Confidential Patient Data

iF YOU NEED ANY ASSISTANCE COMPLETING THIS FORM, PLEASE ASK THE RECEPTIONIST

PATIENT INFORMATION Today's Date:
Name: Date of
Birth: Email Address:
Mailing Address: Gty State:
i
Home Phone: _ Work Phone:
Age: U Male O Female
Marital Status: @ Married USingle ODivorced QOSeparated OOther
MName of Spouse or Nearast Relative: Phone:
Your Occupation , Your Employer:

Referrad to this Office by: QFriend/Family Member - Name?
UVellow Pages O Mail QClinic Location O Other
Paymeant for Services will be by: OCash OCheck OCredit Card |

X

MEDICAL/EAMILY HISTORY S =Self M= Mother F = Father

(Please indicate which conditions have besn experienced by the above by marking appropriate boxes).

g M F §E M F 2 M F

L O O aps O O 3 dislocated joints g a neck pain

U @ O anemia G O 2 epilepsy o o nervousnass
2 O O arhritis O O 0O German messies & numbness

O O 0O astma £ O O headaches O O 8 . polio

2 O 0O backpain J O O hearttrouble O @ O  poorcirculation
L O I biadder trouble 0 O O reproduciive disorders 3 O 2 hepatits

g @ [ bone fracturs O O3 high blood pressure 2 g . rnsumatic faver
g O 3 cancer d 2 O HIVARC 02 o 4 rheumatism

O O O chestpain O 0O 2 Kkdney disorder a o 4 scariet fever
O O O concussion O 03¢ O bowel conirol loss 0o o U serious injury
| d convuisions ' O menstrual cramps 5, S sinus trouble
&G O O diabstes 2 2270 multiple sclerosis = O tuberoculosis

O O O indigestion 8@ O O muscular dystrophy 0 G venereal dissase

Have you been treated by a physician for any health condition in the last year? LiYes iNo

Describa Condifion
SURGICAL HISTORY:

t

Date of Last Physical Exam

Date:
2. Date:
3. Date:
Have you ever had 2 metal implant? Oves [JNo Ever been gunshot? Dlves UNo

ACCIDENT HISTORY - Gdob QAuto TOther 1.
TJob TAute O0ther 2.
Llios DAute OOther 3.

Date:

Data:
Date:

(ovar please)



PLEASE DESCRIBE PRESENT MAJOR COMPLAINTS: s

s&se Raie Your symptoms{1-10,
with 1

being least serious)

8.

SYMFTOMS ARE WORSE IN  TIMORNING UAFTERNOON  CGNIGHT

WHEN AND HOW OCCURRED?

SYMPTOMS DEVELOPED FROM: [3JOB RELATED INJURY QAUTO ACCIDENT OOTHER CACCIDENT
CIILLNESS  CIUNKNOWN CAUSE [2GRADUAL ONSET DATE OCCURRED:

SYMPTOMS HAVE PERSISTED FOR # — HOUR(S) __ DAY(s) —WEEK(S) __ MONTH(S) _ _YEAR(S)
SYMPTOMS/COMPLAINTS: OCOME& GO ARE CONSTANT
AAVEYOU EVER HAD THISBEFORE: [ONO  [3vEs WHERN?
f~ YOU WERE TO GUESS, WHAT DO YOU THINK IS CAUSING YOUR COMPLAINTS

NAME AND LOCATION OF DOCTORS PREVIOUSLY SEEN FOR PRESENT CONDITION(S):

ARE YOU ALLERGIC TO ANY MEDICATIONS INO Oves WHAT KIND?
ARE YOU TAKING ANY MEDICATIONS GNO OVES WHAT
KIND?

AREYOU PREGNANT INO [DYES DATE OF LAST MENSTRUAL PERIOD

FPLEASE CHECK THE FOLLOWING ACTIVITIES THRAT AGGRAVATE YOUR CONDRITION:

CIBENDING TREACHING LISTRAINING AT STOOL LCoUGHING USITTING QTURNING HEAD
JUFTiNG OSNEEZING DWALING LYING DOWN BsTAanDING

PLEASE CHECK THE FOLLOWING ACTIVITIES THAT RELIEVE YOUR CONDITION:

UBENDING @SITTING DILIFTING 3STANDING TLVING DOWN OTURNING HEAD LIREACHING  DWALKING
PLEASE CHECK ANY ADDITIONAL SYMPTOMS YOU MAY BE EXPERIENCING:

Cbiurred vision Obuzzing in ears Deoid feet Lcold hands Dicold sweats Dooncentration loss /confusionZeonstipation
Udepression Aweeping spells Qdiarrhes Udizziness Utace Aushed Utainting Ufatigue Oifever Ohead seems too

heavy Iheadaches Qinsomnia Cllight bothers syes Lioss of balanee Ulloss of smeall (Hose of tasta Lllow resistance o
colds Umuscie jerking Qnurmbness in fingsrs Wnumbness

tegs Uringing in sars shortness of breath st

33 In wes Upins and neadies in arme Upins and needles in
neck Ustomach upset

Patient's Signature:
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Use the letters listed below to indicate the type and
location of your pain and sensations:

KEY

A =ACHE

B = BURNING

S = STABBING

N = NUMBNESS

P = PINS & NEEDLES
0 =0THER

PLEASE INDICATE THE LEVEL OF PAIN YOU ARE EXPERIENCING

A
Il
NO PAIN
0 1
Patient Signature

SEVERE PAIN
2 3 4 5 6 7 8 9 10

Date




What's in a number?

How to rate your symptoms, 1 - 10

10 - Your pain is intense, constant, greatly restricts your activities, and it is
impossible to go more than 5 minutes without awareness of the pain.

9 - Same as above, but you can forget about the pain upto 15  minutes at
a time.

8 - The pain is significant, moderately intense at times, but not ~ constant.
Most activities are affected, you think about it once or twice an hour.

7 - Same as above, except that the pain is never intense.

6 - The pain is moderate yet too frequent to ignore. Some activities are
affected. Hours can go by without being aware of the pain.

5 - Same as above, except that almost no activities are affected.

4 - The pain is little more than a nuisance, and you go through the whole day
frequently aware, but never affected by it.

3 - Same as above, except that the awareness of the pain may be absent for a
whole day at a time.

2 - At it's worst, the pain is best described as "a little
uncomfortable". Days can go by without being aware of it.

1 - Same as above, except that the symptom does not recur more frequently
than once a week.

©1995 The Growth Institute Inc.





