ase History

Hame Date

Addness City — State Zip

H. Pheoine | 1 W. Phone Dabe of Birth |Age I
Refarred by =

Cocupation Employer

Marital Statiis 8 M D W Spouse’s Mame

Spouse’s Occupalion Mumber of Children and Ages

Have you ever recaived Chiropractic Care?  Yes [ Mo [J

Social Security #

Loss of Whole Body (Age 5 - Present)

As you increased the layers of damage you probably began to experience symptoms and random bouts of sickness.

Parlent Comment Chiropractors
{Age 5 - presant) if ansgwer k8 Yes Comments

Were you taught proper body movement and care? g
Didfdo you smoke?

Diddo you drink any alcohaol?

Diet (Do you eat healthy foods?)

Have you been in accidents?

Have you hed surgery and organs removedreplaced?
Drugs? (Prescriptive or non-prescriptive)

Testh problems?

Eye problems?

Hearing problems?

Exercige regulerly?

Slesping habits (nightmares?)

Did/do you have sccupational siress? ke e
Physical stress?

Mental stress?

HobblesSports injuries

Other raumas or problems

Sleepingposture [ Side  [] Stomach [] Back

OooooOOoooooooooooon
0O0000QooOogooooooo g




Symptoms and 1l Health (Present State of 1l Health)

Finally, the years of continuing damage showed up as acute o chronic symptome.

Present Complaint (be brief)

Maljor
Pain or Problem stared on .
Palns are: ] shap O oun [0 Constant [ ntermiitent
What activities aggravate your conditionipaln?® e
What activities lessen your condition/pain®
1% condition worse dering certain times of the day®
Is this condition interfering withwork? ______ Sleep? ______ Routine? Other?
Is comdition getting progressively worse?
Other Doctors seen for this condition
Any home emedies? E SERoet
Dither symploms:
[] Hesdaches ] Pins & Needies in Legs [ Fainting
[] MeckPain (] Pins & Needies in Arms [0 Loss of Smell
[0 Sleeping Problems [ Mumbness in Fingers [] Loss of Taste
[ Back Fain [J HNumbness in Toes [0 Diarrhea
O Nervousness [ sheortness of Breath [0 FeetCold
[J] Tension [] Fatigue [0 Hands Cold
] irritabaliny [[] Depression [0 Stomach Upset
[T Chest Pain [] Lights Bother Eyes [l Constipation
[0 Diminess [0 Loss of Memaory [0 ColdSweats
[T Face Flushed [] EarsRing [0 Logx of Balance
M Heck St [0 Fever [C] Bumingin Ears
Have vou been undar drug and medical care? - o
What medications are you taking?
How Long? Have you had sungery? _____ What? When?
What side effects have you experienced fram the drugs and surgery?
Is there a family history of;
Hear Disagse Arthritis Cancer Diabetes Other
Father's side O O ] O O
Mothers side I O & O a

Insuance Information

Have you been in an accident? [] Yes ] Ne
] work ] Awto [] Gther Date Mature of accident
D veu el & popping of tearing nodse In your neck or back? _ Explain | I

Did you require post-aceident hospitallzation?

Where? . When? Were X-rays taken?

Have your lost daws ab wark? Date .

Is insurance invohed? Which company? LTty DR N T | R A PR N O e &
Aftomey’s name, If any Claim & —

Commants (Office use only)

Ahout Your Care

| m
|

Chiropractic provides three types of care. The first 15 Inltial Intensive Care which correds the most recent layer of Spinal and
Meurological damage (VSC). This care usually reduces or eliminates the symptoms. Then begins Reconstractive Care which cortects
the vears of damage that oociirmed when there wers few symptoms. And finally, Chiropractic offers & genuine approach to Wellaess ™
Care. All of these options will be explained at your report of findings. Then you'll be eble to begin a course of care that fits your health
goals



