Medical History Information

Date: Doctor:

Last Name: Q Mr. O Miss = Marital status (circle one)

First Name: Middle: OMrs. O Ms. Single / Mar /Div / Sep / Widow
Birth date: Age: Race: Gender: [OMale [] Female

SS#: Driver’s License #: Email:

Home Phone: Cell Phone: Work Phone:

Address: City: State: ZIP Code:

Employer: Occupation: Years on Job:

Name of Spouse, Parent or Guardian: Spouse Employer:

Does Your Spouse Have Health Insurance at Work? [ No [ Yes Birth date:

Describe the Major Complaints That Brought You to Our Office:
Is Your Condition Due to an Accident? [J No [J Yes
Is This Dueto: []Auto [JWork [] Other:

Days Lost From Work: If Yes, Date of Accident:
Have You Ever Had the Same or a Similar Condition? [JNo [ Yes,

1. If Thisis A Recurrence, When Was the First Time You Noticed This Problem?

How Did it Originally Occur?
Has it Become Worse Recently? [ No [Yes [OSame [ Better [ Gradually Worse
If Yes, When and How?

2. How Frequent is the Condition? [] Constant [ Daily [] Intermittent [J Night Only

3. How Long Does the Condition Last? [ AllDay [ A Few Hours [ Minutes

4. Are There Any Other Conditions or Symptoms that May Be Related to Your Major Symptom? [ No [J Yes,

5. Are There Other Unrelated Health Problems? [ No [] Yes,

6.  Please Describe the Pain: [ Sharp [ Dull O Numbness [ Tingling

[0 Aching [ Burning [ Stabbing O Other?

7. Is There Anything You Can Do to Relieve the Problem? [ No [J Yes
If Yes, Please Describe:
If No, What Have You Tried to do That Has Not Helped?

8. What Makes the Problem Worse? [] Standing [ Sitting OLying [ Bending

[ Lifting [ Twisting O Other

Wellness Commitment

At Beyond Wellness, we are dedicated to achieving the goal of total lasting health for our members. To better help you achieve this, we need to
understand your commitment toward being healthy. We do ask for your cooperative commitment. Based on a scale of 10% - 100%, please
circle your personal level of commitment toward obtaining and maintaining health and wellness.
10%---20%---30%---40%---50%---60%-~-70%---80%---90%---100%

Review of Symptoms:

9. Do you have skin, hair or nail problems? O No [ VYes,
10. Do you have mouth and/or throat problems? ONo [ Yes,
11. Do you have nose and/or sinus problems? O No [ VYes,
12. Do you have ear problems? O No [1Yes,
13. Do you have eye problems? ONo [ Yes,
14. Do you have chest or lung (breathing) problems? O No [1Yes,
15. Do you have heart and/or blood vessel problems? O No [1Yes,
16. Do you have blood or lymph problems? O No [1Yes,
17. Do you have digestive problems? O No [1Yes,
18. Do you have genital problems (e.g., prostate, testicular, vaginal)? | (D No [ Yes,




19. Do you have urinary (including kidney or bladder) problems? O No [1Yes,
20. Females, have you had menstrual problems? O No [ VYes,
Have you ever taken birth control pills? O No [1Yes,
Is there any chance that you are currently pregnant? O No [ Yes,
Do you have any breast problems? O No [OVYes,
21. Do you have any nervous system diseases and/or mental health ONo [T Yes,
problems? O No [ Yes,
22. Do you have any gland and/or hormone problems? O No [1Yes,
23. Do you have allergy or immunity problems? O No [1 Yes,
24. Do you have any muscle, tendon or ligament problems? O No [OVYes,
25. Do you have any bone or joint diseases (examples: ONo [T Yes,
bone-osteoporosis, joint=arthritis)

Past History:
26. List any diseases that you have had in the past, including childhood diseases:

27. Tell us if you have ever been diagnosed as having a particular condition, such as diabetes, cancer, AIDS, etc.:

28. Have you suffered any physical injuries, such as fall or blows, automobile accidents, whiplash, concussion or head injury, lacerations,

sprains, dislocations, broken or cracked bones? []No [ Yes,

29. List any surgeries you have had (don’t forget appendix, tonsils, ear tubes, wisdom teeth):
Date:
Date:
Date:
Date:
30. Have you ever been hospitalized for any reason other than surgery? [0 No [ Yes,

3l.  Medications, Please list all medications (prescription and non-prescription) you are currently taking or take on an occasional basis:

32. Supplements, Please list all the nutritional and vitamin supplements you are currently taking or take on an occasional
basis:

Medical Care Information

33. Do You Have a Family Doctor?: O No [ Yes, Name of Doctor:
Address:

Date of last Visit: /o

34. Do You Have a Family Chiropractor?: O No [O Yes, Name of Chiropractor:
Address:

Date of last Visit: /o

35.  Have you had surgeries in the last 5 Years: [ No [ Yes If yes, Last Surgery Date:
Reason for Surgery:
36. Have You Been Treated for any Health Condition by a Physician in the Last Year?: [ No [] Yes,

