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Eig GENERAL SYMPTOMS Egé mmnmsTMu ,EgE EYE/EAR/NOISEITHROAT §§g RESPIRATORY

Ogoo 9953 Allergy (What) oao Belching/GasfBioating 000 4039  Asthma QOO 78650 Chest Pain
ooo mm Abdominal Pain 000 3789 Crossed Eyes oooO 7862  Chronic Cough
Qoo 480 Bronchitis 000 5840 Constipafion OO0 3898 Deafness OO0 78609 Difficulty Bresthh
OO0 7808 Chils anoo 78791 Dlarhea OO0 38870 Eamche oo 7863  Spilting Blood
QOO0 780.3%9 Convulsions 000 7836 ExcessiveEating OQO 388.60 EarDischarge Ogoo 7864 Spiting Phlegm
000 7804 Dizziness OO0 5759 Gall Bladder Trouble OO0 388.30 Ear Noises
OO0 7802  Fainfing aoQa 455 Hemomholds (piles) OO0 2409  Enfarged Thyroid HARY
OO0 78079 Fatigue o000 7824  Jaundice ooo 460 Frequent Colds GENITO-URI
000 7806 Fever Oo0 7948  Liver Trouble oooO 477 Hay Fever OO0 78836 Bed Walting
OoOooO 7840  Headache OO0 787.02 Nsusea OO0 78449 Hoarseness OO0 5997  Blood in Urine
Oo00 78052 Loss of Sleep OO0 5368  Stomach Pain OO0 478.1 MNasal Obstruction QOO0 7884  Frequent Urinali
ooo 783 Lossof Weight D000 7830 Poor Appétite OO0 784.7 Nosebleads gOoQ 7883  Lack of Bladder
ooo 7992 Nervousness 000 5368 Poor Digestion OO0 379.91 Painin Eyes Conlrol
o0oo 7292 Neuralgia Qoo  787.03 \Vomiling aoo 3889  Poor Vision ooo 5909  Kidney Infection
OooQ 7808 Sweals OOQ 5780 VomitingBlood QOO 4619  Sinustis OO 7881 Painful Urknation
oo 786.07 Wheezdng OO0 7835 Excessive Thirst 000 462 Sore Throat ooO 6019  Prostate Trouble
ooo 31 Deprassion OO0 5388  Indigestion ooo 463 Tonsillitis

OO0 5693 HAecwiBleeding QOO 7862 Persistent Cough

OO0 7872  Difficully Swaliowing
OO0 5238 Bleaeding Gums

MUSCLES/JOINTS/IBONES CARDIO-VASCULAR SKIN OR ALLERGIES FOR WOMEN OMNLY
OO0 7245 Backache fio0 4019 High Blood Pressum OO0 6608 - Bois OO0 6253 Camesor Beckad
ooo 7197  Foot Trouble OO0 4589 LowBlood Pressure OO0 9249  Biuising Easily OO0 6262 Excessive Flow
ooo 550 Harnta aOQaO 78651 PainOverHeat (O0Q 7011 Dryness OOO 627.2 Mot Flashes
oo 71941 Pain Between OO0 7859 PoorCinculaion OO0 6M.8 Ecrema o0 6264  Imegular Cycle
Shoulders oon 438 Previous Heart OO0 7068 HivesorAllogy 000 6349 Miscamiage
oOoO 724.6_ Painful Tail Bone Trouble OO0 6989  liching OO0 6253 Painful Periods
Qo0 7239 Som Neck OoO 7850 Rapld Heart OoOoQn 7820 Sensitve Skin oOooO 6235  Vaginal Discharg
Qoo 7819 SpinalCurvelure 000 42789 Slow Heart OO0 7821 Skin Eruplions OO0 61.79  Lump in Breast
oo 7190  Swolien Joints oo 436 Strokes O Yes ONo Pregrand al this fin
OO0 7810  TremosTwitching 000 7197  Swelling Ankles 0O Yes ONo Have you had a
ooo 782 Arm Trouble aono 454 Varicose Veins mammogram?
Last Pap Date
By Whom

OPERATIONS AND PROCEDURES

DATE DATE : DATE
\cnalione . Tubes in Ears - - Sinus
Tonsillectomy Appendectomy Hernia
Gall Bladder Female Organs Thyroid
Back Operation Rectal Surgery Stomach

- Other: Other: Other: _

O | have never had any operations / surgeries

List any accidents or falls and dates: O Car; 0 Recrealtion:

O Sports: 0O School: 0 Other:

