
~ ,..~,!~aHEALTH HISTORY;; ... '4#

I~

What treatment have you already received for your condition? D Medications D Surgery D PhysicalTherapy
D Chiropractic Services D None D Other

Name and address of other doctor(s) who have treated you for your condition
Date of Last: Physical Exam Spinal X-Ray Blood Test

Spinal Exam Chest X-Ray Urine Test
Dental X-Ray MRI, CT-Scan,Bone Scan

Place a mark on "Yes"or "No" to indicate if you have had any of the following:
AIDS/HIV DYes D No Emphysema DYes D No Migraine Rheun atoid
Alcoholism DYes D No Epilepsy DYes D No Headaches DYes D No Arthr tis DYes D No
Allergy Shots DYesD No Fractures DYes D No Miscarriage DYesD No Rheun atic

Anemia DYesD No Glaucoma DYes D No Mononucleosis DYes D No Feve DYes D No
Searle Fever DYes D No

Anorexia DYesD No Goiter DYes D No Multiple
Stroke DYes D No

Appendicitis DYesD No Gonorrhea DYes D No Sclerosis DYes D No
Suicid Attempt DYes D No

Arthritis DYes D No Gout DYesD No Mumps DYes D No
Thyroi

Asthma DYes D No Heart Disease DYes D No Numbness DYes D No Problems DYes D No
Bleeding Hepatitis DYesD No Osteoporosis DYes D No TonsilI tis DYes D No
Disorders DYes D No Hernia DYes D No Pacemaker DYes D No Tuberculosis DYes D No

Breast Lump DYes D No Herniated Disk DYes D No Parkinson's Tumor,
Bronchitis DYes D No Herpes DYes D No Disease DYes D No Grow hs DYes D No
Bulimia DYes D No High BP DYes D No Pinched Nerve DYes D No Typhoi~ Fever DYes D No
Cancer DYes D No High Pneumonia DYes D No Ulcers DYes D No
Cataracts DYes D No Cholesterol DYes D No Polio DYes D No VagincI

Chemical Kidney Disease DYes D No Prostate Infec ions DYes D No

Dependency DYes D No Liver Disease DYes D No Problem DYes D No Venen al
Dise se DYes D No

Chicken Pox DYes D No Low BP DYes D No Prosthesis DYes D No Whoo ing
Diabetes DYes D No Measles DYesD No PsychiatricCareDYes D No Cou; h DYes D No

EXERCISE WORK ACTIVITY HABITS FAMILY HISTORY ~OCIAL HISTORY
D None D Sitting D Smoking __ Pks/Day D Cancer MFSB Education Level

D Diabetes MFSB [J < High School
D Moderate D Standing D Alcohol __ DrinksIWk. D Cardiac MFSB H.S. Grad
DDaily D Light Labor D Coffee/CaffeineDrinks_ C/Day D Stroke MSFB College _# yrs.

D Heavy D Heavy Labor D High Stress Level
D High BP MSFB College Grad
D Epilepsy MSFB Tech School _#yrs.

Reason DTB MSFB Tech School Grad

Are you pregnant? DYes D No Due Date D I have been advised by Foundation Chircpractic that x-rays can
be hazardous to an unborn child. At this time to the best of my knowledge I am not pregnant and consent to radographic pictures.

Injuries/Surgeries you have had Description Date
Falls
Head Injuries
Broken Bones
Dislocations
Surgeries
WC
AA

! ~ MEDICATIONS ALLERGIES VIT AMINS/HERB S/MINERALS

Primary Care
Physician
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