Confidential Patient Introduction
Name
______________________________________________________
Date______________________________

Address ___________________________________________City ____________________Postal_______________

Birthdate ______________________________ E-mail __________________________________________________
Phone #: Hm. ________________________  Wk. ________________________  Cell _________________________
Occupation 
________________________________ 
Do you have Extended Health Care? _______________   
Sex:
M  /   F  
Marital Status _________________ (M/S/W/CL)
       # children ______________
Family Doctor:

__________________________________________     Dr. Tel #:______________________
REFERRED BY:
___________________________________________________________________________

Major Complaint 
___________________________________________________________________________

Other Complaints
___________________________________________________________________________
How long have you had this condition?
______________________________________________________
What aggravates this condition? __________________________________________________________________

Is it getting:  
Worse _______  
Constant ________ 
 Comes/Goes ________
 Better _______

Previous diagnosis and treatment for present condition ______________________________________________

_______________________________________________________________________________________________

List surgery, accidents, falls ______________________________________________________________________

Are you on any drugs? ______ Nerve Pills ______ Pain Killers ______ Muscle Relaxers _____ Pep Pills __​___
Have you ever had previous Chiropractic Care? _______ When _______________ Dr._____________________

FAMILY HEALTH INFORMATION:  Many health problems are the result of hereditary spinal weaknesses.  Thus, information about your family members will give us a better picture of your total health.  Please list any member of your family who has any kind of health problems.

NAME



RELATION


PAST AND PRESENT HEALTH PROBLEMS
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

NUTRITIONAL:

Meals Skipped

Coffee Daily

Alcoholic Beverages

Personal Satisfaction with Diet

Daily No.     ___
___ 1-2

___ 1-2 Daily
___ 1-2 weekly

___ Highly Satisfied
Weekly No. ___
___ 3-4

___ 3-4 Daily
___ 3-4 weekly

___ Unsatisfied




___ More
___ More
___ More

___ Highly Unsatisfied

PSYCHOSOCIAL:
Have any of the following occurred recently:
___ Depression

      ___ Divorce


___ Drugs/Alcohol Increase

___ Anxiety

      ___ Death


___ Change in Job Status

___ Sleep Disturbances
      ___ Family Problems
___ Increased Work Stress

___ Chronic Fatigue
      ___ Economic Stress
___ Other:  _______________________________
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CHECK THE CONDITIONS FOR WHICH YOU HAVE BEEN TREATED:

___ Alcoholism

___ Diabetes
   ___ Fever Blisters
___ Rheumatic Fever
___ Tuberculosis

___ Anemia

___ Diphtheria
   ___ Mumps

___ Ulcers

___ Heart Disease

___ Appendicitis

___ Eczema
   ___ Measles

___ Polio

___ Arthritis

___ Arteriosclerosis
___ Emphysema
   ___ Multiple Sclerosis
___ Scarlet Fever

___ Cancer
___ Cold Sores

___ Epilepsy
   ___ Pneumonia

___ Stroke

___ Venereal Disease

HAVE YOU EVER:






YES


NO


Been knocked unconscious




___


___


Used a cane, crutch or other support



___


___


Been treated for spine or nerve disorder


___


___

Had a fractured bone





___


___


Been hospitalized for other than surgery


___


___

DATE OF LAST:






List the conditions for which you have  



Less than 12 months
Over 12 months
received treatment in the last 10 years:

Spinal examination

___


___

__________________________________
Physical examination

___


___

__________________________________
Blood test


___


___

__________________________________
Chest X-ray


___


___

__________________________________
Spinal X-ray


___


___

__________________________________
Dental X-ray


___


___

__________________________________
Urine test


___


___

__________________________________
FOR WOMEN:  Date of Last Menstrual Cycle ___________________

YES


NO
No possibility of pregnancy due to:
Hysterectomy



___


___





Birth Control Pills


___


___






I.U.D.




___


___






Other ___________________

___


___

_______________________________________________

______________________________________

Signature






Date

