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New Patient Health History
Name: 			 ____    ____		______    Sex ☐M ☐F    DOB _______________ Age_____________
                        (Last)							(First)					
Marital Status ☐S ☐M ☐D ☐W    
Address 										_________        City ___________________ State __________ Zip ______________
Phone (Home) _____________________________________      Phone (Cell/Other) _____________________________________
Occupation ________________________________________     Phone (Work) _______________								 
Employer _________________________________________      Email Address 								________		
Spouse’s Name ____________________________________      Spouse’s Occupation ___________________________________ 
REFERRED BY: ___________________________________________________________________________________________
Major Complaint Information I



Major Complaint Information I
             Chief Complaint 1. ______________________________        Duration (How Long) ________________________ 
             Chief Complaint 2. ______________________________        Duration (How Long) ________________________   
             Chief Complaint 3. ______________________________        Duration (How Long) ________________________  
             Has this problem been getting worse or staying the same? ___________________________________________
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Height: 			 Weight: 			  
Primary Physician ______________________    Address ________________________________       Ph # ________________________
Please list ALL medications that you are currently taking, including dosages.____________________________________
____________________________________
____________________________________
____________________________________
____________________________________
____________________________________
____________________________________
____________________________________
____________________________________
____________________________________
____________________________________
____________________________________






Medication allergies: ☐ Yes   ☐ No      If yes, please explain: 										_				___	___
Surgeries, list all and Year: 	
													 										 				
PRINT NAME													SIGNATURE						   DATE
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  Do you have a personal history of? Check all that apply.
Medical Illnesses:
☐ High cholesterol
☐ Hypertension
☐ Heart Disease
☐ Stroke and/or heart attack
☐ Blood clot and/or a pulmonary embolism
☐ Arrhythmia
☐ Any form of Hepatitis or HIV
☐ Auto immune disease:  _________________
☐ Fibromyalgia




Past Hormone Replacement Therapy: 
☐ Pills
☐ Creams
☐ Patches
☐ Pellets
☐ Other ________________________


Hormone Related Issues: 
☐ PCOS (Women)
☐ Fatigue
☐ Reduced Libido
☐ Weight Gain
☐ Hair Loss
☐ Insomnia
☐ Other _________________



☐ Chronic liver disease (hepatitis, fatty liver, cirrhosis)
☐ Diabetes
☐ Thyroid disease
☐ Arthritis
☐ Depression/anxiety
☐ Psychiatric Disorder
☐ Cancer Type: 	                                             
      Year:  	










   For Women:
Relevant Medical History
☐Last Menstrual Period ________________
# of Pregnancies: _____
☐ Preeclampsia:   Y / N
☐ Gestational Diabetes: Y / N

Preventative Medical Care:
☐ Pap Smear in the last 5 years
☐ Mammogram in the last 1-2 years
☐ Bone Density in the last 12 months 

High Risk Past Medical/Surgical History:
☐ Breast Cancer
☐ Uterine Cancer
☐ Ovarian Cancer
☐ Hysterectomy with removal of ovaries
☐ Hysterectomy only
☐ Partial
       ☐Full 
☐ Oophorectomy Removal of Ovaries




Birth Control Method:
☐  Birth Control Pills/Patches/Ring
☐Hormonal IUD
☐  Copper IUD
☐  Nexplanon Implant
☐  Condoms
☐Contraceptive   Diaphragm 
☐ Other: 	             















Family History:
☐  Clotting Disorder 
☐  Breast Cancer
☐  Uterine Cancer
☐  Ovarian Cancer
☐  Hypothyroid
☐  Early Menopause
☐  BRCA I/BRCA II
☐  PCOS







	

☐ Infertility
☐ Testicular Cancer
☐ Previous hormone/Steroid Use

For Men:
☐ Trouble passing urine or take Flomax or Avodart
☐ Prostate Cancer
☐ Prostate Surgery
☐ Vasectomy


☐ Testicular Cancer
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       Chronic Condition Patient History 


Please describe any problem you are currently experiencing or have experienced in the past to help us get a better understanding of your health history. For example, if you now, or as a child, frequently were ill with ear infections please write that in the ears/nose/throat section below. Please be as detailed as possible as this form is VERY IMPORTANT to us. We need to know as much about you as possible in order to properly evaluate and treat your condition.

1.  WHOLE BODY
HEAD: (concussions, stroke, headaches, dizziness, etc.)


EARS/NOSE/THROAT: (ear infections, inner ear problems, nose bleeds, frequent strep infections, difficulty swallowing, loss of hearing, smelling or taste etc.)


EYES: (corrective lenses, dryness, double/blurry vision, etc.)


