" New Patient Health History Form

In order to provide you the best possible care, please complete this form
and bring it to your first appointment. All information is strictly CONFIDENTIAL.

Pgtient Dala

First Nome| ILasT Nomel — lDoTe"* lEmoil*‘

* Your email will NOT be shared with any 3rd parties, and is used for occasional office announcements and promotions.

Mailing address

Address l_ J City r ‘STGTS | l Zipl
i

Telephone {Work) r J (home)r JReferred By[

Age [: Birth Do’re] ‘Sociol Security # r l Number of Children r—ﬂ
Occupqﬁonl J Employer [7

Marital Stafus r !Spouse‘s Name] J Spouse’s Occupoﬂon‘

Spouse's Employer li lSpouse‘s Health Sfon‘usl J
Emergency Contoct( l Phone r . J

Current Complainis
Nature of Injury: [ Aytomobile*  [[JWork  [[] Other

Please describe:

Date of Injury I J Date symptoms appeared ri l

Have you ever had same condifion? O No O Yes.. Ifyes when?¢ r

List of other practitioners seen for this injury/condifion r

Have you ever been under chiropractic care? O No O Yes

If yes, please describe{

Insurance Information

Name of party responsible for poymenf{ : # l Phone |7 J

Do you have health insurance? O No O Yes Name of compdny\ J
* if an outo accident, please provide:
Insurance Company quer : ] Contact Personr I

Phone:! lCIQim # l J

Signatures

Name of the insured

I understand and agree that health/accident insurance policies are an arrangement between an insurance carrier
and myself. I understand and agree that all services rendered to me and charged are my personal

responsibility for timely payment. I understand that if T suspend or terminate my care/treatment, any fees for
professional services rendered to me ‘will be immediately due and payable.

Patient’s signature Date
Spouse's or guardian's signature Date
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Medical History -

Have you been treated for any conditions in the last year? O No O Yes

If yes, please describe [ [
Date of last physical excm[ |ls there a chance that you are pregnant? O No O Yes

Have you had X-rays taken? O No O Yes If Yes. where?] |
What medications are you faking and for what conditions (Please list dosage and amounts, etc)l

What vitamins, minerals, or herbs do you currently take? (Please list for what conditions, dosage, and freguency).

Have you ever: No Yes | Briefly Explain

Broken bones? OXO)
Been hospifalized?

Been in an auto accident?
Had Sprains/Strains?

Been siruck unconscious?
Had surgery?

00000
00000

Family History

Family Members - Present and past health conditions {Example: heart disease, cuncer diabetes, arthritis, efc.)

Do you experience pain every day? OnNo O Yes
Do your symptoms interfere with daily lifeg ONo O VYes
Does pain wake you up af nighte O No QO VYes
Are your symptoms worse during certain fimes of the day® O No O Yes
Do changes in weather affect your symptoms? O No O Yes
Do you wear orthoticse OnNo O Yes
Do you take vifamin supplementsg OnNo O Yes
What activities aggravate your symptomse

Habits ' None Light Moderate Heavy

Alcohol
Coffee
Tobacco
Drugs
Exercise
Sleep
Appetite

Soft Drinks
Water

Salty Foods
Sugary Foods
Artificial Sweeteners
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‘Have you ever suffered from:

Icoholism

[ Allergies

nemia

[ JArteriosclerosis

[ JArthritis

Jasthma

[ Back Pain

[Breast Lump

[ Bronchitis

[ PBruise Easily
Cancer

[_Ichest Pain/Conditions
[ Icold Extremities

[ KConstipation

[ Icramps

epression

[ Diabetes

[ pigestion Problems
pizziness

[ [Fars Ring
[_Excessive Menstruation
[ Eye Pain or Difficulties
[ Fatigue

[ Frequent Urination
[ Headache

[ Hemorrhoids
[High Blood Pressure
:IHOT Flashes
Irregular Heart Beat
legular Cycle

| Kidney Infection
[Kidney Stones

[ lLoss of memory

[ 1 oss of balance

[ JLoss of smell

[ lLoss of taste

[ LLumps In Breast

[ INeck Pain or Stiffness
[ INervousness

[ INosebleeds

[ Pacemaker

[ Polio

[ Poor Posture

[ Prostate Trouble
[Bciatica®

[ Bhortness of breath
[ Kinus Infection

[ Bleep problems or Insomnia
[ Bpinal Curvatures

[ Ktroke

[CBwelling of ankles
[kwollen Joints
[_Ithyroid Condition
[fruberculosis
uicers

[ Varicose Veins

[ Venereal Disease

Clother:|

Please use the following letters to indicate TYPE and
LOCATION of the symptoms you currently are experiencing.

=Ache O=0ther
B=Burning P=Pins & Needles
N=Numbness  S$=Stabbing
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