Name: __ Patient #: Age: Date:
Address: . _

Residence and mailing City Stife D Fip Code
Home Telephone ( } Work Phone ( } . Male Female
Social Security # Driver’s Lic.# __ Birthdate

Occupation/Employer’s Name and address
Single___ Married Divorced Widowed Spouse’s Occupation/Employer

No. of children: (In Canada) Health Card# Version Code:

Reason for consulting our office? —

Who may we Thank for referring you to our office?

Your HEALTH PROFILE

As a tull spectrum Chiropractic office, we focus on your ability to be healthy. Our goals are, first, to address the issues that brought you
tor this office, and second. to offer you the opportunity of improved health potential and wellness services in the future, On a daily basis
we experience physical, chemical and emotional stresses that can accumulate and result in serious loss of health potential, Most times
the effects are gradual: not even felt until they become serious. Answering the following questions will give us a profile of the
specific stresses you have faced in vour lifetime, allowing us to better assess the challenges to your health potential.

Research 1s showing that many of the health challenges that occur later in life have their origins during the developmental years,
some starting at birth, Please answer the following questions to the best of your ability,

Your CHILDHOOD YEARS

YES NO UNSURE YES NO UNSURE

—

Was there any prolonged use of
medicine such as antibiotics or

Did vou have any childhood illnesses?

]
I

Did vou have any serious falls as a child? O O O an inhaler” 0O 00 OO
3 T N - L} —

Did you play youth sports? C oo Did vou suffer any other traumas

Did you take / use any drugs? O O O iphysical or emotional) O O O

Did you have any surgery? OO O Were you vaccinated? O O 0O

Have you fallen / jumped from a height As a child, were you under regular

over three feet? (1.e. crib, bunk bed, trees) 0 0O Chiropractic care? 000

Were yvou involved in any car accidents

as a child? O 0O 0O

COMMENTS:

ADULT - (18 10 rresent) YES NO YES NO
Do / did you smoke? O 0 Do/ did vou play any adult sports? 1
Do/ did you drink aleohol? O Do /did you participate in extreme sports? O O
Have you been in any accidents? O 0O On a scale of 1 - 10 describe your stress level:

{1 = none / 1) = Extreme)

ave y any surgery? | '
Have vou had any surgery O O Dephtinal
Personal ____

On a scale of Poor, Good, Excellent describe your:

Diet ] Exercise Sleep General Health




Addressing The Issues That Brought You To The Office

If you have no symptoms or complaints, and are here for wellness services, please check (v') here “Wish
to have Chiropractic Wellness Services” and skip to “Family Health Profile.” Others need to briefly describe
the chief area of complaint, including the effect it has had on your life.

If you are experiencing pain, is it...

[0 Sharp [ Dull [0 Comes and goes CTravels [1 Constant
Since the problem started, it 1s... L] About the same [J Getting better [ Getting worse
What makes it worse:
Yes, it interferes with: 1 Work []Sleep ClWalking [ Sitting [DHobbies  []Leisure
Other Doctors seen for this problem (please list)

L1 Chiropractor

[J Medical Doctor,

[J Other i

Please check (¥') all symptoms you have ever had, even if they do not seem related to your current problem.

[JHeadaches [IPins and needles in legs [ Fainting [[I Neck pain
[CIrins and Needles in arms [—| Loss of smell |:| Back Pain [] Loss of Balance
[ Dizziness ] Buzring in Ears L] Ringing in Fars [ Nervousness
[ Mumbness in fingers [l Numbness in toes [ Loss of taste [ Stomach Upset
[Fatigue [] Depression [] Irritability LI Tension

[ Sleeping problems [ Meck sill []Cald Hands L Cold feer

[ Diarrhea L] Constipation [ Fever L] Hat Flashes

[ Cold Sweats [ Lights bother eyes [] Prablem Urinating ] Heartburn

[ Maod swings [ Menstrual Pain [] Menstrual Trregularity L] Ulcers

List any medications you are taking

Family Health Profile:

At our office we are not only interested in your health and well-being, but also the health and well-being of your
family and loved ones. Please mention below any health conditions or concerns you may have about your:

Children
Spouse
Mother
Father
Brothers
Sisters
Others

Have you ever:

Bought bottled water: O YES [0 NO
Belonged to a health club: 0YES [0 NO
Consumed vitamins or supplements: COYES O NO

The statements made on this form are accurate to the best of my recollection and I agree to allow this office
to examine me for further evaluation:

Signature Date
2000 Chimpractic Leadership Alliance Form WO01-2
To rearder, call 800-285-2001




GENERAL PAIN DISABILITY INDEX QUESTIONNAIRE

NAME (Please Print): I DATE:

AGE: DATE OF BIRTH: OCCUPATION:

HOW LONG HAVE YOU HAD THIS PAIN? ___YEARS __MONTHS __WEEKS
IS THIS YOUR FIRST EPISODE OF THIS PAIN? YES __NO

N

USE THE LETTERS BELOW TO INDICATE THE TYPE
AND LOCATION OF YOUR SENSATIONS RIGHT NOW
{Please remember to complete both sides of this form.)

