Date

PATIENT INFORMATION

Last Name First Name Middle Initial

Address

City

State Zip, -

Email Address

Cell

Home Work

SSN

Date of Birth Ae Genderd MOF

Height____ Weight _____ [J Married [] Widowed [] Single

INSURANCE INFORMATION

Primary Insurance Company

Subscriber's Name,

Relationship to Patient

Subscriber's Employer

Employer Address
Member #

Group #
Subscriber's DOB

Secondary Insurance Company

Subscriber's Name,

Relationship to Patient

Subscriber's Employer

Occupation/Employer. Employer Address
Employer Address Employer Phone Number
In case of emergency please contact Member #
Relationship, Phone Group #
Subscriber's DOB
PATIENT CONDITION
Primary health complaint? Front Back
When did your symptoms appear?
Are these symptoms progressively worse? [] Yes [J No
Mark an X on the picture where you are having symptoms.
Type of Symptoms: [] Sharp Pain [J Dull Pain [J Throbbing Pain
(O Numbness O Burning O Tingling [J Aching
[ Cramping O stiffnress [ Swelling N
How often do you have this pain?
Is the pain constant or does it come and go?
Does the pain interfere with your: OWork [J Sleep [] Daily Routine [] Recreation [J Other
Activities that are painful to perform: [J Sitting [J Standing [J Walking [0 LyingDown [J Bending
ACCIDENT INFORMATION
Are any of the above conditions due to an accident? [JYes [JNo (If so) Date State
Type of Accident: [ ] Auto [] Work [J Home [J Other
Signature Date



HEALTH HISTORY
Patlent Name Date
What treatment have you already received for your condition?
] Medications [] Surgery [[] Physical Therapy [ Chiropractic Services [] None [] Other
Name of the doctor(s} who has (have) treated you for your condifion:

Date of Last: Physical Exam Spinal Exam Spinal X-Ray Chest X-Ray
Dental X-Ray MR, CT-Scan, Bone Scan Bleod Test Urine Test
Please check *Yes" to indicate if you hava had any of the following:
MDEHIV ] Yes |Edema 1 ¥es Hyperglycemia [] ¥es Pello ] Yas
Acaholism [] Yes |Emphyzema []Yes Hypoglycemia [ Yes !Prustm‘.e Canger ] Yes
Allergy Shots [ Yes |Epilapsy [] Yes Ischamia 1 Yes iPmstate Entargement [] Yes
Anemia (] ¥es |Exercise —Arm Paln [] Yes Kidney Diseago [ ¥es ‘Prosthesis [] Yes
Appendicitis [} ¥es |Exerclse—LegPain [] Yes Kidney Stones (] ¥Yes .Psyehiatric Care [} es
Arthriis {Ostec) [ Yes |Fractures [ ¥es Liver Disgase [ es ' Rheumatic Fever ] Yes
Arthritis (Rheumateid) [] Yes ' Gall Stores [] Yes -Measles [] Yez | Shortness Breath 3 Yes
Asthma (] Yes Glaucoma 1 ¥es Menopause [] Yes Skin Dizcrdars [1 Yes
Auto Immune Digsordsr [] Yes  Goiter L) Yes iMigrainus 0 Yes STD {0 Yes
Bleeding Discrder [ ves Gout ] Yes ;Mlsnarrlage ] Yes Stroke [3 ves
Blood Clot [] Yes Headaches [ Yes ?Mnnnnuctensis ] Yes . Suicide Attempt U Yes
Braast Lump (] Yes Heart Disease [0 ves . Multiple Sclerosis [_] Yes .Thymld Problem 3 Yes
Branchifls [ Yes Hepaftis [ Yes [Mumps [1ves Tonsillitis {] Yes
Cancer [] ¥es Hermia ] Yes EMunnur!Palplhtion F]Yes Tuberculosis 3 Yes
Cataracts ] Yes Hernlated Disk [(] Yes Osteoporosis ] Yes 1 Tumors O Yes
Chemical Dependency [ | Yes Herpes [ Yes Parkingon’s [ Yes Typhoid Fever [l ves
Chicken Pox [ Yes High Blood Pressure [ Yes | Pinched Nerve (] Yes  Ulgsr L] Yes
Eating Disorder [d Yez  High Choleaterol ] Yes  PFreumonia [] Yes Varicose Velns [ Yes
Dlabetes {please circle] [} Yes  History of Extensive [] Yes  PYD-Peripherat [ Yes |Yeast Infactions ] ves
(Type 1, Type 2) - Antibiotic Use  Vascular Disease

. : :Dther

Are you pregnant? [ Yes [] No [ 4¥ Trimastar ] 2™ Trimestar [] 3™ Tamester  Due Data?
Do you have a pacemaker? [] Yes [ No

Previgus Injuries/Surgeries {Includs Date):

Falls Head [njuriss
Surgeries Braken Bones
List any medications {preseription or non-prescription), vitaming, or supplements you are curmently taking,

List any allergias (inciuding food) of which you are aware.  Were you tesled for these allergies? [ Yes [ No

Phamacy Mame Phammacy # ( ¥

Eamily Medical History (please includs which family member — mather (m}, father ), aunt {a}, uncle {u), grendparent ()
Food Atlargies {please apacify) Rhalsmateld Arhritis Thyroid
Heart Dizaags Hypettension Stroka High Cholesterol Cancer{pleasa spaclfy)

Diabates Hypoglycemia Digesive Disordens

sieoporosis Othar
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