' ( ‘!& HEALTH HISTORY

Whattreatment have you already recelved for your condltion? ) Medlcaﬂons (O Surgery [ Physical Therépy
m} Ghiropractlc Servlces ‘[0 None. [J Other )

. Nama and address of other doctor(s) who have treated you for yaur condltlon

Date of Last: Physical Exam _ ' Spinal X<Ray__" Blood Test
N Spinal Exam__ : Chest X-Ray " Urine Test : :
Dental X-Ray = MRI, CT-Scan, Bone Scan

Place a mark on “Yas” or "No" to indicate If .you have had any of the followlng: )

; AIDSMIV [OYes [ONo Chicken Pox [OYes [JNo Llver Disease [OYes [JNo Rheumatold Arthritls (J Yes [ No

" Aleoholism © .[OYes [JNo Diaketes i OYes [ONo Measles OYes [INo Rheumatlc Fever [JYes [JNo
Allergy Shots ‘ EJ Yes [(JNo Emphysema  []Yes [INo  Migraine Headaches[] Yes :[]JNo  Scarlet Fever [ Yes E] No
Anemia - ) O Yéa O No  Epllepsy ' [JYes [JNo Miscarrlage - [dYes [JNo Stroke [JYes [ No
Anorexla ’ " [OYes [(ONo Fractures CJYes [ONo Mononucleosis . [JYes [QNo  Sulcide Attempt [OYes [JNo

* Appendicitis - "D-Yes (O No Glaucoma_ OYes [ONo Multiple Sclerosis [JYes [JNo Thymid. Problems []Yes [ No

. Arthritis OYes [ONo -Goiter . [CJYes [(ONo Mumps OYes [ No Tonsillitls [OYes (ONo
Asthma OYes [JNo- Gonorrhea l OYes [ONo Osteoporosis O Yes" [ONo  Tuberculosls OYes ONo
Bleeding.-t')isorders O Yes (ONo Gout (OYes [ONo Pacemaker ‘ [ Yes "EI No  Tumors, Growths [JYes [JMNo
-Br'east Lump ' OYes [ONo Heart Disease ClYes [ONo - Parkinson's Disease(] Yes [] No Typhoid Fever [OYes [No
‘Bronchitls o [JYes [INo Hepalitls _ E]_‘Yeé O No Pinched Narve [OYes (O No Ulcers O Yes [ No
BQllmIa oo [JYes [JNo Hernla OYes [JNo Pneumonia OYes [JNo Vaginal Infections D.Yes 0O No
Céncer. . " [OYes ONo - Hernlated Disk O Yes .D No Polio OYes [ONo Venereal Disease []Yes []No
Oété;acts [OOYes [ONo Herpes ' (OYes [ONo Prostate Problem []Yes [JNo Whooping Cough [JYes [J r"\lo
Chemical High Cholesterol  []Yes [JNo  Prosthesis [JYes [CINo Other_

Dependency .0 Yes - (ONo " Kidney Disease ~ []Yes [JJNo  Psychlatric Care Ol Yes [ No

'EXERCISE. © . . WORK ACTIVITY - | HABITS
1:] ‘None . . [J siting [ Smoking Packs/Day
[] Moderate O Standing : | BAkohol Drinks/Week
[ Dally i [ Light Labar ' .| [ Coffee/Caffelne Drinks Cups/Day

| [ Heavy _ v [ Heavy Labor ’ " | [High Stress Level Reason

Are you pregnant? [] Yes [ No Due Date,

‘ Ih]u?iéslSL;rgerle_syou have had 3 ' " Desctlption , Date
CFalls

- Head Injurles

' . Broken Bones -

Dislocatiofis -’

- Surgeries -

MEDICATIONS | ALLERGIES VITAMINS /HERBS/MINERALS

Pharmacy Name_* -

" Pharmacv Phone ( )