List any broken bones (fractures) or dislocations:
Ever on crutches? OYes O No Why?
Have you ever had any spinal taps or spinal injections? O Yes O No Were you ever knocked unconscious? O Yes O No
Have you ever had a lapse of memory? 0 Yes O No : :

Have you ever had X-rays taken? O Yes O No When? -~ By Whom?
For what ailments were these X-rays made? :
Duynusuﬁurﬁumanymnﬁﬂmndmrﬂmmﬂfwwmmamnwmmum:EU
Are you presently taking any medication - prescription or over-the -counter? 0 Yes O No What drugs?

| urearstand and agree that health and sccident insurance polides are an arangement between an insurance camier and mysel, Furthermorne, | undersland thal the Docter's Of
will prepame any necessany reports and forms lo assist ma in making collection form the in insurance company and that any amounl authorired (o ba paid direclly to the Doclc
Office will be crediled 1o my sccount on receipl, However, | deardy understand and sgree thal all services rendered me are charged direclly to me 2nd thal | am personally responsi
for payment. | also understand that if | suspend or terminste my care and frealment, any fees for professhonal senices rendared me will be immsdiately doe ard payadie

| hereby authorize the Doctor to examine, order or perform any necessary Laboratory/Diagnostic lmaging Tests and traat my condition s he deems approg
through the use of chiropractic health care and nutritional’natural medicine theraples, and | give autharity for these proceduresftests to be performed. The
patient also agrees that helshe is responsible for all bills incurred at this office. The Doctor will not be held responsible for any pre-existing medically diagn
conditions nor for any medical diagnosis.

Patient's/Guardian’s Signature: X Date:




CASE HISTORY

Name: Age: Date: Case Number:. _____
Address: City: State: Zip:
Phone (Home): Cell: E-mail:
Date of Birth: Sex: OMOF Marital Status: QSOMODOW #of Children:____
Occupation: Employer: Telephone (Work): Ext___
insured’s Name: Phone: Insured’s Date of Birth:
Spouse’s Name: Spouse's Occupation:
Spouse’s Employer: Spouse’s Telephone (Work):
Past Chiropractic Care: O Yes O No When? Doctor's Name:
Results: Referred by: oy
Insurance Company: Telephone:
Social Security Number: Driver's License Number: State: _
Spouse’s Insurance Company: Telephone:
Spouse’s Social Security Number: Spouse’s Driver's License Number:
Chief Complaint: 1. Duration-(How Long): Previous Episodes:

List Current: 2. Duration-(How Long): Previous Episodes:

Problems: 3. P Duration-{How Long): Previous Episodes:

Are your present problems due 1o an injury? O No O Yes O On the Job O Auto Accident 0 Personal Injury O Other;

Has the accident been reported? O Ne O Yes O To Employer O Auio Camier O Other:
Are you now or have you ever been disabled? (Service or Work)? O No O Yes When?

Have you retained an attomey? O No O Yes Name & Address:

Why?

Please mark the intensity of your pain today.
1 - NO PAIN

10 - MOST INTENSE EVER FELT

Example
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Please mark area & type of pain on the drawings using the codes listed below.

N-Numbness P-Pain
T-Tingling A-Ache

L
i

5 12 3 45 6 7 8 90 B P \‘.'\]
1 2 3 4 5 6 7 8 8 10 4\
b Z 3 4 5 6 7 8 98 10 é’ﬁ | | / Jp‘é‘.
Y 08 + . 1 4
DOCTORS USE ONLY Rl el R )
- N D J j
HABITS EXERCISE FAMILY HISTORY
O Smoking  Packs/Day: U None Diabetes Heart Kidney Cancer Other
G Drinking  Alcohol: Sopondty | wother = 0 = m TR =
Q Caffeine Cups/Day: 0 Active Father Q a Q o = S
O Very Active Brother#of O o 0 o o
O Elite Athlete Sister#of __ 0O () Q Q Q
HAVE YOU HAD, OR DO YOU HAVE ANY OF THE FOLLOWING CONDITIONS?

0541 Appendicitis 0 280 Anemia 0 423.9 Heart Disease avie Arthritis
1 480 Pneumonia 055 Measles 240 Goiter 0345 Epilepsy
0 390 Rheumatic Fever 0072 Mumps 0O 487 Influenza 0319 Mental Disorder
O 045 Polio 0 052 Chicken Pox 051 Pleurisy 07242 Lumbago
aoi Tuberculosis 0250 Diabetes (0 303.9 Alcoholism 0690 Eczema
0033 Whooping Cough 0O 239 Cancer 0099 Venereal Disease 0042 HIV Positive
04939 Asthma (¥346.9 Migraine Headaches 0 054.9 Herpes (1 340 Muiltiple Sclerosis
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