CASE HISTORY

Name Date Case Number
Address f City. State Zip
Phone (Home) Date Of Birth SexM F MaritalStatus: S M D W # Children
Occupation Employer Telephone (Work),

Spouse's Name Spouse's Occupation

Spouse's Employer Spouse's Telephone (Work)

Referred By Past Chiropractic Care O Yes O No When _

Doctor's Name Results : '

Insurance Company Telephone

Social Security # Driver's License #

Spouse's Insurance Co. Telephone

Spouse's Social Security # 2 Spouse’s Driver's License #

Chief Complaint 1.

(List Current 2.

Problems) 3

Emai apopzss = £ S
Are your present problems due to an injury? O NoQ Yes Q On the job O Auto Accident O Personal Injury Q Other

Have you made a report of your accident? ONo QO YesO Toemployer 0O AutoCarrier O Other
Has the accident been reported? O No QO Yes O Workers' Comp.O' Auto Carrier O Other E

Are you now or have you ever been disabled? (Service or Work)? O No OYes When

Have you retained an attorney? Q NoQ Yes Name & Address

SEVERITY OF PAIN
Listregion of pain and circle severity
number [1=least, 10 = greatest]

PLEASE GIVE MOST CURRENT DATE 1

bl Left Right Right Left
Disc. Exam ; 1B0% ox. Neck 9 e
X+ay E 12:050709}0
Lab Exam MEF;NN
Last Physical e m
FEMALE ONLY --=  Sharp
(11 Constant
Pap smear 1.

Breast exam 123456789 10
2.
2345678010
DOCTORS USE ONLY g -
1234656867809 W0
123466780 10
g
123466789 10
Please mark area of pain on the drawing using the code listed above.
HABITS EXERCISE FAMILY HISTORY
J Smoking Packs/Day QO None Diabetes Heart Kidney Cancer Back
J  Drinking Alcohol OModerate  Mother 8] a Q Q a
1 Coffee  Cups/Day Q Daily Father (s] a Q Q Q
Type - Brother,No.of _ Q Q Q (8] 0
’ Sister,No.of ___ 0O Q Q i i |
HAVE YOU HAD ANY OF THE FOLLOWING DISEASES? s
O 541 Appendicitis 0280 Anemia QO 429.9 Heart Disease Q716  Arhritis
Q 480 Pneumonia 0055 Measles Q 240 Goiter Qaas Epilepsy
Q 380 Rheumatic Fever Q072 Mumps Q 487 Influenza Q319 Mental
O 045 Poiio : Q052 Chicken Pox Q 511 Pleurisy . Disorder
QO 011 Tuberculosis Q0250 Diabetes O 305.0 Alcoholism 07242 Lumbago
O 033 Whooping Cough 0239 Cancer O 099 Venereal 0690 Eczema

Rl e eohioms



.4ted Q Never; Q Previously; Q Presently.

tH

Please check the correct box for each item bek.m Check at least one box for each sign or sympto:

2 i‘ >
11} r43 §g
2k GENERAL SYMPTOMS 2 E & GASTRO-INTESTINAL z EYE/EAR/NOSE/THROAT z t g RESPIRATORY
UQQ 9953 Alergy (What)______ Q00 787.3 Beiching or Gas OOO 4939 Asthma QQQ 78650 ChestPain
000 789.0 Colon Trouble 0QQ 3789 Crossed Eyes Q00 7862 Chronic Cough
Q00 564.0 Constipation Q00 3899 Deafness Q00 786.09 Difficulty Breathing
QU0 491 Bronchitis Q00 5589 Diarrhea 000 388.70 Earache Q00 7863 Spitting Biood
QQQ 7809 Chilis QQQ 783.6 Excessive Hunger Q00 388.60 EarDischarges QOO0 7864 Spitting Phiegm
JQQ0 7803 Conwvulsions QUQ 5759 GallBladder Trouble 000 388.30 Ear Noises
000 7804 Dizziness Q00 4556 Hemorrhoids (Piles) 000 2409 Enlarged Thyroid GENITO-URINARY
Q00 7802 Fainting 000 782.4 Jaundice 00O 460 FrequentCoids 990 7883 Bed Wetling
000 7807 Fatigue QOO 794.8 Liver Trouble QOO0 4779 HayFever QQQ 5997 Biood In Urine
Q00 7806 Fever 00O 7870 Nausea 00O 784.49 Hoarseness QQQ 788.4 Frequent Urination
Q00 7840 Headache Q0O 5368 Painover Stomach 000 478.1 NasalObstructon =90  788.3 inability to Control
000 78052 Loss of Sleep Q0Q 783.0 Poor Appetite QOO0 784.7 Nose Bleeds Urine
Q00 783  Loss of Weight Q00 536.8 Poor Digestion 000 37991 PaininEyes 900 5909 Kidney Infection
0QQ 7992 Nervousness Q00 787.0 Vomiting Q00 3689 Poor Vision 000 7881 Painful Urination
200 7292 Neursigia Q00 5780 Vomiting Biood 000 4739 Sinusiis QU0 601.9 Prostate Trouble
300 7808 Night Sweats Q00 462  Sore Throats
aggq 782 Numbness or pain 000 483 Tonsillitis
in arms/legs/hands
Q00 786.09 Wheezing ~
MUSCLES & JOINTS CARDIO-VASCULAR SKIN OR ALLERGIES . FOR WOMEN ONLY
000 7245 Backache Q00 4019 HighBlood Pressure Q00 690 Bois Q00 6253 Crampsor
QQQ 719.7 Foot Trouble QOO0 4589 LowBicodPressure QOO0 9249 Bruising Easily . Backaches
Q000 5500 Hernia QQQ 786.51 Pain over Heart Q00 701.1 Drynes Q00 6262 Excessive Flow
Q00 719.1 Pain Between QOO0 7859 Poor Circulation Q00 691.8 Eczema 00Q 6272 Hot Flashes
Shoulders QOQ 438 Previous Heart Trouble 300 708.9 Hives or Allergy 000 6264 Irregular Cycle
QQQ0 7246 Painful Tail Bone Q00 7850 Rapid Heart 000 6389 Itching Q00 6349 Miscarriage
GQQ 7239 stiff Neck 000 427.89 Siow Heart Q00 7820 Sensitive Skin 00Q 6253 Painful Periods
0Q0Q 7819 Spinal Curvature 000 436 Strokes Q0Q 3689 Skin Eruptions 000 6235 Vaginal Discharge
QU0 7190 Swollen Joints 000 7823 Swelling Ankles pNoCI Pregnant at this Time
QQQ0 7810 Tremors- — -..-.--000. 454 Varicose Veins e Last Pap

0QQ0 781.0 Twitching Date By Whom

Q00 7288 Weakness

OPERATIONS AND PROCEDURES

DATE DATE DATE
Vaccinations Tubes in Ears Sinus
Tonsillectomy Appendectomy Hernia
Gall Bladder Female Organs Thyroid
Back Operation Rectal Surgery Stomach
Other Other. z Other

3 have never had any operations/surgeries.

List any accidents or falls and dates: O Car O Recreational Vehicie
Q Sports. O School Q Other

List any broken bones (fractures) or dislocations :

Ever on crutches? 0 No O Yes Why?

Have you ever had any spinal taps or spinal injections? O Yes ONo Were you ever knocked unconscious? 0 Yes O No

Have you ever had a lapse of memory? O Yes 0O No

Have you ever had X-rays taken? O No Q Yes When? By whom?

For what ailments were these X-rays made?
Co you suffer frcm any condition other than that for which you are now consulting us?
Are you presently taking any medication - prescription or over-the-counter? d No O Yes What drugs?

| understand and agree that health and accxient insurance policies are an aTangement between an iNsurance camier and mysell. Furthermore, | understang! that the Doctor's Ofice will prepare any necess.

reports and forms to assist Me in Making colec:on from the msurance company and that any amount authorized to be paxd directly to the Doctor's Office will be credited [0 My AcCOUN ON recept. Howes

I clearty undersiand and agree thet ail services rendered me are charged drectly 1o me and that | am personally responsibile for payrment. | also understand that 4 | suspend or terminale My Care and restme
-

| hereby authorize the Doctor 1o exarnine and trast My condition as he deerns appropriate through the use of Chiropractic Health Care, and | give authority for these procedures to be performed. Kis undersic

and agreed the amourk paid the Doclor for X-rays is for examunation only and the X-ray negatives wil rermain the property of this office, mmbMMmyumdmmmlmal
_. office. The patiert aisc agrees that he/she is responsitie for all Dxils NCurTed at this office. The Doctor will not be heid responsibie for any pr iSting r y chagr nor for any medcal diagnc

Date

Patient's/Guardian's Signature X
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