INTRODUCTION PATIENT CASE HISTORY

Today’s Date:

Name: (Last Frst MD)

Preferred Name:

Address: City:

State: Zip:

Home: Mobile:

Email:

Social Security #:

Student Status: Full Student / Part Student / Non-Student

*Referred By:

Aobile Carrier:

Ethnicity: Hispanie or Latine / Other

Race: Asian/ African Am / Am Indian or Alaskan Native /
Other / Native Hawait or Pacific Island / White

Work:

Gender: M/F
Date of Birth:

Marital Status: Married / Other / Single

Employed Employer:

Preferred Language:

Smoking Status: Every Day / Some Days / Former / Never

Full Name:

Home: Mobile:

Relationship: Child / Parent / Spouse / Other: _

Primary Care Physician:

Doctor’s Phone:

Insurance Worker's Comp Sel-Pay (Cash)

PRIMARY INSURANCE

Name:

Personal Injury/Auto

Relation to Insured: Self/ Spouse / Parent/ Child / Other

Other than Self:

Insured’s .\"ame: Genders M/ F

Other (please explam):

SECONDARY INSURANCE

Name:

Relafion to Insured: Self/ Spouse / Parent/ Child / Other
Oiher than Self:

Insured’s Name: Gender: M /F

Address: Address:
City: State: Zip: City: State: Zip:
Phone: Date of Birth: Phone: Date of Birth:
Who is responsible for pavment? Self/ Other - (Relationship)
Other than Self
Full Name: Phone:
Address: City: State: Zip:

It is Usual and Castomary to Pay for Services as Rendered Unless Otherwise Arranged

Patient No:
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PEDIATRIC CASE HISTORY

Describe Vajor Complaint:

Began When? Describe hovw this began:

Grade Intensity/Severity of Complaint:  None / Mild / Moderate / Severe / Very Severe
How frequent is the complaint present? O & On/ Constant

Does anvthing make the complaint better?

Does anyvthing make the complaint worse?

Which daily activities are being affected by this condition? Describe)

For this CURRENT condition, have vou:
o Received any other treatment? None / DC /MD / PT/ Massage/ ER / Other: __ o __ Where?

¢ Had any previous Surgerv or Intexventions in this axea? Describe

¢ Taken any Medications? OTC / Prescriptions

¢ Had any diagnostic testing? X-rays / MRI/ CT / Other: When and Where?

Desciibe any Secondary Complaints:

& Medications: Y Prenatal History: Home / Birthing Cemer / Hospital
Allergies to Medications: NONE (Lisy Birth Weight: Birth Length:

Interventions: NONE / Forceps / Vacuum / C-Section
Current Medications: NONE Complications: NONE /
(Over-the-counter or Prescription. )

Medications duxing pregnancey : NONE /

© Feeding and Development History:

y ¢ - s )
Past Health History: {Please list any past.} Beeadt fol: DNO OYes - Hon ‘Jol"?g ’
Suxgeries ~ Date, Type, and Reason: NONE Formula:[JNo [JYes - What npe?

Food allexgies orintolerances? :[INo [JVes

Ifyes, please deseribe:

Major Injuries/Traumas: NONE Rolling over:[] No [ Yes Sitting: [ No [ Yes
Crawding: [ No [ves Walking: O No [Yes
Sleep: Hours/night Sleep well: [INo [JYes

Major Hospitalizations: NONE Childhood diseases: [ None [ ChickenPox  [[] Measlks
O Meningitis  DMumps L Whooping Cough [ Rubella
O other:

' Family Health History: (Please mark NiA § not rel

evant,) Has child been vaceinated? = [J No [] Yes
List relevant major health problems of immediate yelatives: A gdverse reaciions” = [INo [ Yes

"Secial and Qccupational History:
Level of Education Completed:

Deaths in immediate familv: (Cause and ar what Ace?) Lifestvle: (Hobbies, Rec. Acvivities, Exercise, Dier, Work, Viramins)
b &
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Are vou currently experiencing any of these symptoms? (Check all the apply}
Manv of the following conditions respond to Chirepractic and Acupuncture treatment.

General: (constitutional)

Recent Weight Change
I Fever

Fatigue
I Nowe in this Category

Musculoskeletal:

Low Back Pain
I Mid Back Pam
i Neck Pam
{ ArmProblens

| LegProblens

I Painful Joirus
Stff Swollen Jomts
Sore/Weak Muscles or Joirrs
Muscle Spasus/Cranps

Other:
None in this Categorny

]
i Broken Bones
i
|

Neurclogical:

Numbness or tingling sersations
Loss of Feeling
| Dizziness or light headed
Frequent or Recurrent Headaches
I Convulsions or sezures
Trenors
| Swoke
Have youever had a head inpuy?
Ever been in an auto accident?
I Other:
None in this Caregory

Mind/Stivss:

Nervousness
i Depression
Sleep Problens
Menory Loss or Confusion
i Other:
I None in this Category

Genitourinaiy:

Sexual Difficulty

Kidney Stones

Burning/Painful Urination

Change m force/strain w Urination
Frequent Urination

Blood in Urine

Incontinence or Bed Wetting
Other:

None in this Category

Gastrointestinal:
Loss of Appetite
Blood m Stool

¢ Change m Bowel Movenents

Pamtul Bowel Moverments
Nausea or Vomiting
Abdominal Pain
Frequernt Diarrhea
Constipation
Other:

i None in this Caregory
Cardiovascular & Heart:
Chest Pamns
Rapid or Heartbeat changes
i Blood Pressure Problens

Swelling of Hands, Ankles, or Feet

¢ Heart Problens
Other:

¢ None in this Category

Respiratory:
Difficulty Breathing
¢ Persistent Cough

Coughing Blood
Asthira or Wheezing
Lung Problems
Other:

i Nowe in this Category

Eves and Vision:
Wear contacts/glasses
¢ Bhared or double vision
Glaucorma
Eye disease or mjury
Other:

i Nowne in this Category

Eary, Nose and Throat:

Bleeding gums / mouth sores

¢ Bad Breath or bad taste
Dental Problens
Swollen throat or voice change
Swollen glands m neck
Ringing in the ears

i Ear - Ache/Ringing/Drainage

i Sius/ Allergy problems
Nose Bleeds

¢ HearmgLoss
Other:

¢ None in this Category

Endocrine, Hematologic, and

Lyvmphatic:

Thyroid problens

Diabetes

Excessive Thirst or urmation
Cold Extrermities

Heat or Cold mtolerance
Change i hat or glove s@e
Dry skin

Glandular or hormone problem
Swollen Glands

Anemia

Easily Bruise or Bleed
Phlebiris

Transfision

Irmmune systemdisorder
Other:

Nowne in this Caregory

Skin and Breasts:

Rash or Itehing

Change in Skin Color

Change in hatr or nails
Non-healing sores

Change of appearance ofa molke
Breast Pamn

Breast Lump

Breast Discharge

Other:

None in this Caregory

Women Onlv:

Are vou pregnant?

Yes - DueDare __/ f

No - Last Menstrual Period

Infertiliry

Painful or Irregular periods
Vaginal Discharge

Other:

None i this Category

Pregunancies with Outcome & Date:

Comments:

1 have read the above information and certify it 10 be true and correct ro the best of my knowledge, and hereby authorize this office 1o provide me
with chiropraciic care, diagnostic resting, and/or therapeutic services, in accordance with this swates statutes.

Patient or Guardian Signature Date
Trearing Doctor Signature Date
Patient No: __
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