


] YES ] NO

[] MORNING

[] AFTERNOON [] NIGHT [] W/ACTIVITY [] CONSTANT [ ] INTERMITTENT

[]JAcTvTY  []cOLD [ ]MASSAGE [ | OTCMEDS [ | REST []siTTiNG [ ] TWISTING [_] NOTHING HELPS
[C]BENDING [ HEAT [ ]MOVEMENT [ |RXMEDS [ ]STRETCHING [ ]STANDING [ ] WALKING

[ ] MEDICATIONS [ | MASSAGE [ ] HOLISTIC CARE/CHIRO [ ] OTHER

[ ]EMER.ROOM [ ] EXERCISE [ ] NUTRITION/DIET

[]JoB [ FAMILY [ ]FUTURE CAPA. [ ] SLEEP [] FINANCES

[] moop [ ] SOCIAL LIFE [ ] SELF-ESTEEM [] TimE [] NOTHING

|:| CONTINUING MEDS. |:| ANEUROLOGICAL PROB. |:| DISC PROBLEM |:| MENTAL HEALTH COUNSELING |:| CHRONIC FATIGUE SYNDROME

[ ] WHEELCHAIRIWALKER [ ] CHRONIC PAIN [ ] KIDNEY ORLIVER DIS. [_] ARTHRITIS [] SURGERY []oTHER
[ ] BLURRED VISION [ ] HEADACHES [] NAUSEA ] SLEEP DISTURBANCE
[] DEPRESSION [ IRRITABILITY/MOOD SWINS [ ] RADIATING [ISTIFFNESS

[] DIZZINESS [] LOCALIZED TINGLING ] RINGING IN EARS
DULL THROBBING AURA
E SHARP E STABBING E NO AURA []DO YOU HAVE HEADACHES? [ ] FEEL/SEE IT COMING ON
[ ] ACHES [_]FEVER [ ] NUMBNESS [_] RUNNY NOSE [ ] TINGLING
[ ]coLbLimB [ ] HEARTBURN [ ] PALE BLUISH SKIN [ ] STIFFNESS [ ] VOMITING
[ ] DIZZINESS [ ] MUSCLE SPASM [_]PANIC [ ] SWEATING [ ] WEAKNESS
] FATIGUE []NAUSEA ] PINS & NEEDLES [] SWELLING []OTHER
[]sTTING [ |WALKING [ ] PUSHING [ ]KNEELING [ ] TWISTING
[_]STANDING [ ] CLIMBING [ ] PULLING [ ] REACHING [ ] BENDING
[ ] COMPUTER [ ] MACHINERY [ ] ASSEMBLY [ ] CONSTANT [ ] FREQUENT [ ] OCCASIONAL
D PHONE D HAND TOOLS D GRASPING (66-100% DAY) (33-65% DAY) (0-32% DAY)
[ MILD PAINFUL (CAN DO) [ ] SEVERE (UNABLE TO PERFORM)
[] MODERATE PAINFUL (LIMITED) [_] OTHER (EXPLAIN):
ACTIVITY NO MILD MODERATE SEVERE ACTIVITY NO MILD MODERATE SEVERE
(place a check in column applicable) | EFFECT (CAN DO) (LIMITED) (UNABLE TO DO) | (place a check in column applicable) | EFFECT (CAN DO) (LIMITED) (UNABLE TO DO)

Bending

Lifting

Carrying Groceries

Reading (concentration)

Change Posn-Sit-Stand Running

Child Care Self Care

Climb Stairs Sexual Activities
Computer Use Sleep

Driving Swimming
Exercise Walking

Golf

Weight Lifting

Household Chores




Below is a list of diseases that may seem unrelated to the purpose of your appointment.

