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i ) HEALTH HISTORY

What tee@tmant hawa you almeady received for your condition? U] Medicatons [ Surgery [ Physical Therapy
) Chiropractie Services [J None [ Other i it
Name and address of other doctors) who have treated you for your candition
Data af Last  Physical Cxam Spinal X-Ray St Blood Test
Spinal Exam_ Chezx X-Bay____ _ i Uding Test
Dental X-Ray, ... __  MAI CT-Scan, Bane Scan_ P
Mlace a mark on "Yes® or "No™ 10 indicate it you have had any of the lollcwing:
AIDSHIY MNYes (JNo  Disbetes [(dYes [INo Liver Dizcaze OYes [ONa Bheumabe Fevar  [Yes [CINe
Alcohalsm ClYes ONo  Crphysema (IYes (INo Measles OYes [INo Scaret Fever OYes [INo
Allergy Shols [IYes [INc  Epilepsy Oves CONo Migrane Headaches [ ]Yes | JNo  Sexually
Anemig [Ives [INo Fractures Oves CINo  Miscamiage Oves (N gl o Owe
Anorexis CYes CNe  Glaucoma CYes CINo Mononuctessis  [MYes DNo g Jves ONe
Appendizilis [COYes [No  Goiler [lYes [JNo Mutiple Sclerosis [Yes [ No Sidcica Attamot Oves ONo
Arthuritis [OYes TINo  Gomorhea OYee CONo  Munps [OYes [JNa Thyrokt Probiams (] Yas [ No
Asthma [1Yes (INo Gout OYes (ONo Osteoporosis OYes ONo  1nziitis Clves MNo
Bleeding Disorders [JYes [INo  Heart Disaase Oves ONo  Pacemaker OYes ONo  [nerculosis CYes No
Breast Lump LYes [(ONo Hepatms OYes [JNo Pardnson’s Dissasze [Yes [INo Tumors, Growihe  [1Yes LJNo
Bronchitis Cyes TINa  Heriy [(Yes [[INo Pinched Nerve CYes ONo Typhoid Faver ClYes [INo
Bullma CYes [ONe  Hemiated Disk (OYes CINo Prneumenia OvYes ONo Ulcers [1Yes L1No
Cancer OYes [ONo  Hempes CJYes JNo Foio Oyes ONo Vaginal infections  [Yes [ No
Cataracts OYes [ONo  High Blood Prostale Froblem  [OYes [ No
Chamizal Prossurc OYes ONo Prosthesis LlYes [[)No Weovem ook Ll CINe
Dependancy OvYes [ONe HighCholesterst [JYes [JNe Poyhiaic Care  [JYes [JNo Other_____
Chickan Pox OvYes ONe  Kdney Disease OJ¥Yes [INo Ahoumatoid Artheiks [JYes [ No —_—
EXERCISE WORK ACTIVITY HABITS
O Neae ] Sming ] Smoking PackeDay. .~ oo b cas e
L Mederate ) Stanging J Axcohol Driries\apk
| 1 Daily [ ] Ligh Laber ] Cottea/Cateine Drinks Cups=Day S
L] Heavy ] Heavy Labor ] High Strass Level Reason .
Are you pregnant? [IYes [JNo Due Date — -
InjuriesSurganas you have had Cescription Oate
Fais — e o R
Head njuies =2 e
Broken Sones s
Dislocations MR I Y
Surgenes i ~ o
ALLERGIES VITAMINS/HERBS/MINERALS
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Phermacy Phone (
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