KEY: A=ACHE B=BURNING N=NUMBNESS
P=PINS & NEEDLES S=STABBING 0=0THER

For Doctor's Use:
Chief compliant {other than neck or low back pain):

{For neck conditions use the Neck Pain Disability Index Questionnaire; for kower back conditions use the R: ' 11 or the Oswestry Low Back Paln Disability Questionnaire.)




PERSONAL INJURY QUESTIONNAIRE

Mame

Address City

Age Birthdate Sex SIS #

Phone { ]

State Zip

Employer's Name Employer's Address

¥our Ins. Co. Palicy #

MWame on Policy (If other than self)

Agent's Name

Responsible Party's Name

Policy #

Address City

Policy Holder's Name
ATTORNEY

Name

Address City

Waere thare any witnesses? ([ )¥Yes (| }MNo MNameis)

State Zip

Policy #

Phone{ }

State Zip

NATURE OF ACCIDENT:

1. Date of Accident Time of Day

. Were you: { ) Driver { ) Passenger { ) Front Seat i ) Back Seat

. NMumber of people in your vehicle? Were you wearing seat belts?

= W N

. What direction were you headed? { ) Morth { )East { )South I

on (name of street)

] West

5. What direction was other vehicle headed? i ) Morth { ) East { ) South

on (name of street)

[ ) West

. Were you struck from: { )Behind |

Approximate speed of your car

)} Front [ ) Left side
mph Othercar

) Yes [ JMNo

mph

. Were you knocked unconscious? i If yes, for how long?

{ ) Right side

W om N

. Were police notified? { )¥es i JNo

. Inyour own words, please describe accident:

11. Did you have any physical complaints BEFORE THE ACCIDENT? | ) Yes [ YNo

It yes, please describe in detail:

12. Please describe how you felt:

a. DURING the accident:

b. IMMEDIATELY AFTER the accident:

c. LATER THAT DAY:

d. THE NEXT DAY:




13.

14,

What are your PRESENT complaints and symptoms?

Do you have any congenital {from birth) factors which relate to this problem? { )}Yes { }No Ifyes, please describe:

15. Do you have any previous illnesses which relate to this case? [ )Yes { Mo If yes, please describe:
16. Have you ever been involved in an accident before? | }Yes { )Mo Ifyes, please describe, including date{s) and
type(s) of accidents, as well as injurylies) received.
17. Where were you taken after the accident?
18. Have you been treated by another doctor since the accident? i }Yes { 1HNo If yes, please list doctor's name
and address:
What type of treatment did you receive?
19. Since this injury occurred, are your symptoms: [ yImproving { ) Getting Worse { )Same
20. CHECK SYMPTOMS YOU HAVE NOTICED SINGE ACCIDENT:
| Heagache I Irritanlity I_ Mumbness in Toes [ Face Flusheo 1 Feet Cold
1 Heck Pan [T Ches: Pain [ Shortness of Breath _ Buzzing in Ears 21 Hands Cold
I Meck Siiff U Dizziness ] Fatigue 7 Loss of Balance 1 Stomach Upset
~ Sleeping Problems 1 Head Seemns oo Heawy ! Depression —1 Fainting [C Conslipation
I~ Back Pain _1 Pins & Needles in Arms 7 Lights Bother Eyes 1 Loss of Smeil [ Cold Sweans
" Mervousness _ Pins & Meedles in Legs | Loss of Memary L] Loss of Taste 1 Fever
1 Tension I~ Numbness in Fingers |~ Ears Ring [ Diarrhea 7
Symptoms Other Than Abgve
21. Have you lost time from work as a result of this accident? { 1Yes [ 1 No It yes, please complete this question,
a. Last Day Worked: -
b, Type of Employment;
c. Present Salary: —
d. Are you being compensated for time lost from work?  { ) Yes [ )No Ifyes, please state type of compensation
¥Ou are receiving:
22. Do vyou notice any activity restrictions as aresult of this injury? { 1Yes [ TMNo  Ifyes, please describe, in detail:

23. Other pertinent information:

QATE PATIENT'S SIGNATURE

Amorder H.J. Aass Co, 714} 5392130
C-106