However, these questions must be answered carefully as the problems can affect your overall course of care.
REVIEW OF SYMPTOMS - Please fill out all of the sections, even if “DENY”

CONSTITUTIONAL: OJ 1 DENY [ CHILLS []WEIGHTGAN [ ] WEIGHTLOSS [] FATIGUE CANCER: [ I DENY [ rvee:
ANY CONSTITUTIONAL ISSUE(S) ] NIGHT SWEATS [ ] DAYTIME SOMNOLENCE (DROWSINESS) [ ] FEVER ANY CANCER ISSUE(S) '
EYE/VISION: [J | DENY []BLINDNESS [ ] EYEPAN [] TEARING []FELDCUTS [] CATARACTS [ ] CHANGE IN VISION [] WEAR GLASSES AND/OR
ANY EYESNVISION ISSUE(S) - [] DOUBLE VISION [_] PHOTOPHOBIA [ BLURRED VISION (VISUAL FIELD DEFECT) ] GLAUCOMA [_] ITCHING (AROUND EYES) [ ] CONTACT LENSES
EARS, NOSE []BLEEDING [ ] FANTING [ ]NASAL CONGESTION [ ] EAR DRAINAGE [] POSTNASALDRIP [] HOARSENESS
AND THROAT: [ ] DISCHARGE [ ] HEADACHES [ |SINUSINFECTION(S) [ ] EARINFECTION(S) [ ]| DIFFICULTY SWALLOWING [ | RUNNY NOSE
EI:/|N|/TD\ES’\‘SYU§(\‘SY) [JoizzNess [ ] LOSSOFSMELL [ |DENTALIMPLANTS [ |HEARINGLOSS [ ] EARPAN [] SINUS INFECTION(S)
[] SNORING [ SORE THROATS (FREQUENT) [ JRINGING IN EARS [] T™JPROBLEMS
RESPIRATION: [] | DENY D ASTHMA D COUGHING D SPUTUM DCOUGH |:| SHORTNESS |:| WHEEZING
ANY RESPIRATORY ISSUE(S) UP BLOOD PRODUCTION OF BREATH
CARDIOVASCULAR: [ ] ANGINA (CHEST PAIN OR DISCOMFORT) ] HEART MURMUR [ ] PALPITATIONS (IRREGULAR OR FORCEFUL || SWELLING OF LEGS
L1 1 DENY ANY [] CHEST PAIN [ ] HEART PROBLEMS BEATING OF THE HEART) [] VARICOSE VEINS
CARDIOVASCULAR
ISSUE(S) [ LEG PAIN OR ACHINESS [] DIFFICULTY BREATHING WHILE LYING DOWN [ ] WAKING AT NIGHT WITH SHORTNESS OF BREATH
GASTROINTESTINAL [ ] ABDOMINAL PAIN [] DIARRHEA [] INDIGESTION [ ] ABNORMAL STOOL CALIBER (QUALITY) [ _] VOMITING
O | DENY ANY [] BELCHING [] DIFFICULTY SWALLOWING [ _] JAUNDICE (YELLOWING OF SKIN) [ ] ABNORMAL STOOL COLOR BLOOD
%’;?EF({;'NTEST'NAL [C] BLACK, TARRY STOOLS ] HEARTBURN [] NAUSEA [T] ABNORMAL STOOL CONSISTENCY [ ] ULCERS
[] CONSTIPATION [ ] HEMORRHOIDS [ ] RECTAL BLEEDING [] vomITING
FEMALE | [ DENY [] BIRTH CONTROL THERAPY [ ] CRAMPS [] IRREGULAR MENSTRUATION [] VAGINAL DISCHARGE
ANY FEMALE ISSUE(S) [] BREAST LUMPIPAIN [ ] FREQUENT URINATION [ URINE RETENTION [] OVARIAN CANCER
[] BURNING URINATION [ ] HORMONE THERAPY || VAGINAL BLEEDING [ KIDNEY STONES
MALE | ] DENY ANY [_] BURNING URINATION [ ] ERECTILE [] FREQUENT URINATION [] HESITANCY/DRIBBLING
MALE ISSUE(S) [ ] PROSTATE PROBLEMS DYSFUNCTION [ ] URINATION RETENTION [ ] KIDNEY STONES
ENDOCRINE: [ ] COLD INTOLERANCE [ ] EXCESSIVEAPPETITE [ ] EXCESSIVETHIRST [ | GOITER [ ] HEAT INTOLERANCE [] VOICE CHANGES
