BACKINACTION | coNFIDENTIAL PATIENT HEALTH RECORD

SEHIROPRACTICS)

(PLEASE PRINT)

FuULL LEGAL NAME:

STREET ADDRESS / P.O. Box
CiTy I STATE/ ZIP:

DATE OF BIRTH:

HoME PHONE:

MOBILE PHONE:

SociAL SECURITY NUMBER: WORK PHONE:

Genper: OMaLe  OOFemale  IOTHER: OHiseanic  CINon-Hispanic

RACE (SELECT ONE): [0 WHITE/Caucasian  [JAMERICAN INDIaN [JAsiaN - CIBLAck/AFRICAN AMERICAN  [JOTHER:
OPousH [OCHinese [JOTHER:

ETHNICITY:

PREFERRED LANGUAGE: [JENGLISH [OFrencH  [SeanisH  CORussIAN

YOUR EMPLOYER: JoB TITLE:

MaRiTAL STATUS: OSiNgLte OMarrien  [JSeparaten ODworcep  COWinoweD EMAIL:

SPOUSE'S NAME: SPOUSE'S DATE OF BIRTH: SPOUSE'S EMPLOYER:

NAMES [ AGES OF CHILDREN:

WHO SHoULD WE NOTIFY IN AN EMERGENCY? RELATIONSHIP: PHONE #:
WHO IS YOUR MeDICAL DOCTOR? FaciLiTy / CITY:
Dip ANY OF THE FoLLowiNG ReFER You To Us? OMy M.D. [JANOTHER PERSON: OTHER:

HISTORY OF PRESENT ILLNESS / INJURY

FILL QUT THIS SECTION BY MARKING THE AREA WITH THE DESCRIBED SENSATION USING THE APPROPRIATE SYMBOLS FROM THE LEFT.

X X X BURNING PAIN

(((( ACHING PAIN

0 0 0 PiNS &NEEDLES

- - - - NUMBNESS
SHARP PAIN

PLEASE COMPLETE:
CONSTANT
CoME & Go

GETTING BETTER
GETTING WORSE
STAYING SAME

BETTER: WORSE:
AM
Mip-DAY

PM

RATE YOUR DISCOMFORT/ SYMPTOM(S):
ENTER THE NUMBER BELOW THAT CORRESPONDS WITH YOUR DEGREE OF DISCOMFORT, “0" 1S NO PAIN/SYMPTOM(S), "100" IS INTOLERABLE PAIN/SYMPTOMS.

NECK (0=No PaN): Mip Back (0= No PaIN): Low Back (0= No PaIN): : !
BEsT: £100 BEST: /100 BEST: _[100 BEST: /100 BesT: /100
WORST: /100 WORST: /100 WORST:  _ /100 WORST: /100 WORST: /100
Now: /100 Now: /100 Now: /100 Now: /100 Now: /100
UsuaL: /100 UsuaL: /100 UsualL: /100 UsuaL: /100 UsuaL: /100
How Dip IT Occur? [0 Work —RELATED INJURY [0 AUTO ACCIDENT O OvHeR:
WHEN DID THEY BEGIN? HAVE You Misseo Work? OYes OONo How Much?

INDICATE YOUR ABILITY TO PERFORM THE FOLLOWING ACTIVITIES, PLEASE USE THE FOLLOWING CODES:

U-UNABLE L -—LIMITED P = PAINFUL D-DiFFicuLt N -—NormAL  H-HAVEN'T TRIED
1 LyING ON BAck 5 SEXUAL ACTIVITY 9, BeENDING FORWARD/LIFTING 16. DRESSING SELF
2 LYING ON SIDES 6. GETTING IN/ OuT oF CAR10. PROLONGED STANDING 17. WALKING
3. LYING ON STOMACH 7. PusHING / PULLING 11. UsING A COMPUTER 18. CoucH / SNEezZE/ GRUNT
4 TURNING OVER INBED 8. Ur/Down STAIRS 12. SITTING/DRIVING/RIDING 19.




WHAT MAKES THE CONDITION BETTER? (ice, ADJUSTMENTS, IBUPROFEN, STRETCHING, ETC.)

