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Patient #
CONFIDENTIAL PATIENT HEALTH RECORD
How did you hear about us? [ Family ] Friend ] Co-Worker
[ Close to home/work [ Dr. [ Internet [ Insurance Plan [J Drove by
Personal Information:
Last: First: Middle:

Suffix: TlJr. OSr. OO Om ObC MDD OOpPhD DO [Esq LIPA LIRN [ Other

Birth Date: Age: Sex: Male / Female Social Security #

Marital Status: [ Single [ Married [J Widowed [ Divorced [ Separated [ Partnered

Address:

City: State: Zip:
Home Phone: Cell Phone:

Email Address: Spouse’s Name:

Children (Name and ages):

Emergency Contact:

Last: First: Middle:

Suffix: lJr. OSr. OO OOm ObDC MDD OPhD IDO [JEsq LJPA [IRN [ Other

Address:
City: State: Zip:
Home Phone: Cell Phone:

Relationship: [J Spouse [ Relative [ Friend [J Other

Employment Information:

Business Name:

Address:
City: State: Zip:
Phone: Occupation/Job Title: Job Description:

Insurance Information

Insurance Company, ID# Group#

Subscriber Name DOB: Relation to patient




Name:

Patient #

Current Health Condition:

Present Complaint(s): Why are you here today?

When did this Condition/Pain BEGIN?

Has it ever occurred before? [ Yes [ No When?

[] Auto Related Date:
] Work Related Date:
L] Slip or Fall

[ Lifting

L] Slept Wrong

1 Unknown Cause

L] Other

Is the Condition:

Do you SUFFER from ANY OTHER Condition than which you are now

consulting us?

Don’t just rate the hurt; rate how it’s affecting your life.

Use the letters BELOW to indicate the TYPE
and LOCATION of your sensations right
now.

Key: A=Ache B=Burning N=Numbness
P=Pins & Needles S=Stabbing

0 1 2 3 4 5 6 7 8 9 10
Pain Free Very Discomforting Tolerable | Distressing Very Intense Very Utterly  Excruciating/ Unimaginable/
Mild Distressing Intense Horrible Unbearable Unspeakable
NO PAIN MINOR PAIN SEVERE PAIN

Your pain is somewhat
disabling - you might
avoid activities that
exacerbate it.

Pain does not limit your
activity; you are still living
a normal life with a little
bit of pain added in.

You are living life
as per usual.

Your pain is extremely disabling. It has
drastically affected your quality of life
and is always on your mind.

Previous Care for this Same Condition:

If YES by whom? When?

L 1 have not previously seen a doctor for this condition

Treatment
Explain:

Satisfied with results? (O YES [0 NO

Previous Chiropractic Care:

If YES by whom? When?

O 1 have not previously had chiropractic care.

Satisfied with your care? [1YES [J NO
Explain:

Do you wear any of the following?[] Heel lifts
For how long?
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[ Innersoles [ Arch supports [ Orthotics
Were thy prescribed by a doctor? [ YES [1 NO

] Other
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Name: Patient #

PAST HEALTH HISTORY - Fill out carefully as these problems can affect your overall course of care.

Childhood lliness(es):  Place a mark to indicate if you have had any of the following.

LJADD [1depression [1hepatitis [seizure disorders
Clallergies/hay fever Cldiabetes Cmeasles [sickle cell anemia
[lanemia [lear infections Llmumps [ISpina Bifida
[Ibedwetting [leczema [Ipsoriasis

Cchicken pox [fetal drug exposure Crash

[JCrohn’s/colitis [(Oheadaches (scoliosis

Do you believe that the Adult lliness below are contributory to your CURRENT condition? [IYES [INO

Adult lliness(es): Place a mark to indicate if you have had any of the following.

LIADD [Idepression CIHIV [scoliosis

[lanemia [ldiabetes (insulin [1hypertension [seizures

Larthritis dependent) Uinfluenza pneumonia [shingles

Oasthma [Idiabetes (non- Olliver disease JSTD

Olcancer insulin) Olung disease Osuicide attempt(s)

[ICerebral palsy [leczema Clupus Clvertigo

Ochicken pox [lemphysema Omultiple sclerosis Oother:

CICrohn’s/colitis LIfibromyalgia OParkinson’s disease

CICVA (stroke) [lheart disease CJPneumonia

Oleystic kidney disease Uhepatitis Cpsoriasis

| Current Medication(s): List ANY/ALL medications you are CURRENTLY taking. Be specific.

Medication Dosage For what condition? For how long?

Current vitamins, Herbs, etc.: List ANY/ALL non-prescription items you are CURRENTLY taking. Be specific.

Name Dosage For what condition? For how long?

Surgery(ies): List All procedures. Write the DATE of procedure immediately afterward.

[langioplasty [Icosmetic [Imastectomy
[Jappendectomy [ID&C [Ipacemaker
[Icaesarian section [Idental surgery insertion
[cardiac [(gall bladder [rotator cuff
catheterization Uhernia repair Ulspinal fusion
Ulcarpal Tunnel repair Ohysterectomy Ulother
[Icoronary artery Ujoint reconstruction

bypass Ojoint replacement

Injury(ies): Please list ALL injuries. Write the DATE of the injury immediately afterward.

Clback injury Clhead injury Clwork injury
Lldisability(ies) Ljoint injury

Lfracture(s) [Imotor vehicle injury
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Patient #

Non-Drug Allergies: Mark ALL that apply.

[ladhesive tape LCldairy Clatex [lperfumes [lsoap
[lanimals Lleggs CImold Cpollen Clsoy
[lbee sting [Ifeathers [ltree nuts [shellfish Clwheat
Clchocolate Cfood coloring Clpeanuts Clsmoke Clother
Label the Number(#) of the TYPE of reaction you have to EACH allergy immediately AFTER the allergy above:
1. anaphylaxis 3. headache 5. rash

2. Gl disturbance 4. joint pain 6. shortness of breath

Family history: Mark ALL that apply below. List any specific conditions past or present after has/had.

Family Member Alive Deceased No significant Past Current
(age) age disease condition condition

Father

Mother

Paternal Grandfather
Paternal Grandmother
Maternal Grandfather
Maternal Grandmother

Son(s)
Daughter(s)
Brother(s)
Sister(s)
Social History: Mark ALL that apply.
Alcohol: Cldo not drink alcohol O social consumption only Cldrink the following regularly (mark below)
L] beer Uliguor [ wine quantity of oz./glasses per [Jday [Jweek [dmonth
Substance: [Inever used illegal drugs [Ihas not used illegal drugs since
[INever used IV drugs Cused illegal drugs for (how long?)

Tobacco: [ Do not use tobacco [do not smoke cigars, cigarettes, or pipe [Live with a smoker [ Quit smoking
Smoke: # per [Day [IWeek [IMonth Chew:# cansper [1Day [IWeek [IMonth

Certification and assignment: To the best of my knowledge, the above information is complete and correct. |
understand that it is my responsibility to inform my doctor if | ever have a change in health. | hereby authorize Dr. Gary
Billingsley and Dr. Brookley Pavnica to treat my diagnosed problem(s) as they deem appropriate using chiropractic care.
And | give authority for these procedures to be performed.

Print Name Signature Date
Guardian Name if Minor Signature Date
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