L 1 DENY ANY [] DIABETES [] EXCESSIVEHUNGER [ FREQUENT URINATION [_| HAIRLOSS [ ] UNUSUAL HAIR GROWTH [ THYROID HYPER/HYPO
ENDOCRINE ISSUE(S)
SKIN: | [] DENY [ ] CHANGES INNAILTEXTURE [ ] HARGROWTH [ [ HIVES [ ] PARESTHESIA(NUMBNESS, [ ] RASH [] SKIN LESIONS/ULCERS
ANY SKIN ISSUE(S) [ ] CHANGES IN SKIN COLOR [ HAIR LOSS []ITcHING ~ PRICKLING ORTINGLING) ™7 HiSTORY OF SKIN DISORDERS [_] VARICOSITIES
NERVOUS SYSTEM: ICJDENY [_] DIZZINESS [ ] HEADACHES [ ] LOSS OF CONSCIOUSNESS [ ] NUMBNESS [_] SLEEP DISTURBANCE [ | STROKES || UNSTEADINESS
ANYNERVOUS SYSTEMISSUE(S) [T FACIAL WEAKNESS (] LIMB WEAKNESS [_] LOSS OF MEMORY [] SEIZURES  [] STRESS TREMORS ~ OF GATT
PSYCHOLOGIC: | [J DENY ANY[_] INABILITY TO EXPERIENCE ] ANXIETY [ ] BEHAVIORAL CHANGE(S) [ ] CONFUSION [ | DEPRESSION [ ] MEMORY LOSS
PSYCHOLOGIC SYSTEM ISSUE(S) JOY ORENJOY LIFE [ ] APPETITE CHANGES [_| BIPOLARDISORDER [ CONVULSIONS || INSOMNIA  [] MOOD CHANGE(S)
ALLERGY: |[J DENYANY  [_] ANAPHYLAXIS (HISTORY FOOD [[] ITCHING [] SNEEZING
ALLERGY |SSUE(S) OF SNEEZ|NG) INTOLERANCE D NASAL CONGESTION D OTHERS
HEMATOLOGY: |JDENY [ ANEMIA [] BLOOD CLOTTING [ ] BRUISES EASILY [] LYMPH NODE SWELLING
ANYHEMATOLOGICISSUESS) ] BLEEDING [_] BLOOD TRANSFUSION(S) (] FATIGUE
PAST HEALTH HISTORY - Please fill out carefully as these problems can affect your overall course of care.
CHILDHOOD []AoD [ ] BEDWETTING [] DIABETES [ ]FOODALLERGIES [ | MEASLES [ ] SEIZURE DISORDER
ILLNESS: [ ] ALLERGIES/HAYFEVER [ ] CEREBRALPALSY [ | EARINFECTIONS [ | HEADACHES [] Mumps [] SICKLE CELLANEMIA
I ] DENY ANY [ ] ASTHMA [ ] CHICKEN POX [] FETALDRUG [[] HEPATITIS [[] RAsH [[] SPINABIFIDA
CHILDHOOD ILLNESS(ES) ] ATOPIC DERMATITIS (ECZEMA) [] DEPRESSION [[] EXPOSURE ] Hv [[] scoLiosis  [[] OTHER (PLEASE DESCRIBE)
ADULT [ ] ALZHEIMERS [ ] CVA(STROKE) [] FIBROMYALGIA [] LUPUS ERYTHEMA (DISCOID) [ ] SEIZURE DISORDER
ILLNESS: [ ] ANEMIA [] CYSTIC KIDNEY DISEASE [ ] HEART DISEASE [[] LUPUS ERYTHEMA (SYSTEMIC) [_] SHINGLES
| CJ DENY ANY [ ] ARTHRITIS [] DEPRESSION [ ] HePATITIS [] MULTIPLE SCLEROSIS [] STD'S (UNSPECIFIED)
ADULTILLNESS(ES) [] ASTHMA [ ] DIABETES (INSULIN) ] Hwv [] PARKINSON'S DISEASE [] SUICIDE ATTEMPT(S)
[] CANCER [] DIABETES (NON INSULIN) [ ] HYPERTENSION [] PLEURISY [] THYROID PROBLEMS
[] CHICKEN POX [ ] EAR INFECTIONS (FREQUENT) [_] INFLUENZAL PNEUMONIA [ ] PNEUMONIA [] VERTIGO
[ ] CROHN'SICOLITIS [ ] EMPHYSEMA [] LIVER DISEASE [[] PSYCHIATRIC PROBLEMS [] PAST HISTORY OF SIMILAR SYMPTOMS
] CRPS (RSD) (] EYE PROBLEMS (] LUNG DISEASE ] scoLosis TOYOUR CURRENT CONDITION
[ ] otHER




