CONFIDENTIAL PATIENT CASE HISTORY

WELCOME TO OUR OFFICE!

Please complete this questionnaire as thoroughly as possible. This
confidential history will be part of your permanent records and will

help us get a better under sganding of your overall health. THANK YOU!

PERSONAL INFORMATION

Name: Date:

Date of Birth: / / Age: Sex: d Mae O Female Marital Status: S/M/D/W
Address: City: State. Zip:
Socia Security #: - - Home Phone:( ) -

Cell Phone:( ) - E-mail:

Occupation: Employer:

Employer Address: Work Phone:( ) -
Spouse's Name: Date of Birth: Age
Employer Address: Work Phone:( ) -

Socia Security #: - - How Many Children (Ages)?:

Emergency Contact: Phone:( ) -

Who Referred You To Us?.

How Else Did You Hear About Us?:

CURRENT PRIMARY HEALTH CONCERN
What is your main symptom?:

How long have you had this condition?:

Have you had this or similar conditionsin the past?:

What do you think caused this condition?:

What position(s), if any, make it feel worse?:

What position(s), if any, make it feel better?:

Over time, isthiscondition: O Improving O Unchanged O Getting Worse?
Isthis condition interfering with your: 4 Work O Sleep U Daily Routine  Other:

Have you sought advice or treatment from other doctors or therapists for this condition? 1 Yes U No
If yes, list all doctors or therapists consulted for this condition (include approximate date of visit and diagnosis).

Name Date of visit Diagnosis

Name Date of visit Diagnosis

Describe any treatment you have had for this condition (include medication dosage and frequency)?:

Family Medical Doctor: Address: Date of Last Physical:

May we communicate our findings on your current health condition to the above provider(s)? 4 Yes U No

CONFIDENTIAL PATIENT CASE HISTORY

Patient Name; Date:

OTHER HEALTH COMPLAINTS




Please list the speci fic complaints you are experiencing at this time and mark the
location on the diagram. Beside each complaint, rate its severity on a scale of 1-
10 with 1 being the least discomfort you have experienced and 10 being the most
discomfort you have ever experienced.

Primary Complaint:

1 12345678910
Additional Complaints:

2) 12345678910
3) 12345678910
4) 12345678910
5) 12345678910

iDREVIOUS CONDITIONS
Days Lost From Work:

Date of Last Physical E

Have you sought care for another health conditioninthepast year? 4 . .. _ s
If yes, what condition other than your primary complaint?

Woas treatment administered? d Yes 0 No Describe:

Do you take medications? U Yes W No List Dosage, Frequency and Reason:

Any prior hospitalizations or surgery? U Yes U No Describe with dates:

Have you been in an auto accident or had any other personal injury? U Yes U No Describe:

CHIROPRACTIC HISTORY
Previous Chiropracticcare? U Yes W No

If yes, Doctor’s name;

Date of last chiropractic visit: / / Date of last chiropractic X-rays. / /

Reason for care: How long were you under care?.

Were you satisfied with the previous chiropractic care you received? U Yes 0O No

Are other family members under chiropractic care? U Yes U No Who?:

Are you open to looking at new ideasin health and wellness? U Yes U No
SOCIAL HISTORY

Height:___ ft.__ in. Current Weight: Ibs. Haveyou recently lost or gained morethan 101bs.? Y N
Mental Work: U Heavy U Moderate U Light Hours per day:

Physical Work: U Heavy U Moderate OLight Hours per day:

Exercise: U Heavy U Moderate OLight Hours per week: Type:

Smoking: O Never O Currently QO Previously Packs/day: ~ , Pack/week: Howlong?
Alcohol: Beer/week: , Liquor/week: , Wine/week: How long?:

Caffeine: Cups/day: How long?: Aspirin:  No./day: How long?:

CONFIDENTIAL PATIENT CASE HISTORY

Patient Name;

REVIEW OF SYSTEMS (NOW=within the past 1 year; PAST=over one year ago)

Date:




CONFIDENTIAL PATIENT CASE HISTORY

Patient Name: Date:

FAMILY HISTORY - Lig any of thediseaseslisted previoudy which runin your family

Relative Ageif Living Adge at Death Cause of Death State of Health 1llnesses (if any)
Father:

Mother:

Brother(s):

Sister(s):

Grandfather (Mat):

Grandmother (Mat):

Grandfather (Pat):

Grandmother (Pat):

Spouses Health Status: U Poor O Fair U Good U Excellent
Children’s ages and health status:

ASS GNMENT AND RELEASE

| certify that if 1, and/or my dependent(s) have insurance coverage, | will assign directly to this of fice all insurance benefits, if
any, otherwise payable to me for services rendered. | understand that | am financially responsible for all charges whether or
not paid by insurance. | authorize the use of my signature on all insurance submissions. | understand that interest is charged
on overdue accounts at the annual rate of 18%. | authorize the doctor or this of fice to contact me viamail, email and phonein
regards to treatment as well as promotional activities. This clinic may use my health care information and may disclose such
information to the above-named insurance company(ies) and their agents for the purpose of obtaining payment for services
and determining insurance benefits or the benefits payable for related services. This consent will end when my current

treatment plan is completed or one year from the date signed below.
| have also received a copy of this of fice's Financial Policy and Appointment Policy and agreetoitsterms.

SIGNATURE of Patient, Parent or Guardian:

PRINTED Name of Patient, Parent or Guardian:

Date: Relationship to Patient:




