HEALTH QUESTIONNAIRE

PLEasSE CHECK MARK EacH oF THE ConpITIONS BELOW THAT YOU ARE CURRENTLY EXPERIENCING

Date:
Patient: No.:
MUSCULO SKELETAL GENITO-URINARY GASTRO-INTESTIONALT CARDIO-VASCULAR
SYSTEM SYSTEM SYSTEM RESPIRATORY
Q Low back pain O Bladder trouble O Poor appetite Q Chest pain
Q Mid back pain O Excessive urination O Excessive hunger Q Pain over heart
Q Pain between shoulders O Scanty urination g Difficult chewing Q Difficult breathing
Q Neck pain Q Painful urination Difficult swallowing Q Persistent cough
g é;m prolﬁlems Q Discolored urine 8 gxaﬁesgve thirst 8 ggggg:gg g{xolggm
g problems =
Q Swollen joints FEMALE U Vomiting Blood Q Rapid heartbeat
Q Painful joints ) O Abdominal pain Q Blood pressure problems
Q Stiff joints Q Vaginal discharge e Q Heart problems
Q Sore muscles O Vaginal bleeding O B;msl:lpm?n Q Lung problems
Q Weak muscles 0 Vaginal pain 3 Bl(a:)d stoo : Q Varicose veins
Q Walking problems ) Breast pain , 3 sioe
Q Spasms O Lumps on the breast g EPI;‘:@%?S EYE Eﬁ%:NOSE
iver trouble
SEkrtons [ AREYOUPREGNANTY| 3euommmrpevims e D HROAT
OYES ONO | QWeight trouble A —
Q Vision problems
NERVOUS SYSTEM  Q Ear pain
SYMPTOM LOCALIZATION g Miimbness Q Ear goises
N £ Loss of feeling Q Ear discharge
8 ){ ¥ Ty (;S ngral.ysm Q Hearing loss
F T ~ . 5 Dizziness Q Nose pai
£ 41§ ¥, <07 O Fainting DNosegla:elding
1 { : i U Headaches QO Nose discharge
R O Muscles jerking O Difficult breathing through nose
Q Convulsions 3 Sore gums
Q Forgetfulness {Q Dental problems
U Confusion O Sore mouth
Q Depression Q Sore throat
O Insomnia 8 Hoarseness
B 8 h
- HABITS o SDilnflt;lscult speec
O Cigarettes Q Allergy
Q Alcohol Abuse Q3 Jaw Pain
U Coffee or Tea
QO Drug Abuse
a St
Pain Index
Least 1 2345678 9 10 Worst
Patient's Signature
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Patient Accepted? O Yes O No

Doctor's Signature




PATIENT PERSONAL/CONFIDENTIAL DATA

No. Date
Patient: . Date of Birth:
Home Address: City: tate: Zip:
Social Security No.: Home Phone: Work Phone:
Employer: Address:
Name of Spouse ___ SSNo.: No. of Children:
Spouse's Employer: Address: :
How did you learn of f this clinic?
Nearest relative not living with you? Phone:
Who is responsibie for payment? O Self O Spouse U Other
PaTENT'S INSURANCE Spouse's INSURANCE
‘Name of Company: Name of Company:
Address: Address:
ID & Group No.: ID & Group No.:
Phone No.: Phone No.:
Purpose of this appointment and list your complaints:
Date of illness: Time:_ QO AM QPM Location:
How did accident occur? O Auto O Onthejob O Other, ,
Please describe the circumstances and what makes the condition(s) better or worse: ot

- Other Doctor seen for this condition:
- Have you been treated by a Doctor for any health condition in the last year? d Yes [ No
If yes please describe:

INSURANCE INFORMATION
[ undersiand and agree that health and accident i policies are o ag berween an i carrier and myself, Purthermore, | undersiand that this Chiropracsic Office will prepare any necessary
T o ot o ol ot et e chcgod Ao o O | ety g o e, o e mpote o 4 g e o o ooy
" .services rendered 10 me will be immediately due and payable. - g -
i
Signature Physician: Signature Patient:

CONSENT OF PROFESSIONAL SERVICES AND RELEASE OF INFORMATION

! hereby authorize and release the doctor and whosm ever hofshe may designate as histher mwmmmmx-ﬁymwmwmun
dxnnc:emeaJ'a:hdshcdeeaswyaayca::nd!fmmmnwuwuymduy(yu%)mdwuymww%swmhlﬁk“awnltsclucorz
the paties or 10 8 family mbaorunphye:oﬁhemfuaﬂamd&edﬁﬁeﬁg%uﬂmwmﬂnh&wm&dmm companies, wark xsaiion welfame
funds, or the patient's employer, P

Patient's Signature:
Parent's or Guardian's Signature:
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