PAST HEALTH HISTORY (CON’T)

[] ANGIOPLASTY [] CORONARY ARTERY BYPASS || HEMORRHOIDECTOMY [ LAMINECTOMY [] TONSILLECTOMY
|s|é|j ngjsmf& [] APPENDECTOMY [] cosmETIC [ ] HERNIAREPAIR [ ] MAsTECTOMY [ ] OTHER (PLEASE BE SPECIFIC):
SURGERY (ES) [ ] CAESAREAN SECTION []osc [ ] HYSTERECTOMY [ ] PACEMAKER INSERTION

[ ] CARDIAC CATHETERIZATION ~ [_] DENTAL SURGERY [ ] JOINTRECONSTRUCTION  [_] ROTATOR CUFF

[ ] CARPAL TUNNEL REPAIR [] GALL BLADDER [] JOINT REPLACEMENT [] SPINAL FUSION
OB/GYN: [ ] I HAVE NEVER BEEN PREGNANT MENSTRUAL HISTORY: [ _] MY MENSES IS REGULAR [] MISCARRIAGE
I CJ DENY ANY [ ] 1 HAVE BEEN PREGNANT IN THE PAST [ MY MENSES IS IRREGULAR
OB/GYN ISSUE(S

(8) [] 1AM CURRENTLY PREGNANT AGE OF ONSET [ 1AM CURRENTLY INMENOPAUSE  paTE OF LAST MENSES / ;

INJURIES: []BACKINJURY [ ] FRACTURE [] INDUSTRIALACCIDENT [ ] MOTOR VEHICLE ACCIDENT
| CJ DENY ANY [ ] BROKENBONES [ ] DISABILITY [ JOINT INJURY [ MILDIMODERATE SOFT TISSUE INJURY
INJURY (IES) []SEVEREFALL [ ] HEADINJURY  [_] SEVERELACERATION  [_] SEVERE SOFT TISSUE INJURY
IMMUNIZATIONS: [_]DTaP (DIPTHERIA, [ ] FLU [ ] HEPATITIS C [ ] MMR (MEASLES, MUMP.S & RUBELLA) || SMALL POX [ ] WHUPPING COUGH
| CJ DENY ANY TETANUS & [ ] HEPATITIS A [] INFLUENZA [] PNEUMOCOCCAL []s (PERTUSSIS)
IMMUNIZATION(S) PERTUSSIS) [ ] HEPATITIS B ] 1Pv (POLIO) [_] PPD (MANTOUX TEST-TB) [ ] VARIVAX (CHICKEN POX)
NON-DRUG [] ANIMALS [] pARY []Eces [] FoOD COLORING [ ]moLp [ ] POLLEN
ALLERGIES:

I J DENY ANY NON-DRUG ALLERGIES

PREVIOUS TREATMENT

PREVIOUS CHIROPRACTIC CARE? I:l YES IF YES, WHO? (NAME) HOW LONG AGO?:

[Ino
HAVE YOU SEEN OTHER DOCTORS [_] YES  IF YES, HOW MANY NAMES OF DRS: TYPE OF
FOR THIS CONDITION? []No TREATMENT:

