. When you were created, you were given all the blueprints, intelligence, tools,
and systems to live an active, healthy life. Unfortunately, your health can be interfered with through accidents and challenges that cause a
disruption to your health expression. Through your examination and through your lifetime involvement in chiropractic care, we will work to
remove these interferences to your natural health expression so that you can live the quality of life that you deserve.

Patient Spouse Child#1 Child#2 Child#3 Child #4
Check all that apply
1. The Birthing Process

Long Delivery? O 0 a ) a a
Difficult Delivery? a 0 0 a d 0
Forceps? O 0 O O 0 m
Caesarian? a 0 O a 0 O
Vacuum? O 0 o 0 0 0
Breach/Cephalic? 0 0 0 a 0 0
Home birth? a 0 a 0 0 0
Mother given drugs during delivery? a a O a O 0
Induced Labor? a 0 O O 0 a
2. Growth and Development
Did you ever once...
Fall out of bed? O 0 d 0 0 0
Bang your head? m 0 d 0 (@ d
Breastfeed? 0 0 O 0 0 d
Childhood sickness? 0 0 0 0 0 0
Have any accidents? a 0 O 0 0 0
Have surgery? a O 0 0 O d
Take drugs? O 0 a 0 (m) O
Fall while learning to walk? O 0 a O 0 d
Bullied by your siblings? (] a 0 ) 0 0
Child abuse? 0 0 a 0 0 a
Chair pulled out when sitting? 0 (m O O 0 d
Fall down the stairs? ) 0 0 0 0 a0
Pulled by your arm? ) 0 0 0 0 0
Experience other traumas? 0 0 0 (3 0 a
3. Current Health Habits
Did/do you...
Smoke? o a m O 0 a
Drink? a 0 0 a ) 0
Drugs? (Prescriptive or Non ) O ) O (w} 0 0
Diet? (] ) a 0 0 a
Do you eat healthy foods? 0 0 O 0 O a
Exercise regularly? 0 0 0 0 0 ad
Have you been in any accident? 0 O O 0 0 O
Had organs replaced/removed? O 0 ) m 0 d
Have teeth problems? 0 0 O O 0 O
Have eye problems? 0 0 0 o 0 0
Have hearing problems? 0 0 0 () ) 0
Have sleeping problems? O () 0 0 a o
Have occupational stress? 0 a 0 O 0 O
Have physical stress? m] (m) o m 0 a
Have mental stress? a ) 0 0 0 a
Family History
Heart Disease Arthritis Cancer Diabetes Other
Father 's Side O 0 0 O O

Mother 's Side a a 0 ) 0







