/Ist‘a, 12445 E. 12 Mile Rd.
‘ 'ﬂ - Warren, MI 48093
Ch rqpractlc Phone: (586) 573-6622

CONFIDENTIAL PATIENT HEALTH RECORD
PERSONAL HISTORY

Date:
Name (Last, First): Social Security #:
Sex: [OMale / ClFemale Birth date: Age:

Marital Status: [1Single [IMarried [1Engaged [ISignificant Other [IDivorced [1Separated [1Widowed

Name/Ages of Children

Address:
City: State: Zip:
Email: Home Phone: Cell Phone:

Emergency Contact Name & Phone

EMPLOYMENT & INSURANCE INFORMATION

Employer Work Phone

Type of Work

Primary Insurance Contract #: Group #
Subscribers Name SS. # D.O.B
Subscribers Employer Subscribers Work Phone

Secondary Insurance Contract #: Group #
Subscribers Name SS. # D.O.B

Subscribers Employer Subscribers Work Phone

Who is responsible for your bill? (0You [OSpouse [JAuto Insurance [Workers’ Comp [Medicare [1Other

REFERRED BY

CURRENT HEALTH HISTORY

Chief Complaint

Date condition began: Have you had this condition before? LJYES [INO When?

Name of Doctors seen for this condition

Treatment/Result

Is the condition: (1Job Related [JAuto Accident [DHome Injury [IFall [OOther (specify)

Have you reported this accident to: CJEmployer [JAuto Insurance [IPolice [lLawyer

Do you suffer from any condition other than that for which you are consulting us?

Current Medications:

PAST HEALTH HISTORY
Surgeries

OlAppendectomy [IBroken Bone [Back Surgery [Gall Bladder [OHernia [OHeart Tonsillectomy [Vascular



CIOther Details and Year

ACCIDENTS

HOSPITALIZATIONS

CHIROPRACTIC CARE HISTORY
None or Doctors Name & Date of Last Visit

CHECK ANY OF THE FOLLOWING DISEASES YOU HAVE HAD

CJAnemia (Diabetes [IH.I.V.+ CDLumbalgia CIPleurisy CIRubella

UArthritis LJEczema [HypErtension [IMeasles [JPneumonia [ITuberculosis
LICancer [lEpilepsy [1HypOtension [IMental Disorders [1Polio [1Whooping Cough
[IChicken Pox [1Heart Disease [lInfluenza CIMumps [JRheumatic Fever

Otherd

CHECK ANY OF THE FOLLOWING YOU HAVE HAD IN THE LAST 6 MONTHS:
NERVOUS SYSTEM

CAnxiety [1Cold/Tingling Arms [IDepression [I1Nervousness [1Stress
[dConfusion [1Cold/Tingling Feet [(1Fainting CINumbness [1Other

[(IConvulsions [1Dizziness [1Forgetfulness [1Paralysis [1Headaches

MUSCULO-SKELETAL,

LJArm Pain R/ L [CILow back problems [INeck Pain [1Jaw Pain/Clicking [1Leg Pain/Numbness

OIDisc (Bulge/Herniation) CIMid back problems [JShoulders (Pain between) [CIWalking(Difficulty) ClOther

EYE, EARS, NOSE & THROAT

[CIEar Aches/Infections [1Hearing Problems [1Sore Throat [1Strep Throat [1Vision Problems
[(IDental Problems [IMenieres Disease [1Stuffy Nose [1Vertigo [10ther

CARDIO- VASCULAR / RESPIRATORY

LJAnkle Swelling [1Carotid Arteries [1Heart Murmur [ILung Congestion [1Varicose Veins
[JAbdominal Aorta [1Chest Pain (lIrregular Heartbeat [1Shortness Breath [

[IBlood Pressure (High / Low) [1Heart Problems [1Lung Problems [1Stroke []

GASTRO-INTESTINAL

[LJAbdominal Cramps [1Black Bloody Stool [1General Stiffness [1Heartburn [1Vomiting (Frequent)
[JAcid Reflux [IBloating/Gas [IDiarrhea [JHemorrhoids [1Weight Problems [1Appetite Decrease/Increase [1Colitis L1Excessive Thirst
Liver Problems [JConstipation [1Gall Bladder [CINausea (Frequent) [1Other

GENITO-URINARY

[IBladder Trouble CIMenstrual Cramps [IProstate [JSexual Dysfunction [JUrination-Excessive

[IBreast Pain/Lumps [IMenstrual Irregularity [JUrine Discoloration [1Urination-Painful [1Vaginal Pain/Infection

GENERAL

OAllergies [IFatigue CJFever CDHeadaches [lInsomnia CJOther

FEMALES ONLY
Date of last menstrual period Are you pregnant? YES / NO / NOT SURE

DO NOT WRITE BELOW THIS LINE
Doctors Notes: Examining Doctors Signature:




	CHIROPRACTIC CARE HISTORY
	EYE, EARS, NOSE & THROAT_____________________________________________________________________________________