WERE YOU SATISFIED WITHTHE ] YES EXPLAIN:
RESULTS OF YOUR TREATMENT? ] NO

ARE YOU CURRENTLY TAKING ANY |:| YES  IF YES, PLEASE MARK |:| ALLERGY MEDICATION |:| BLOOD PRESSURE MEDS. |:| MUSCLE RELAXERS |:| PAINKILLERS  (PLEASE SPECIFY)

PRESCRIPTION MEDICATIONS?  ["]NO  ORLIST (BE SPECIFIC). [_] ANTI-DEPRESSANTS [ ] INSULIN [ ] NERVE PILLS []oTHER
DO YOU WEAR ANY OF [ ] HEELLIFTS [ ] ARCH SUPPORTS
THE FOLLOWING? |:| INNER SOLES |:| ORTHOTICS
FAMILY HISTORY - ENTER INITIALS BELOW: A = ALIVE D = DECEASED
__ GENERALFAMILY ~__ MOTHER __ PATERNALGRANDMOTHER __ MATERNALGRANDMOTHER __ DAUGHTER(S) ___ SISTER(S)
__ FATHER __ PATERNALGRANDFATHER __ MATERNALGRANDFATHER __ SON(S) ___ BROTHER(S)
NAME RELATION PAST & PRESENT HEALTH PROBLEMS

SOCIAL HISTORY

ALCOHOL: ] NEVER [ ] WEEKLY SOCIAL BEER[ JWINE 0Z’S #GLASSES | DIET:[T] HIGH FAT HIGH PROTEIN [ ] LOW CALORIE [ | LOW FIBER [_] LOW

[never[] O [Jeeer ] DIET: 7] O O O O
[] DALY [ ] MONTHLY CONSUMPTION ONLY | [ ] LIQUOR thatappy__| HIGHFIBER [ | HIGHSALT ~ [ JLOWCARB [ | LOWSALT SUGAR

DRUGS: ] DENY ANY ILLEGAL DRUG USE [__] HAVE NOT USED DRUGS SINCE TOBACCO: [] DENY TOBACCOUSE [_]QUIT  #PER: [ | DAY [ ] MONTH|[ ] #CHEW
[_] DENY USE OF IV DRUGS (] LIVE W/A SMOKER SMOKING [ Jweek []

PLEASE READ CAREFULLY AND SIGN BELOW

I understand and agree:

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working towards the same objective.

Chiropractic has only one goal. It is important that each patient understand both the objective and the method that will be used to attain it. This will prevent any confusion or disappointment.
Adjustment: An adjustment is a specific application of forces to facilitate the body’s correction of vertebral subluxation. Our chiropractic method of correction is by specific adjustments
of the spine.

Health: A state of optimal physical, mental and social well being, not merely the absence of disease or infirmity.

Vertebral subluxation: A misalignment of one or more of the twenty four vertebra in the spinal column which causes alteration of nerve function and interference to the transmission
of mental impulses, resulting in a lessening of the body’s innate ability to express its maximum health potential.

We do not offer to diagnose or treat any disease or condition other than vertebral subluxation. However, if during the course of a chiropractic spinal examination, we encounter non-chiropractic
or unusual findings, we will advise you. If you desire advice, diagnosis or treatment for those findings, we will recommend that you seek the services of another health care provider.
Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding treatment prescribed by others. OUR ONLY PRACTICE OBJECTIVE is to eliminate
a major interference to the expression of the body’s innate wisdom. Our only method is specific adjusting to correct vertebral subluxations.

I, have read and fully understand the above statements.

All questions regarding the doctor’s objectives pertaining to my care in this office have been answered to my complete satisfaction. | therefore accept chiropractic care on this.

(signature) (date)
Consent to evaluate and adjust a minor/child.
| , being the parent or legal guardian of , have read and fully understand the above terms of acceptance and hereby grant permission

for my child to receive chiropractic care.

Pregnancy Release:

This is to certify that to the best of my knowledge, | am not pregnant and the above doctor and his/her associates have my permission to perform an x-ray evaluation. | have been
advised that x-ray can be hazardous to an unborn child. Date of last menstrual period

(signature) (date)




