
Please insert a number after each problem listed which will designate if it is current or past.
1. Having Now 2. Comes and goes 3. Had in the past

Faintinq _
Sinus trouble. _
Asthma. _
Allergies, _
Seizures, _
Heart attacks, _
High blood pressure. _
Diabetes, _
Cancer _
Stroke _
HIV _

Ulcers •
Indigestion, _
Constipation _
Liver Trouble. _
Gall Bladder trouble. _
Kidney trouble _
Bladder trouble _
Menstrual irregularity _
Fatigue _
Depression _
Inner tension _
Irritability _
Sleeping problems, _

Headaches _
Shooting head pains _
Pins and needles in arms / hands _
Head feels too heavy _
Loss of balance _
Dizziness _
Grating noise in the neck _
Ringing in the ears _
Shoulder Pain _
Tightness of shoulder muscles, _
Neck pain _
Pain between shoulder blades _
Low back pain _
Pains in legs and feet _
Slipped disc, _
Pinched nerve in back _
Pins and needles in legs, _
Cold feet. _
Long term back trouble _
Pain in joints _
Arthritis _
Cold hands. _
Chest pains _
Shortness of breath _

Please mark your area(s) of injury or discomfort as shown in the example below. Mark all areas with the appropriate symbols
and indicate the degree of pain using a scale from 1 (discomfort) to 10 (extreme pain).
DESCRIPTION :> NUMBNESS PINS & NEEDLES BURNING ACHING STABBING
SYMBOL :> NNNN PPPP BBBB AAAA SSSS

EXAMPLE
RIGHT FRONT BACK LEFT

Do you have any health insurance? Yes__ No_ Name of insurance _

Are you interested in a nutritional evaluation? Yes__ No_

Patient Signature Date _
DOCTOR'S NOTES
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