HEAD ! NECK SHOULDER, ARM, HAND

Mi0 BACK HiP, LEG, FoOT

Low BACK OTHER

YES NO NECK & HEADACHE QUESTIONS

<
m
(7]

00 [oocaoo
00 000003

0 [ Ooes THE DISCOMFORT INTERFERE WITH YOUR SLEEP?
+How MaNy TIMES DOES IT WAKE You UP?
O Do You SLEEP WITH A PILLOW? How MANY?
¢ WHERE?
#WHAT POSITIONS DO YOU SLEER IN?
¢HOW OLD IS YOUR MATTRESS?
+How MucH SLEEP DO YOU AVERAGE/NIGHT?

DIFFicULTY TURNING HEAD? (O Lerr  DORiGHT

DO You HEAR GRATING / CRACKLING SCUNDS?

Do You TRY TO "CRACK” YOUR OwWN NECK?

DO YOU GET PAIN OR CRACKING IN JAW?

Do You HAVE NAUSEA, VOMITING, VISUAL DISTURBANCES,
ALTERED HEARING, RINGING IN EARS, OR L.OSS OF BALANCE?
Do You GET PAIN OR PRESSURE BEHIND THE EVE(S)? R OR L

O 0O DoEs UsING A HEATING PAD HELP/HURT? How? Do You HAVE ABNORMAL BLOOD PRESSURE?
O O Does USING AN ICE PACK HELP/HURT? How? ¢LOCATION OF HEADACHES:
¢FREQUENCY OF HEADACHES: PER
D D 00 You WEAR A HEEL LIFT? WHICH SIDE? (LE" OR RlGHT) ¢DATE OF LAST EYE EXAM: . ANY RX CHANGES? Y OR N
00

Do You WEAR FOOT ORTHOTICS?

FEMALES: ARE YOUPREGNANT? [dves O wno Low BACK PAIN QUESTIONS

YES NO
Due DATE: DOCTOR: O DO Does PAIN RADIATE TO THE ABDOMEN AND/OR GROIN?
DATE OF LAST GYNECOLOGICAL & BREAST EXAM: D D ANY IMPAIRMENT OF BOWEL OR BLADDER FUNCTION?
MaLEs: DATE OF LASTP & Tesm Exam: $EXPLAIN?
8 OF LAST PROSTATE & TESTICULAR EXAM: 0 [ Do YouTRY TO "CRACK" YOUR OWN BACK?
PAST MEDICAL HISTORY
How MANY TiMES HAVE YOU HAD THE CONDITION THAT YOU ARE SEEING US FOR TODAY?
ONever [0O1-3Tives [J 4 oRMORE TIMES
PLEASE LiST ANY OTHER HEALTH CONDITIONS YOU HAVE: (CHECK ALL THAT APPLY)
0O DuaseTeS O HigH BLoOD PRESSURE O HiGH CHOLESTEROL O AsTHMA QO iBs/Coumis O Cancer
O Tuyroo O INFERTILITY ISSUES O OTHERS:
HAVE YOU EVER SEEN A CHIROPRACTOR BEFORE? [IvEs (ONoO
+ WHEN WaS THE LAST TIME YOU WERE SEEN? WHICH DRJFACILITY?
¢ FOR WHAT PROBLEM(S)? WERE You HELPED?
+ How OFTEN WERE YOU BEING SEEN? WHY D10 You LEAVE?
LiST ANY OTHER CHIROPRACTORS YOU'VE SEEN IN THE PAST: (Use MORE PAPER AS NEEDED. )
L__Date ] DR, NaME | CONDITION(S) | WHy Dib You LEAVE?

| ] | |
| ] I |

DATE i NAME ] FACILITY | CONDITION(S) | TREATMENT TYPE(S)

LisT ANY MD's, PHYSICAL THERAPISTS, CR OTHER HEALTH PROFESSIONALS YOU'VE SEEN FOR THIS CONDITION BEFORE: (Ust MORE PAPER AS NEEDED.)
|

1 1 | |

| | | | ]

| | | | |

LisT ANY OTHER SELF CARE REMEDIES YOU'VE ATTEMPTED TO ALLEVIATE YOUR CONDITION? (E.G. MASSAGE, VIBRATION GUN, TOPICAL OINTMENTS OR
HOME MEDICAL EQUIPMENT SUCH AS BRACES/SUPPORTS, CERVICAL PILLOW, LOW BACK SUPPORT BELT, STRETCHING, EXERCISING, ETC.)