Social History

37.  In what position do you sleep, and how well?

38. Do you exercise on a regular basis?> [ No [ Yes, Hours perday? O Light [J Moderate [] Strenuous
39. How do you spend your spare time (hobbies, etc)?
40. Doyouuse: []Caffeine?  Drinks per day?
[ Tobacco?
[ Nicotine?
[ Recreational Drugs?
O Alcohol? Drinks per week?
41.  Please describe your work:
Type: [ Professional [ Physical Labor [ Driver =~ [JClerical [ Factory [ Homemaker
Physical Demands: [0 Heavy [0 Moderate O Mild O Sedentary
Stress Level: [ High [OMedium [Low

What Percentage of Time During the Day (at Home or at Your Job Away from Home) Do You Spend:
O Sitting, % O Bending, % O Lifting, % O Working at a Computer, %

Family History

42. Are there any diseases or conditions that are common among your family members (i.e., inherited diseases or conditions)? [ No

Yes,

a




43. Present Illness /Conditions:

[ AIDS [ Cancer [1 Heart Problem [J Multiple Sclerosis [ Spinal Disc Disease
[ Allergies (I:]irrhosis /Hepatitis [ High blood pressure [ Pacemaker [ Thyroid trouble [ Epilepsy
[J Anemia [ Diabetes [J HIV/ARC [ Prostate trouble [ Tuberculosis [ Migraines
O Arthritis [ Dislocated joints | [] Kidney trouble [ Rheumatic fever [ Ulcer
[ Asthma [ Diverticulitis [ Low Blood Pressure [ Scoliosis [ Polio
O Bone fracture [] Hay Fever [ Mental/ Emotional Difficulty | [] Sinus trouble [ sTD’S
Other:
44. Family History of Illness:
[ AIDS [ Cancer [] Heart Problem [ Lung Disease [ stroke [ Scoliosis
[ Allergies Cirrhosis/hepatitis [JHIV/ARC [J Multiple Sclerosis [ Sinus trouble [ Ulcer

. . . Mental/ Emotional Spinal Di
[J Anemia [] Diabetes [ High blood pressure DDif?iréulty motion Esessl: 1s¢ [ Other:
[ Arthritis EmtDsislocated [ Kidney trouble [ Polio [ Thyroid trouble
[J Asthma [] Diverticulitis [1 Low Blood Pressure [ Prostate trouble [ Tuberculosis
[1 Bone fracture [ Epilepsy [ Liver Disease [ Rheumatic fever [JsTD'S
Other:
45.  Type of Cancer: [ Breast [ Lung O Other:
46. Parental Information:
Father: [ Living Current Age if Still Living:

O Deceased Cause of Death and Age at Death if Deceased:
Mother: [] Living Current Age if Still Living:
O Deceased Cause of Death and Age at Death if Deceased:

Check if Applicable to you:
O Asan Adopted Child, Little is Known of Birth Parents or Family.
47. Do You Have any Family Members Who Suffer From the Same Condition You Do? [JNo [ Yes,

Additional Information:

48. Have You Ever Had Any Broken Bones? [ No [ Yes,

49. List Any Major Accidents You Have Had Other Than Those That Might be Mentioned Above:

50. Are You Losing Weight Without Trying? [ No [ Yes

51. Have You Had a Sore That Doesn’t Heal? [ No [] Yes

52. Have You Had an Obvious Change in a Wart or Mole? [JNo [] Yes

I (we) agree to pay for services rendered to the above-mentioned patient as the charge is incurred. I (we) understand that health and accident insurance
policies are arrangements between an insurance carrier and myself and that I am personally responsible for payment of any and all services, covered or non-
covered. If the doctor is a contracted provider for my managed care plan, [ understand I am responsible for all copayments and non-covered services. I also
understand and agree to pay all co-pays and fees for non-covered services prior to seeing the doctor. Tunderstand that if I suspend or terminate my care and
treatment as determined by my treating doctor, any fees for professional services rendered me will be immediately due and payable.

AUTHORIZATION AND RELEASE: I (we) authorize Beyond Wellness Chiropractic Center to release any information deemed appropriate concerning my
physical condition to any insurance company, claims adjuster, case nurse, claims reviewer, employer, health care provider or attorney in order to process any
claim for reimbursement or charges incurred by me as a result of professional services rendered and hereby release him/her of any consequences thereof. T agree
that a photo static copy of this agreement shall serve as the original.

I (we) authorize Beyond Wellness Chiropractic Center to release my personal medical information to me

Patient Signature Date (MM/DD/YYYY)

Spouse or Guardian’s Signature Date (MM/DD/YYYY)




