All answers on this form are kept confidential according to HIPPA regulations.

New Patient History Today’s Date
Name Gender Date of Birth
(last name, first name, middle initial) (MorF)
Address Email
City State Zip Age Height/Weight
Home Phone () Cell Phone () Work Phone ()
Occupation Employer
SS. # Marital Status

(Single; Married; Separated; Divorced)
Number of Children (living) (deceased)

Who referred you to the Center for Chiropractic & Wellness?
Who is Responsible for Bill?

Name of Spouse or Insured Employer

Spouses [Insured’s] S.S. # Spouse [Insured’s] Birth Date:
Emergency Contact Information

Name Phone Number Relation to You
Primary Care Physician: Name Phone ()

His/Her Address

Other doctors seen for this condition

Diagnosis and type of treatment

What are your main reasons for seeking treatment today?

Have you lost any days of work? Yes No Dates:

What type of service do you desire?

1) Temporary relief of symptoms/pain control

2) Eradication of the tendencies causing your condition.

3) Balanced optimum health care. Elimination of root/cause of problem, if possible.
4) Maintenance care.

How would you classify your condition?:
1) Minor.

2) Involved.
3) Fairly severe and progressively getting worse.






SYMPTOM SURVEY FORM - PAGE 3

1 2 3
173 O OO Apprehension

174 O O QO Irritability

175 O O O Morbid fears

176 O OO Never seems to get well

177 O OO Forgetfulness

178 O OO Indigestion

179 O O O Poor appetite

180 O OO Craving for sweets

181 O O O Muscular soreness

182 O OO Depression; feelings of dread

GROUP 8

1 2 3
183 O O O Noise sensitivity
184 O O O Acoustic hallucinations

185 O O O Tendency to cry without reason

186 O O O Hairis coarse and/or thinning
187 O O O Weakness

188 O OO Fatigue

189 O O O Skin sensitive to touch

190 O O O Tendency toward hives

191 O OO Nervousness

192 O OO Headache

12 3
193 O OO Insomnia
194 O OO Anxiety
195 O OO Anorexia
196 O OO Inability to concentrate;
confusion

197 O OO Frequent stuffy nose; sinus
infections

198 O OO Allergy to some foods

199 O OO Loose joints

123
200 O OO Very easily fatigued
201 O OO Premenstrual tension
202 O OO Painful menses
203 O OO Depressed feelings before
menstruation

204 O O O Menstruation excessive and
prolonged

205 O OO Painful breasts

FEMALE ONLY

123
206 O O O Menstruate too frequently

207 O O O Vaginal discharge

208 O Hysterectomy / ovaries
removed

209 O OO Menopausal hot flashes

210 O O O Menses scanty or missed

211 O OO Acne, worse at menses

212 O O O Depression of long standing

IMPORTANT

Please list the five main complaints you have in the order of their importance:

MALE ONLY

i 23
213 OO O Prostate trouble
214 O OO Urination difficult or dribbling
215 O O O Night urination frequent
216 O O O Depression
217 O OO Pain on inside of legs or
heels

218 O OO Feeling of incomplete bowel
evacuation

219 O OO Lack of energy

220 O OO Migrating aches and pains

221 O OO Tire too easily

222 O OO Avoids activity

223 O OO Leg nervousness at night

224 O OO Diminished sex drive

BARNES THYROID TEST

This test was developed by Dr. Broda Barnes, M.D. and is a measurement of
the underarm temperature to determine hypo and hyperthyroid states. The test
is conducted by the patient in the a.m. before leaving bed - with the
temperature being taken for 10 minutes. The test is invalidated if the patient
expends any energy prior to taking the test - getting up for any reason, shaking
down the thermometer, etc. It is important that the test be conducted for
exactly 10 minutes, making the prior positioning of both the thermometer and a

clock important. Date Temperature

Date Temperature

PRE-MENSES FEMALES AND MENOPAUSAL FEMALES | D2 TempEm

Any two days during the month Date Temperature

FEMALES HAVING MENSTRUAL CYCLES Date Temperature

The 2nd and 3rd day of flow OR any 5 days in a row Chek - s
MALES ate emperatu

Any 2 days during the month Date Temperature

You can do the following test at home to see if you may have a functional
low thyroid. Use an oral thermometer or a digital one. When you use a
digital one, place the probe under your arm for 5 minutes then turn your
machine on; continue on for an additional 5 minutes. When using a
regular one, shake down the night before.




FOR WOMEN

Date of last: PAP Bone Density Scan Mammogram

Age of 1% period (menarche) Age of last period (menopause)

FOR MEN

Date of last prostate checkup PSA results Manual prostate exam results
Lab results

FOR EVERYONE
Have you had or do you have the following Sexually Transmitted Diseases:

[J Gonorrhea [ Syphilis OHIV/IAIDS  0OHPV [ Chlamydia [J Herpes Date

Please check the appropriate boxes if you currently have, or have had in the past, any of the following addictions. If you are

currently in a state of recovery, please also indicate recovery period.

[ Prescription Drugs Please indicate drug(s) and length of time of addiction:
[ Street Drugs Please indicate drug(s) and length of time of addiction:
(1 Alcohol Please indicate length of time of addiction:
) Tobacco Please indicate length of time of addiction:

List any medications and supplements you are currently taking (feel free to request more paper from the front desk):

Medicine Dosage Reason How Long Prescribed by | Date of last checkup

Please indicate the use and frequency of the following:

Yes No How much and how often?
Coffee/black tea N N
Non-medical drugs 0 0
Tobacco N 0
Alcohol 0 N
Water Intake 0 0
Soda Pop 0 0

List any accidents, surgeries, hospitalizations, or trauma (include date):

Lab Results (include copies):

List any allergies, food sensitivities, or food cravings that you have.

Is there anything in your personal or medical history that you have not yet listed (example: recent personal or

occupational trauma)? If yes, please explain.




History of Chief Concern 1) Provide an outline, chronologically, of your past experience in treating your primary
concern. Note any diagnoses made, tests done to confirm the diagnosis, treatments and your response to those treatments.
2) Include specific therapies done and your response to them; medications tried and your reactions, positive or negative.

This is an outline that we will review during your first visit. 1t need not be exhaustive or highly detailed.

Some past responses to medications predict future responses to herbs, nutrients, and supplements. Please

do not hesitate to request additional paper from the receptionist.

DOCTOR’S NOTES




