HEALTH QUESTIONNAIRE

—PLEASE PRINT—

TO SAVE TIME AND TO BETTER SERVE YOU, PLEASE COMPLETE ALL QUESTIONS
NAME REFERRED BY
COMPLETE ADDRESS DOB AGE
HOME PHONE WORK PHONE CELL PHONE
EMAIL BEST WAY TO CONTACT YOU | BEST TIME
O MARRIED 0O WIDOWED NO. OF CHILDREN |NAMES/AGES OF CHILDREN
O SINGLE O DIVORCED

EMPLOYER EMPLOYER ADDRESS
OCCUPATION
PLE4SE INDICATE IF YOU ARE HERE FOR CARE BECAUSE OF: 0 ON THE JOB INJURY O AUTO INJURY 0 HOME INJURY COTHER
PLEASE EXPLAIN:
SOCIAL SECURITY NUMBER HAVE YOU HAD CHIROPRACTIC CARE BEFORE? O YES O NO
IF YES, WHERE? WHEN?
WHAT BRINGS YOU IN TODAY? HOW LONG HAS ITBEEN | HAS IT BOTHERED YOU
BOTHERING YOU? BEFORE?

DO YOU HAVE HEALTH INSURANCE? ARE YOU ON MEDICARE? ARE YOU ON MEDICAID?
O YES, COMPANY O YES, # O YES, #
O xNo O No O No

ARE YOU ON A REIMBURSING INSURANCE?
O YES, COMPANY
ONo

SPOUSE’S NAME & INSURANCE

SPOUSE’S DATE OF BIRTH

SPOUSE’S SOCTAL SECURITY NUMBER

HAVE YOU EVER HAD ANY FALLS, AUTO
ACCIDENTS OR INJURIES?

O YES, PLEASE EXPLAIN

ONoO

PLEASE PROVIDE MO/YR, TYPE OF ACCIDENT AND DESCRIBE INJUR.Y.

HAVE YOU EVER HAD SURGERY?
O YES, PLEASE EXPLAIN

PLEASE PROVIDE MO/YR, TYPE OF SURGER Y AND ANT OTHER
COMMENTS.

ONO
ARE YOU PRESENTLY TAKING ANY MEDS OR PLEASE PROVIDE THE NAME, DOSAGE & DURATION FOR EACH.
VITAMINS?
O YES, PLEASE EXPLAIN
ONO
LIST ANY SPORTS/EXERCISE PROGRAMS DO YOU DRINK. ALCOHOL? AMT/WK
DO YOU SMOKE? PACKS PER DAY
PATIENT’S SIGNATURE: DATE

— PLEASE SEE OTHER SIDE—




PLEASE CHECK ANY OF THE FOLLOWING THAT GIVE YOU DIFFICULTY OR YOU HAVE HAD RECENTLY.

Oooooooooooodo OO

HEADACHES 784.0

SHOOTING HEAD PATNG
7340

SIS TROUEBLE 473.9
LOSE OF SMELL 781.1
ALLERGIES 9253
HAYFEVEE 477.8

ASTHIMA 4939

LOSE OF TASTE 781.1
INFLAM. OF THROAT 462.0
THYROID TEOUELE 246.9
FACE TWITCH 351.9
FATIGUE 780.7
DEFERESSION 311.0
DIZZINESS 780.4

