Symptoms
Reason for visit When did you first notice the symptoms?
Is this condition getting progressively worse?
Where specifically is the problem(s) located?
Which activities are difficult to perfform? O Sitting () Standing. (O Walking = O Bending O} Lying down Q Other
Typeofpain: ( Sharp Q Dull Q Throbbing O Numbness O Aching O Shooting
O Bumning 0O Tingling O Cramps Q Stiffness O Swelling O Other

Rate the severity of your pain. (1, mild pain or discomfort, to 10, severepain): 1 2 3 4 5 6 7 8 9 10
Is the pain constant or does it come and go?
What treatment have you already received for your condition?

3 Medication J Surgery O Physical Therapy 3 Other

T e
o

Name and address of other doctor(s) who have treated you for your condition:

= Health History

% Have You Ever Suffered From: "‘A“"("w‘_.f.;vr, ,(;,_; S —
gmm i)lkld‘Semany ( )Loss of Memory ()Cold Feet
( )Neck Stiffincss ()Pins & Neodlos in Arms  ( )Ringing in Ears ()Cold Hands
( )Slecping Problems ( )Pins & Needlos in Logs*  ( )Face Flushed ()Upnt.sm.mach
()Neck Pain ()Numbness in Finges ~ ()BuzzinginEars ~ ()Constipation
( )Nervousncss ( )Numbness in Toes ( )Loss of Balance ()Cold Sweats
( )Tension ( )Shortnees of Broath ( )Fainting ( YFover
( )hritability ( )Fatigoe ( )Loss of Smell ( )Rhenmatic Fever
( )Chest Pain ( )Depression ()LosofTu.te (YCancer
()Heart Trouble  ( )Disbetes ( )Tuberculosis ()Arthritis
Dates of last exams

(Women) Are you pregnant? (dYes UNo  Nursing? QYes ONo  Taking birth control pills? 0 Yes 3 No
List any types of surgeries which you have had and the dates which they occurred:

Please list all medications you are currently taking:
Allergies: .
Daily Habits

What type of exercise do you perform on a daily basis ? 3 None J Moderate J Heavy
What do your daily work habits include? (ex: sitting, standing, light labor, heavy labor, computer work)

What vitamins do you currently take?
What kind of other nutritional supplements do you take (if any)?
Do you smoke? U No Yes How much per day?
How much liquor do you consume on a weekly basis?
How much coffee or caffeinated beverages do you consume on a daily basis?

Authorization

1 certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately
answered. [ understand that providing incorrect information can be dangerous to my health. I authorize the chiropractor to release any
information including the diagnosis and the records of any treatment or examination rendered to me or my child during the period of such
chiropractic care to third party payers and/or health practitioners. I authorize and request my insurance company to pay directly to the
chiropractor or chiropractic group insurance benefits otherwise payable to me. I understand that my chiropractic insurance carrier may pay
less than the actual bill for services. I agree to be responsible for payment of all services rendered on my behalf or my dependents.

X

SIGNATURE OF PATIENT (or parent if a minor) DATE
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