DESCRIBE ANY MAJOR ILLNESSES, INJURIES, FALLS, HOSPITALIZATIONS, AUTO ACCIDENTS, AND/OR SURGERIES: (UsE MORE PAPER AS NEEDED.)
DATE DR. NAME ] CONDITION(S} ] RESULTS

[ COMPLETE RECOVERY. ] COMPLICATIONS
) COMPLETE RECOVERY 3 COMPLICATIONS
O CoMPLETE RECOVERY [} COMPLICATIONS
] CoMPLETE RECOVERY ] COMPLICATIONS
O CoMPLETE RECOVERY [ COMPLICATIONS

0 CompLETE RECOVERY [} COMPLICATIONS
) COMPLETE RECOVERY 3 COMPLICATIONS

l— =} = — = }—

i ]

| ] |
1 ] ]
| ] {
| | |
l | |
l | |
| ] |




LIST ANY VITAMINS OR SUPPLEMENTS YOU TAKE FOR SPECIFIC CONDITIONS OR FOR GENERAL WELLNESS:

NAME OF VITAMIN/SUPPLEMENT | DOSAGE? |__FoRrR WHAT CONDITION(S)
|

WHERE Do You Buy IT?

| l
I ] ]
| | | |
| | | l
I | ] ]
I | ] |
| ] | |

CURRENT PRESCRIPTION MEDICATIONS:

|__NaME ofF MEDICATION |_DOSAGE? | FOR WHAT CONDITION(S} | FREQUENCY (# PER DAY/WEEK)
| | ] |
| ] | |
| | ] |
| | 1 ]
| | 1 ]
| | | |
| I ] ]
{ ! ] |
LIST ANY DRUG ALLERGIES:
OnNone Ouist:
SMOKING STATUS:
OHeAvy SMOKER (1/2 PK/DAY OR MORE) CILIGHT SMOKER (LESS THAN % PK/DAY) CISMOKING STATUS UNKNOWN
CIFORMER SMOKER ( PKS/DAY OR CIGS/DAY; SMOKED FROM AGE: TO AGE: )
[INeveR SMOKED
FAMILY HEALTH HISTORY
MotHer:  Auve? Odves Ono HEALTH CONDITIONS:
FATHER:  AuvE? DOves 0Ono HEALTH CONDITIONS:
BROTHERS/SISTERS:  HOW MANY OF EACH? HEALTH CONDITIONS:
CHILDREN: HOw MANY? HEALTH CONDITIONS:

SOCIAL HEALTH HISTORY

Stupent: [IN/A  OPart-TiMe OFuLL-Tive  OScHooL:

EMPLOVMENT STATUS: [JUnemplovep (QOOnODisapiuty ORetrrep  DOParr-Tive  [OFuwl-TIME  DOTHER:

OCCUPATION: HRs PER WEEK: YRsoONJoB: _____ YRS WITH EMPLOYER:
RECREATIONAL ACTIVITIES / HOBBIES:
YES NO

O O DoYouExercisE? How OFTEN? IN WHAT WayY?

How MucH WATER DO YQOU DRINK?

Do You ConsuME CAFFEINE? How MucH & How OFTEN?

Do You ConsuME ALcoHoL? How MucH & How OFTEN?

DO You HAVE HIGH STRESS LEVELS AT HOME? IF SO, WHY?

Ooooco
cooao

D0 You HAVE HIGH STRESS LEVELS AT WORK/SCHOOL? IF SO, WHY?