THYROID: (hyper/hypothyroidism? Medication for this?)


ARMS/LEGS: (pain, skin disorders, abnormal weakness, loss of limbs/fingers/toes-briefly explain how loss occurred, etc.)


ABDOMINAL/REPRODUCTIVE AREA: (nausea, ulcers, kidney stones, ovarian cancer, prostate problems, diabetes, bladder control, any cancers, etc.)


LUNG/HEART: (difficulties breathing, asthma, heart attacks, angina, stroke, rapid/slow heart rate, pacemaker, etc.)


BLOOD: (anemia, etc.)


THE FOLLOWING QUESTIONS HAVE TO DO WITH BRAIN STEM FUNCTION:

HIGH IML

Are you sensitive to light or have blurring vision?

Have you experienced an increase in sweating?

Do you have trouble sleeping, continuously waking up during the night or trouble getting to sleep?

Have you experienced an increase in pulse or heart rate, or experienced heart palpitations?

Do you have a history of urinary tract infections?

Have you experienced visual changes before migraine headaches?

Do you have, or have you had bedsores or lesions?


LOW IML

Do you fatigue easily?

Do you have cold hands or feet?

Do you experience frequent urination or are you unable to control urinary or bowel movements?

Do you have episodes of fainting or hypoxia?
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For the next several questions please answer briefly and give the dates each began to the best of your knowledge and if you can think of what contributed to it.


1.   Any history of fainting/loss of consciousness?


2.  Noticeable changes in your handwriting?


3.  Changes in sexual function?


4.  Are you more irritable or angry?


5.  Episodes of depression or anxiety?


6.  Problems with equilibrium, loss of balance, tripping, dropping things, etc?


7.  Difficulty scanning pages while reading a book?


8.  Difficulty adding or subtracting?


9.  Difficulty moving your eyes? Or double vision?


10.  Difficulty expressing what you would like to say?


11.  Any changes in speech?


12.  Any changes in sensation?


13.  Any changes in memory?


14.  Any changes in hearing?


15.  Excess dryness or wetness of the eyes or nose?
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2.  FULL DESCRIPTION (DETAILED) OF WORK ACTIVITIES
    What do you do? What are your duties?


    How many hours per week do you work?


    Are there any physical or mental challenges at your job?
       ☐ Condition
       ☐ Strain
       ☐ Weather
       ☐ Other ______________________________________________________________________________ 



3.  LIFESTYLE

     Do you smoke? ☐ Yes ☐ No ☐ Quit	 How much? 		     How often? 				Age started? 		______
     Do you drink alcohol? ☐ Yes ☐ No ☐ Quit How much? 		    How often? 			Age started? 	___	

     Describe Hobbies/Activities/Exercise.      

     
     History of diets? Any changes?



     Food Nutrition: ☐ Gluten-Free
☐ Dairy-Free
☐ Egg-Free


☐ Yeast-Free
☐ Dairy-Free
☐Other ___________________________________________


     




     What type of vitamins/supplements?




     
     Rate your salt/sugar/fat consumption. (Mark each: Low/Moderate/High)

	            Salt    	                 L               M                H
	            
               Sugar                      L               M                H
	            
               Fat		                 L               M                H
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Additional Details


What are you most concerned with regarding your problem? 
☐ Loss of Physical Capability
☐ Difficulties with Cognition
☐ Decreased Energy Levels
☐ Loss of Interest in Activities 
☐ Other __________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________

What do you desire most to get from working with us? __________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Other pertinent information you wish considered:
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
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Have you retained an Attorney? [INo [IYes Name & Address

Primary Physician Address Ph#
Past Chiropractic Care? [ No [ Yes When? Results

Please mark the intensity of your pain today

1 - No Pain

10 - Most Intense Ever Felt N Numbness

Example Neck T Tingling
172 3 4 5 6 7 8 89 10

1 = S Soreness
12 3 45 6 7 8 9 10 [PPan

2. A Ache

172 3 4 5 6 7 8 9 10 [gTSuffness

3. For example: i you are
17 2 3 4 5 6 7 8 9 10 experiencing moderately
severe burning pain in the
Doctor Use Only back of your neck, you should

note a B on the neck of the
illustration and mark a 8 on
the chart to the left.

Have you had any surgeries or hospitalizations? Yes No |[f yes, please list:

Please list any current or past injuries and illnesses not listed above:

Please list all medications (prescriptions or non-prescriptions) you are currently taking: Aspirin/Tylenol

M Pain killers 1 Miiarle Relaxera M Inaiilin 1 Tranaiiilizerae m Rirth Cantrenl Pille 1 Allerav Relief 2
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