
PERSONAL HISTORY
Social Security No.:

Addres:

State:

Business Phone:

Age: 

-

Name:

Date:

City: zip:

Home Phone:

EirtMate: Sex: M

Type of Work:

fl Separated No. of Children

Business/Employer:

Check One: D Married tl
Name of Emergency C.ontact:

Re{erred To This Off ice By:

Who is Besponsible For Your Bill:
IMedicare f]Auto lnsurance

Single EWidowed f) Divorced

Phone No.:

E-mail:

ESelf [I Spouse n Workman's Comp. f] Medicaid
nPersonal Health lngrrance [] Other

CURRENT HEALTH CONDITION
Purpose of This Appointment:

Other Doctors Seen For This C,ondition:

When Did This Condition Begin:

lf Disabled From Work Please Give Date:

El Job related E Auto related
Drugs You Now Take: fl Nerve Pills

Ellnglin D Other:

C Pain Killers/Muscle Relaxers D Blood Pressure Medicine

Does Anyone Else ln Your Family Have The Same Or Similar Condition?

\J:I
Please outline on the diagram
the area of yorrr di:comfort.



Below is a list of conditions wttich may seem unrelated to the purpo$ of your appointment. Hourever, the* quenions must b.
amwcred carefully as thesc proUems can effect your overall diagnosis, treatment plan and possibility of being accspted.tor c.re.

CHECK ANY OF THE FOLLOWING DISEASES YOU HAVE HAD:

CHECK ANY OF THE FOLLOWING YOU HAVE OR HAVE HAD THE PAST6 MONTHS:

I Appendiciris
f]Scarlet Fever

flDiptheria
flTyphoid Fever
!Pneumonia
I Rhcumatic Fever
fltolio

MUSCULGSKELETAL CODE

I Low Back Pain

! Pain Eetween Shouloers
I Neck Pain

IArm Pain

IJoint Pain/Stiffness
fl Walking Problems
I Dif ficult Chewing/Clicking jaw

NERVOUS SYSTEM CODE

fl Numbness
I Paralysis
ff Dizziness
I Forget{ulness
f] C.on f us ron /De pr ers r on
! Fainting
fl Convulsions
I Cold/Tingling E xtremiries

GENERAL CODE

D Atlergies
n Loss ol Sleep
ff Fevet
f Headaches

flMalaria
! Tuberculoris
IWhooping Cough
IAnemia
fl Measles

!Mumps
flSrnall Pox

I Chicken Pox

! Diabetes
! Cancar
! Heart Oirase
! Goiter
I lnfluenza
I Plzuriry

GENITO.URI'{ARY CODE

D Bladder Trouble
[] Painfu t/Exessive Urination
! Discolored Urine

gv.R coDE

fl Chest Pain
! Short Ereath
I Blood Prersrre ProHems
! lrregular Heartbeat
fl Hean hoHerm
n Lung Problems/Congertion
D Vaicose Veins
D Antte Swelling

EENT@DE

E Vision ProUerm
D Dentat ProHem
[-lSore Throar
f]Ear Aches
fJ Hering Difficutty
!stutred Ne

FEtrALES OilLY:
When was your laet pcriod?.
Are you pregnant? fl Yes O No O Meybe

IAlcoholitm
! Venereal lnleaioo
flArthritir
I Epilcpry
! Mental Disorder
I Lumbp
I Eczerna

GASTRO.I NTESTI iIA L CODE

I PoorlExccrsive Apperi re
! Excessive Thirrt
I Frequent Neusea
I Vomiring
I Diarrhea
D Constipation
! Hemorrhoids
f] Liver TrouUe
flG€ll Bladder hoHems
IWeigrt Tror.rUe
IAbdominrl Cremf
f] Cras/Bloatirg After Mcrlt
fl Hortburn
D Bl.cklBtoody Stml
Dcotitir
MALEIFEMALE CI)OE

I Menstnral lncguhrity
D mcnrrurt Oempng
D vgimt Pein/tnfctimr
Dgrcrrn hin/Lumr
fl Proctate/Scrurl Dysfu rrtim
D Crsnitrt Hcrpcr

Please Check or De*ribe:

Malor Surgery/Operat ions :

DBroken Bones:

PAST HEALTH HISTORY
[3Appendrtomy E Tonsiilectomy t] Gail Bradder f] xerniaD other:

Major Accidents or Falls:

Hospitalization {Other Ttnn Above} :

Prwious Chiropractic Care: D None
f) Doctor's Name & Approx. Date of t-ast Visit:
Have you been treated for any health condition in the last year? [] yes D No
lf yes, plesse explain:



Why Chrropractrc? People go lo Chrropractors tor a vanety ol reasons Some go lor symplomatrc relref of parn or drscom-
fort (Relief Care) Olhers are rnterested rn havrng lhe cause ol lhe problem as well as lhe symptoms corrected and rehev-
ed (Corrective-Care). Slrll olhers want whatever rs maltunctronrnq rn rherr bodres broughi lo the hrghesl slare ol health
posslble wrth Chrropractrc care (Comprehensrve Care) Your Doctir wrll wergh you, nee}s and desrres when recommen-
drng your lreatment program.

Please check the typ€ ol care desrred so thal we may be gurded by your wrshes whenever possrble

C Rehel
Care

C Correclrve
Care

D Comprehensrve
Care

D Check here rf you want
lhe Doctor lo select lhe
lype ol care approprrate
for your condrlron.

Date pattent's Signature
ll this rs an accident related rnlury, please ,ill out lhe Accident Form Thank You!

THE PURPOSE OF

OUR CHIROPRACTIC CENTER
IS TO SUPPORT

EACH INDIVIDUAL
IN ACHIEVING THEIR

OPTIMUM HEALTH

AND TO

EDUCATE THEII
SO THAT THEY MAY

UNDERSTAND HEALTH

AND CHIROPRACTIC

ANO IN TURN EDUCATE

OTHERS.
I uncblland aN agt?f- thal heallh anct acct&nf fisutance pahctes ere an afiangemenl Delween an nsutance cafiGr and firyse, Furlhet-
n1o€. I understenct that the ocrlot'S Afice will prcparc aw neoesiary rcpons and lotms tO ass,st ..rre n makng collectton hom lhe n-
sunnce compatv ancl lhat any amounl authonzed lo be pa/,ct dreclly lo lhe Doctot's a*ce wtll be credtted lo firy account on rcce,pl
Hete*r, I cleaily unde$land and agree thal all servrces rendered me ae charged drxlly to me ancl thal I am Ntsonally /esponsiDre
lot paflrrf;/nt I also un&'',tand that il I susFncl ot letmnale fiy care and trca?menl. any lg25 lor prolesstonal servrces ren&re<l me will
* fifitcdta'€ly ct.re ancl palabi,e
I hctabl tuthoree tho Oetq to trea, my condtt,on as ho deems approgttalo lhtough the use ol mantpulat@n lhtoughout fiy sp,ne.
t? B und,,staod end agrcad lhe emounl patd lhc Doctor, lor X-rays, ts lor eraminal,on only and lhc X -ray negattvcs uill tamein the
prcgarty ot thts otl,c.. *tng on lilc whe.' lh.y m.y be rccn el eny l,ma vhtle e gel,on o, trlrs ollico. The Pelionl elso agt as lrtat
ha/tlr ,t ratgonstbta lor alt b,tts incuficd .a lhi, ollicc. fha Oelq u,ll nol be hcld rcrgons,D/c lor any prc-ct,sling mcdictlly

Frrnt'r $grreuc X

Gurdrrn or Spoul'rggrrar,. Arrlvraag Cen--

Oarr


