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N | ’ HEALTH HISTORY
Wnat ireatment nave you already received for your condition? T Medications ! Surgery ] Physica! Therapy
" Cniropractc Services 1 None [ Other
Name and address of other doctor{s) who have treated you for your condition
Date ¢f Last. Pnysical Exam Spinal X-Ray Biooc Tes:
Spinal Exam Chest X-Ray Unne Test
Dentai X-Ray MRI, CT-Scar. Bone Scan
Piace a mark on “Yes" or "No" to inthcate if you have had any of the foliowing:
AIDSHIV " Yes _ No Emphysema [ Yes _jNo Miscarriage  __ Yes i | No Scarlet Fever —_ Yes . No
Aleoholism — Yes [ No Epilepsy “Tves [ 1No Mononucieosis [ Yes [ ] No Stroke _Yes _ No
Allergy Shots  —_ Yes ' No Fractures "Yes o Multipte - Suicide Attempt __ Yes _ No
Anermia T Yes[_ No Glaucoma TJyesi INo Sclerosis ”IT‘I Yes g No Thyroid _ _
Anorexia _I¥Yes _JNo Gorter ves [ JNo Mumps _ ; Yes i No Pro.bl.ems ong Yes _ No
Acpendicitis —_Yes__'Np Gonarrnaa —Ives _INo Osteoporesis = ves Q :O Icms-llms — ves - e
Anhnts “ives [ No Gout . " ves T No Eac:.fmakgr _Yes: ‘No TuDercqusus __Yes _ Nc
o = : ] arkinson's UMors. _ o
Asthma — Yes __No :earr .Qrsease r;]_! :es 2 :O Disease —lyes INo Growths __¥es _ No
Bglig'r';%rs ™ Yes T No epatitis o TS L’_.- 0 Pinched Nerve | Yes | No Typhoud Fever — Yes _ No
= = Hernia ;] Yes _ No Pneumonia ] Yes " No Ulcers —Yes _ Nc
Breast Lump — Yes __ No Hermiated Disk {_ Yes [ ] No Poho = ves 1 No vaginal
Bronchitis o Yes 2 No Herpes _JYes [INo Prostale - - Intections [ Yes _ No
Bulimia 1 Yes I No High Problem _JYes _ No Venereal o
Cancer —_Yes[ i No Cholesterot ] Yes [ No Prosthesis [ Yes ] No Disease —iYes _ Ngc
Caiaracts "'Yes " INg Kidney Disease _| Yes ! No Psychiatric Care [ Yes [ ] No Whooping . _
Chemicai _ Liver Disease [ Yes [ No Rheumatod Cough __ Yes _No
Dependency . Yes _ | Nc Measies “Jves [JNo Arthrius “J¥Yes T No Other ___ ————-
Chicren Pox  _ Yes _!No Migraine Rheumatic
Diapetes Tlves ['No Headaches [ Yes [ ] No Fever T ves ' No
EXERCISE WORK ACTIVITY HABITS
— Nane —18tting [] Smoking Packs/Day
—_ Maoderate [’ Standing __ Alcohol Drinks/Week .
—Dany —] Light Laber [ CofteesCatteine Drinks Cups/Day
_ Heavy [ Heavy Labor [} High Stress Level Reason
Are you pregnant? [_'Yes [ No Due Date
imjuries/Surgenies you have had Description Date
Falis
Head Injuries
Broken Bones ,
Distocations
Surgenes
/ MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Prarmacy Name

Pharmacy Phone
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