Middelegex Chiropractic Center

Client Information And Health History

Please Print Clearly Anc Complete All Pages

Name: Date of Appointment:

Address:

City: State: Zip: .
Sex: Age: Eirth date: .

Phone: (H) (W)

Who referred you to our office or how did you learn of .s”

Height: Weight: Max. Weight: Min Weight: Goal:
Natural Hair Color: Eye Color: Hips: inches Waist: inches
Spouse’s Name: Age Occupation:
Children Sex Age Name
Any Pers?
Surgical History: Have you had any of the following remcved or altered?
Tonsils/Adenoids Gallbladder Uterus only
Appendix Hemorrhoids One Ovary (one remains)
Colon Bowel Prostate Both Ovaries (none remain)

If you have had any of the following tests, please indicaze the dates, the reasons, and the results, if known:

Chest X-Ray:

Kidney X-Ray:

Gallbladder X-Ray:

Upper or Lower GI Series:

Electrocardiogram (EKG):

Other tests or X-Rays:

Please iist ALL the medications you are now taking anc t-e doses:

Prescribing Physician: Address:

Are you allergic to any drugs? (Penicillin, etc.)

Do you have any allergies? (food, airborne, contact)

Test Date: Test Method: Scratca Intradermal RAST
Treatment: ~ Results:

Cytotoxic

Page 1

>



MiddCegex Chiropractic Center

Menstrual History (Women Only)

1.

Age at onset: Usual duration of bleedirg: days
Usual number of days between periods: is vour cycle regular?
Menstrual bleeding 1s: __ light medium heavy clotted varies

If any of the following apply, please indicate wit1 z letter and number as follows: (example B-2)
B= before period D= during period A= after ~eriod / 1= slight 2= moderate 3= severe

depression bloating anxiety cramping irritability
____ crying breast tenderness headaches back pain ___ skin changes
weight gain sugar/salt craving emotional withdrawal

Is there a definite part of your cycle which is symctom free?

Describe previous treatments:

Any history of vaginal yeast infections? How often?

Any vaginal discharge? Previous trea:ments:

Any history of bladder infections? Anv pain/burning when urinating?
Number of pregnancies: Children Fcmn: Miscarriages:
Any breast lumps? Do you have reguler PAP smears? Last test:
Did or do you use the birth control pill? _ How long?

Are you in menopause? Past menopause? Symptoms:
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Middeegex Chiropractic Cenier

Personai and Family Health Hisiory
Piease indicate (v) if you or a member of your family hzs 4ad any of the foillowing probiems:

Grand- Grand-
YOU Mother  parents Father  parents | Brothers & Sisters

Allergies or Chemical Sensitivity
Alcehel or Drug Problems

Anenua/ Blood Disorder i
{ Arthritis 7 Gout |
Asthma f
Auto-tmmune disease i

Bleeding / Bruising Problems
| Bursitis

Cancer or Tumors
Convulsions / Epilepsy
Depression / Bipolar Disorder
Drabetes / Hypoglycemia ;
| _Eariy Senility / Alzheimer's -{
Heart / Cardio-vascular :
i Hepatitis AB.C

High Blood Pressure

Immune Disorder / HIV !

Mono / EB\' / Herpes

Kidney or Bladder Problems ;

Kidnev Stones ;

Mental lilness :
| Migraines

Preumaonia / Recurrent Bronchitis

Prostatz Problems

Pheumatic Fever

Stomach or Intestinal Diseasc K

Stroke

Thyroia: hvper/hyoo'au dimuaune | -

Ulcers. peptic. dudenal. gastric

Weight Problems
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Middéegex Chiropractic Cenier

Meiabolic Paihways Anaiysis

fnstruciions:
The following questionnaire contains several lists and groups of problems that people sometimes experience.
Pleace read each item CARFEFITTTY and then check (v i “he anprov‘)riafe answer. 0

AwaS L mae TANAL ALERR asd L v wran G ! DYy

u may emphasize a

particuiar answer by underscoring that answer.
PLEASE DO NOT SKIP ANY QUESTION{
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What are the major problems, symptoms or concerns that bring you N
none, piease indicate why you are seeking consu'tation. )

When did these symptoms first occur?

2. What habits, activities, or attitudes on your part dc you feel have coniributed to these problems or
symiptorms?
3. What is your daily caffeine intake? {(inciude coffze. tea, soft drinks, chocolate)
none 0-1 cups *-Z cups 3-4 cups 54
4 If female, are you pregnani? if yes, whnat is your due daie?

5. Do you tolerate aicohoi poorly or feel badiy wit1 zicohoi?

no shightly moderaie v significantly
6. Have you ever used or abused any street drugs ike marijuana, cocaine, amphetamines, barbiturates.
etc.? no yes If yes, to what extent”
7. Do you experience any of the following symptc s or compiaints?
shortness of breath on normai exertion, at mght, lying down
chest pain after exertion chest pair at rest
swollen feet or ankles varicose ve ns rapid or skipped heartbeats
8. Do you have any of the following muscuiar cor:piaints?
} muscie aches or pains ieg cramps at night pains after waiking
stiffness spasms twitches deterioration
5. Do you have any of the following skin probiems”
dryness _ psomasis eczema acne warts boils excess oil
scaly patches dandruft seberrhea
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