SFINAL CUEVATUEE 73743
CHESTPAIN 786.5

OoOooO0o ooooooooogood

FATNTING 780.2

LOSE CF BALANCE 781.2
EINGING IN EAES 333.3
ELUERRED VISION 363.0

LIGHTS HURTEYERS 3638.13
NECE FPATN 7231

MITSCLE SPASKM NECE 781.0
GEINDING IN NECE. 712.68
TIGHT SHOULDEE. & ARM 72885
PAIN IN SHOULDER/ARM 7154

PINS/MNEEDLES IN ARMS/HANDS
782.0

COLD HANDS 782.0

NUMBNESS IN ARNM/HAND 782.0
COLD HANDVFINGERS 782.0
TCMEILITIS 784.0

FROSTATE TROUELE 6014

OooooOOo ocoooooooodao

SHORTNESS OF BEEATH 736.09
MID-BACE PATN 724.1

HEART ATTACE 4109
HIGHELCOD FRESSTURE 401.9
LOW BLOOD PRESSUEE 458.9
ANEMIA 2359

STCMACH TROUELE 73%.0
NERVES/NEREVOUSNESS 799.2
INNEE. TENSION 729.2
IRRITABILITY 72%.2

GALL BLADDEE TROUELE
575.9

INDIGESTION 536.8
INTESTINAL GAS 7373
LOW BACE PAIN 7242
HEEINIA 550.01
STROEE 43¢6.0

BED WETTING 73383

Ooooooooooo Oooo OO

ULCERS 534.2

NUMBNESS OF LEGS/TEET
782.0

CONSTIPATION 564.0
EIDNEY TROUELE 523.9

MENSTREUAL CEAMP/PAT
625.3

MENSTEUAL IREEG. 626.4
DIABETES 250.0

SLEEFING PROBLEMS 730.5
PATNFUL JOINTS 719.4
SWOLLEN JOINTS 712.0
PINS/MNEEDLES IN LEG 782.0
SWOLLEN ANELES 7323
COLD FEET 732.0

PAIN IN LEG/FEET 71546
HIP PATN 719.45

FAMILY HISTORY SECTION

DO ANY OF YOUR CHILDREN HAVE ANY OF THE FOLLCWING? DO YOU OF ANY OF YOUR BLOCD RELATIVES HAVE ANY OF THE FOL-
LOWING? IF YESS WHAT RELATION TC YOU-
NAME & AGE

HEADACHES TES/NO DIABETES TES/NO

ALLERGIES TES/NO CANCER TES/NO

EAR INFECTIONS TES/NO STROEE TES/NO

FEEQUENT CQLDS TES/NO HEART PROEBLEMS TES/NO

ASTHMA TES/NO BCOLIOSIS TES/NO

CONSTANT IRRITABILITY YES/NO BACE FROBLEMSZ TES/NO
CONSTIPATION TES/NO HEADACHES TES/NO

GEOWING PATNG TES/NO ULCERS TES/NO

HYPER KINETIC TES/MNO

ELOODY NOSES TES/NO

BCOLIOSIS TES/NO

BEDWETTING TES/NO

HAVE ALL YOUR CHILDREN HAD A SCOLIOSIS EXAM BY A CHIROPRACTOR? YES/NO
HAVE ANY OF YOUR RELATIVES BEEN EXAMINED BY A CHIROPRACTOR? YES/NO

DO ANY OF THE PEOPLE YOU WORK WITH HAVE THE SAME HEALTH PROBLEMS AS YOU? YES/NO IF YES, PLEASE
EXPLAIN-

TO THE BEST OF YOUR KNOWLEDGE, ARE YOU PREGNANT, EITHER SUSPECTED OR CONFIRMED AT THIS
PARTICLUAR TIME? YES/NO

## SERVICES ARE DUE AT TIME OF SERVICE. IF WE HAVE TO BILL YOU, A $5.00 FEE WILL APPLY.

## CONTACTING INSURANCE COMPANIES IS A COURTESY THAT WE DO FOR ALL PATIENTS, SOMETIMES WE ARE
GIVEN THE WRONG OR INCOMPLETE INFORMATION. IF THIS HAPPENS, ANY OVER PAYMENTS WILL BE GIVEN IN THE
FORM OF A CREDIT TOWARDS YOUR CARE. WE ADVISE THAT YOU ALSO CONTACT YOUR INSURANCE COMPANY TO
VERIFY YOUR BENEFITS.

SIGNATURE DATE




