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Health History Questionnaire

| Reasan for this visit: _

| When did the symptoms begin?

| Have you had this problem in the past? Oyes [Jno  Explain:

Is it constant? yes [Ono

What was recommended?

[s it getting warse? [ yes ] no

Describe the pain;, )

Daes it interfere with: [ work [ schaaol [ steep

I= it painful to: [ sit [ walk ] hend [ tle dawn

Hawve you been treated for this problem before? Cyes I:Irm'

If ves, by whaom

what other health care professionals have you seen?
[ Csteopath

ywhat activities do you Eypically do during the day? _

O Physical Therapist

Please explain:

[] Massage Thaerapist

Is this condition affecting your ability to perform these aclivities? [Cyes

[ Medical Doctar

[ daily routine
[] lift objects

7,

[ Acupuncturist

[ recr=ation

] Dactor af Chiropractic

Mame of Chiropractor:

Hawve you received chiropractic care in the past? [[lyes

Current Medical Doctor:

[ no When?
Reaszon for pravious care:

1 nao

Smoke? [Jyes Haow much?

Use caffeine? [Jyes [ no

Mo

How much?

Ca you ...
| Exercise? Tdyes [0 no  How many times per week?
Sleep well? [Cyes M ne How many hours at a time?

Use any orthotics, shoe lifts, arch supports, etc.? [yes
Drink alcohaol? Tyes

Orno

What type of exercige?

If yes, explain:
1 no

Waterbed? [[yes

Howy minech?

] rno

| Please fill in the following information:

| Meadication: What is it for?

Who prescribed it?

List Fﬂ_er'g?ES: ..,

Surgeries:
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HIVAIDS [ alcobalism [ Anemia [ Anorexia / Bulimia [0 acthritis {where? ¥
Anxialy O Depression O ADD/ADHD ] @rzast lumps [ Bronchitis [ Difficuity breathing
Emphysema [ Diabetes O Glsucoma O Cataracts O Cancer (where? i
Gout [0 Heart Disease [ Hepaitiz [0 Epilepsy [ Fractures {where? |
Hemia [D High cholestercl ] Migraines [[] Hesdaches [J Kidney diseass [ Livar disease
Miscarriage O Multigle Sclerasis [0 Dsteoparosis [J Pacemaker - ] Preumonia !
Palio [ Prostate Problems [ Prosthesis L[] Psychiatric treatment [ Scarlat faver
Stroke / TIA, O Suicide attempt [ Rheumatoid Arhritis O Rheumatic fever O Thyroid problems
Tuberculosis [ Tumors I:F Ulcars I:I II{ﬂ_gineﬂInf-e{:l;it:-l'as. | Vene:ea_ldisease (which? T i

o Y e e v R o v o

Please check all symptoms that.vou currently Hauc- or have hééi"m the past year: ' |

Date of last menstrual period:

Have you had a marmmagram?

Chest pain [ angina [ High bload pressure
Ankle swelling [0 Dizziness
Memary problems O Fatigue

Uneaplainad weight loss Sweight gain

Foor appatite O Bowel changes
Mausea / vomiting [J Excessive thirst
Rectal teeding O Abdeminal pain
Bloody urine [0 Buming wilh urination
Changes in males [ Han-healing sores
Hay fever / allergies O Persistent cough
Eractile dysfunclion O Lumps in testicles
Irregular menstrual cycles [0 Menstreal pain

Crer you

O Low blood pressure [ tregular hean beat Ol Poor circulation
[0 Fainting [] Bruise easily O Confusion
[71 Inzomniz [ Numbness [ Mervousness
[[] Fevers [ wision changes [ Troubles gleeping
[0 Constipation O Diasrhea [0 Blaating
[ Excessive hunger [} Hemorrhoids O Indigestion
[0 Freguent urination ] Inabitity 10 urinale O Bladder infections
[J Loss of bladder contral [ Hives ! rash O liching i
[ Difficulty swallowing O Earaches ! discharge [0 Masshleeds ‘
[ Ringing m ears [ Sinus problems [] Woice changes [
[J Penile discharge O Abnommal pap smear O vaginal discharge
[0 Painful intercourse [ Hipple discharge

Date of last pap amear Are you pregnant?

do self breast {testicular exams?

Front

E D, Julie Howard

Please indicate on the Left Right
diagram the areais) of
cormplaing using the key:

F = pain

M = numbness

5 = sliliness

W= weaknass

M = muscle spasm

Feel free ta add anything
else hal you feel would help
describe yvour condition and
areas of complaint.
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