HealthWise Familg ChiroPractic: AcuPunc’turc Patient [Health Historg
Date: / /

Name Home Phone

Address Citg State Z—‘P
Birthdate /\gc SS5# Gender: M/ Maritalstatuss: S M D W
Occupatfon Emp|oyec1 bg:
Work Address Work Phone
I mail Address CellPhone
E_mcrgcncg Contact; F}‘none number:
Is it ok to contact you }39: O Email ] Ce” Fhone 0 Home Fhone 0 Home Address

Succcssmcul health care and Prcvcntativc medicine are only Possiblc when the Practitioncr has a complctc unclcrstanc]ing of the Paticnt
Physica”y, mcnta”y and cmotiona”y. Flease comp|ctc this qucstionnairc as thoroughlg as Possiblc. Print all information and indicate

areas of confusion with a qucstion mark. T hank you.

1. When and where did you last receive health care?

]:or what reason?

2. Has your case been referred to an attorncg? Y N
3. Heasc identhcg the health concerns that have }Jrought you to [Health\Wise Familg C)‘n’ropractic for AcuPuncture in order of
imPortance below:

Condition FPast T reatment

[How does this condition affect you?

[How does this condition affect you?

[How does this condition affect you?

+. If aPPlicaHe, Plcasc list any foods, drugs, or medications you are l’ugPersensitivc or aucrgic to (Pleasc include reaction)

5. Flcase list any medications (Prescribcd and over~tl'16~countcr), vitamins, and suPPlements you are current|9 taking



6. Do you have any reason to believe you may be Prcgnant’? Y N ]? 50, how far a|ong are 3ou’?

7- Do you have any infectious diseases? Y N ]Fges, Please ic{enti%:

8. ]:amily Historg: (Check those applicablc)

Father Mother Brothers Sisters SEouse Children
Age (it living)

Health (G=Goocl, F= Foor)

Cancer

Diabetes

[Heart Disease

High Blooc{ Pressure

Stroke

Mcntal ]”ncss

Asthma/]’"lag fever/[Hives

Kidneg Disease

Agc (a’c dcatl’x)

Causc of Deat!‘x




9. Hcight: _ L Wcight: Currentb:

0. Bloocl Frcssurc: What is your most recent blood pressure reac]ing? s

i 1. Childhood Jllness (please circle any that you have had):
Scarlet Fever  Diphtheria Rheumatic Fever  Mumps Measles German Measles Chicken Fox
1 2. |mmunizations (please circle any that you have had):

Polio T etanus Rubella/Mumps,/Rubella Pertussis Diphtheria Hib Hepatitis

Othcrs:

3. HosPitalizations and Surgcries:

Keason When Reason When

4. X-Kays/CAT Scans/MR]’s/NMK’s/SPccial Studies:

Keason When Reason When

i5. Emotional <P|ease circle any that you experience now and underline any that you have exPeriencecl in the Past):
Mood Swings Nervousness Mcntal T ension Dcprcsssion
16. Encrgg and lmmunitg (Pleasc circle any that you cxpcriencc now and underline any that you have expericncecl in the Past):

Fatiguc Slow Wound Healing (Chronic |nfections Easg Bruising Chronic Fatigue Sgnc{rome



17. Hcacl, ]:_ge, Ear, Nosc, and Throat

(please circle any that you experience now and underline any that you have experienced in the past):

Impaired Vision [T ye Fain/Strain Glaucoma (Glasses/Contacts Tearing/Dryness
Impaired [Hearing [F ar Ringing, [ araches [eadaches Sinus Problems Nose Bleeds
Frequent Sore T hroats Teeth Grinding TMJ/ Jaw Froblems Hay Fever

18. Respiratory (please circle any that you experience now and underline any that you have experienced in the past):

Preumonia Frequent Common Colds Difficulty Preathing [ mphysema  Persistent Cough

FPleurisy Asthma T uberculosis Shortness of Preath

Otlﬂcr Respiratory FroHcms:

19. Cardiovascular (please circle any that you experience now and underline any that you have experienced in the past):

Heart Discase Chest Fain Swelling of Ankles High Blood Pressure

Stroke Falpitations/Fluttering [Heart Murmurs Rheumatic Fever Varicose Veins

20. Gastrointestinal (please circle any that you experience now and underline any that you have experienced in the past):

(lcers  Changes in Appetite Nausea/\/omiting [ pigastric [ain Fassing (Gas  [Heartburn

Pelching Gall Bladder Disease | iver Disease Hepatitis > or C [Hemorrhoids ~ Abdominal Pain

21. Genito-{rinary T ract (please circle any that you experience now and underline any that you have experienced in the past):
Kidney Disease Fainful (rination Frequent (T Frequent (rination Heavy [low
Kidney Stones Impaired (rination Blood in (Jrine Frequent (rination at Night

22. Female Reproductive,/Preasts(please circle any that you experience now and underline any that you have experienced in the past)
[rregular Cycles Preast [ umps/ T enderness Nipple Discharge Heavy [low

Vaginal Discharge Premenstrual Problems Clotting Bleeding Between Cycles

Menopausal ngptoms Dhcxcicultg Concciving Painful Periods



23. Mcnstrual/Birthing Historg:

I Age of [First Menses: 2. # of Dags of Menses: I Lengtl‘n of Cgcle:

4. Birth Control Type: 5. # of Fregnancies:

7. # of Abortions: 8. # of | ive Pirths:

24. Male chroductivc (Pleasc circle any that you experience now and underline any that you have experienced in the past):
Sexual Difficulties Prostrate Problems T esticular Pain/Swelling Fenile Discharge

25. Musculoskeletal (Plcase circle any that you experience now and underline any that you have experienced in the past):
Neck/Shoulder Fain  Muscle Spasms/Cramps Arm Fain [ eg Fain Upper Back [ain

Mid Back Pain | ow Back Pain Joint Pain (if so, where?):

26. Neurologic (Please circle any that you expcrience now and underline any that you have exPcrienced in the Past):
\/ertigo/Dizziness Faralgsis Numbness/Tingling | oss of Balance Sefzures/E_PilePsg
27.E ndocrine (Please circle any that you expcrience now and underline any that you have experiencec{ in the Past):

ngotlﬁgroicl f’igpog@cemia ngert]ﬁgroic{ Diabctcs Me”itus Niglﬂtgwcats Fecling HotorCoH

28. Otl'\cr (P|ease circle any that you exPerience now and underline any that you have experienced in the Past):

Anemia (Cancer Rashes [ czema/[Jives Cold Hands/[eet

Is there angtl‘xing else we should know?
29. Li{:cstylc:

r—iow many meals do you tgpica”g eat per dag?

I~ xercise routine:

Spiritual Practice:

r’iow many hours per night do you s!eqﬂ Do you wake rested? Y N

chcl of education complctcc{: Higl’x School Bachclors Mastcrs Doctorate Othcr



Occupation: Emplogcr: Hours/Week:

Do you cn_jog work? Y/N W!‘]g/Wl’xg not?

Nicotine/Alcohol/C affeine (se:

r”iavc you cxPericnced any ma_jor traumas? Y N E_XPIain:

HOW maﬂg glasses O]C non—cagcinatec{, non—carbonatccl bevcragcs dO gOU c{rin‘c PCF c{ag? ——

T elevision habits:

Rea&ing habits:

|nterests and hobbies:

How did you hear about us?

Would you like to receive our email newsletter?




