CONFIDENTIAL PATIENT INFORMATION

) Date = h
Marmne Sac. Sec Mo. Home Phone

Address City __ - Eﬁ::

Age Birth Date HT WT Marital: M S W D How many children? ___
Occupation Emplover

Address . Office Phone

Insured's name if patient is a dependent Soc. Sec. No.

Name of Insurance Company Address

Name of Wife or Husband Occupation

Employer Address .

Patient's nearest relative Address Phene

Referred by__

Is condition due to injury or sickness arising out of patient’s employment? QYes O No

Date symptoms appeared or accident happened

Paﬂenf.. ever had same or similar condition? O Yes dMNo

If yes, when and describe

‘Have you lost any days from work?

Date of last physical examination

Female: Are you pregnant?

What-operations have you had
Serious illness
Have you ever been under Chirapractic Care 'O Yes O No Doctor's Name
Have,you ever suffered from: P= Previously C= Currently
PC P'C P C P C
0. 4. Allergy O [ Neck pain or stiffness 0O O Venereal Disease O 0O Spitling
0 0O Diziness 0O O Poor posture O O Tuberculosis O O ltching
00" Fatigue O 'O Sclatica O O Bruiseeaslly O 0O Varicose veins
0O: 0 Headache O O Spinalcurvatures O O Hay fever 0O 0O Bed-wetting
0. .0, Lossof sleep O O Swollenjolnts O O MWNosebleeds O O Frequenturination
O O Uleers O O Colon trouble 01 O Sinusinfection O 0O Kidneyinfection or stone
O 'O Nervousness/Depression O 0O - Diamhea O 0O High'blood pressure 00 O Prostate trouble”
0.8 Numbness O 0O Difficult digestion O O Low blood pressure 0. O. Cramps or backache
O O Arthritis O O Hemorrolds O O Pairl over heart O 0O Excessive menstrual flow
O O Bursltls O O Nausea O O Poorcirauatién O O 'Hot flashes
O O Foottrouble O O Asthma O O Rapld heart beat O O lregular cycle
0., 0 Lowback paln O O Colds 0O O Slow heart beat 0O O Lumpsinbreast
i i O 0O Deafness O O Anemia 0O O Alcohelism
~ Tingling or numbnessin: O Ear nolses O O Stroke O 'O Disbetes
P C P O O Erlarged Thyrold 0O O ChestPain O O Polio
. % Sheulders (] O Hips 0 O Eyepaln O O Difflcult breathing 0O O Sweling of ankles
% 0 ME] » E g ;fe; 01 O Falling vslon O O Plewlsy 0 O Cancer
O O Hands O O Feet
+HABITS: Heavy Moderate Light None
Aleohel i a Do you now take vitamins or minerals? [ Yes [ No
Coffes
“ Tebaceo Do you think you may need
Drugs to take vitamins or minerals? 0 Yes [ No
Exercise
Sleep e e— Are you wearlng:

‘ Appetite

[ Heal it O sole 1is (3 mper soles ) Arch supports