YOUR QUALITY OF LIFE

WHAT IS/ARE THE MAJOR STRESSES IN YOUR LIFE CURRENTLY: (CHECK ALL THAT APPLY)
O YourHeaLTH [0 RelaTionsHip(s) [ WoRrk/ScHooL [ YOuR FINANCES [ OTHER;

WHAT WOULD BE THE MOST SIGNIFICANT THING(S) You CouLD Do To IMPROVE YOUR HEALTH: (CHECK ALL THAT APPLY)
OBengHere! O DiETExercise DO BeTterSLEeP [ IDoN‘TKNow O OTHER:




SYSTEM REVIEW QUESTIONS

HAVE YOU HAD ANY PROBLEMS WITH THE FOLLOWING AREAS NOW OR IN THE PAST? (PLEASE MARK Y FOR YES OR N FOR NO IN EACH OF THE FOLLOWING:)

1. EYES (GLASSES, CONTACTS, CATARACTS, GLAUCOMA, ETC.) 9. GASTRO-INTESTINAL (ACID REFLUX, ULCERS, GALL BLADDER, 1.8.5,, ETC.)
2. EARS, MouTH, NOSE, THROAT (HEARING LOSS, SINUS, ETC.) 10.__ GENITO-URINARY (MALE/FEMALE REPRODUCTION, KIDNEYS, BLADDER, ETC.)
3. CARDIOVASCULAR (HEART, HIGH B.P,, HIGH CHOLESTEROL, STROKE) 11.___ MUSCULOSKELETAL (BREAKS, ARTHRITIS, OSTEOPOROSIS, DISCS, ETC.)
4. RESPIRATORY (LUNGS, BREATHING, ASTHMA, C.0.P.D., ETC.) 12, SKIN (RASHES, SKIN CANCER, DRYNESS, PSORIASIS, ECZEMA, HAIR, ETC.)
5. NEUROLOGICAL (NERVE ISSUES, M.S,, WEAKNESS, NUMBNESS, ETC.) 13.____ PSYCHIATRIC (ANXIETY, DEPRESSION, BIPOLAR, ADD/ADHD, ETC.)
6. ENDOCRINE (THYROID, HORMONAL IMBALANCES, LIVER, ETC.) 14, INTERNAL ORGANS (DIABETES, APPENDIX, SPLEEN, LIVER, ETC.)

7. CONSTITUTIONAL (FEVER, CHILLS, NAUSEA, DIZZINESS, ETC.) 15.___ ADDICTIONS (PAST OR PRESENT: ALCOHOL, DRUGS, MEDS, ETC.)

8. HEMATOLOGICAL (ANEMIA, THIN BLOOD, SICKLE CELL, ETC.) 16.___ OTHERS:

PLEASE DESCRIBE IN MORE DETAIL:

PATIENT-CHOICE TREATMENT OPTIONS

CHECK ALL THE BOXES BELOW THAT CORRESPONDS How You WouLD LIKE THE DOCTORS TO APPROACH YOUR ISSUE(S):

D | SIMPLY WISH TO JUST HAVE A FEW ADJUSTMENTS FOR SYMPTOM CONTROL, THEN CALL AS NEEDED.

D | WOULD LIKE THE DOCTORS TO PUT ME ON A TREATMENT PLAN TO HELP ME FULLY RECOVER,

D | AM INTERESTED IN BEING SHOWN ANY NECESSARY STRETCHES +/- EXERCISES TO HELP ME HEAL FASTER.

1 WOULD BE OPEN TO VITAMIN/SUPPLEMENT OR OTHER PRODUCT RECOMMENDATIONS TO HELP MY BODY THROUGH THE HEALING PHASES.

D ONCE | COMPLETE MY INITIAL TREATMENT PLAN, I'M INTERESTED IN A MAINTENANCE ADJUSTMENT SCHEDULE TO SUPPORT MY GAINS.

PATIENT NOTES: DocTor NOTES:
C-sP:
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MY SIGNATURE 15 AN ACKNOWLEDGEMENT THAT ALL OF THE ABOVE STATEMENTS ARE TRUE, | HEREBY AUTHORIZE THE DOCTOR TO EXAMINE AND TREAT MY
CONDITION AS HE/SHE DEEMS APPROPRIATE THROUGH THE USE OF CHIROPRACTIC CARE, AND | GIVE AUTHORITY FOR THESE PROCEDURES TO BE PERFORMED.

PATIENT SIGNATURE: DATE:

GUARDIAN SIGNATURE: DATE:

D.C. SIGNATURE: DATE:




