GO HEALTH CHIROPRACTIC - ACUPUNCTURE

PATIENT INFORMATION

Date:
Name Age Date of Birth
Address__ City State Zip
Primary Phone (h, ¢, w) Secondary Phone (h, c, w)
Email (we do not share your email with anyone)
Male _ Female Height: __ Weight:
Married_ Single Committed Relationship Separated_____ Divorced Widowed
Occupation: | Employer:
Referred by
Emergency contact Relationship Phone

MEDICAL HISTORY
Main Health Concern:
Describe your symptoms:
When /How did this condition occur?
How does this affect your daily life?
Better or worse since onset?
What makes it feel worse?

What makes it feel better?

Have you ever received any treatment for this condition? __yes __no

If yes, what and by whom?

What was the diagnosis?
A%

What were the results of the treatment?

B;you have other health concerns?

1




DO YOU HAVE PAIN? YES _NO If Yes, please describe pain and mark area on diagram
T 1. My worst pain area is my
The pain is: constant / intermittent / dull aching / sharp
Rate Pain on a scale of 1-10 (10 = worst):
Aggravated By: pressure / cold / heat / exercise / other ___——
Alleviated By: pressure / cold / heat / exercise Jother ____ _ —
Do you take pain medication? Dose — days/wk

/ burning

2. My next to worst pain area is my

The pain is: constant / intermittent / dull aching / sharp / burning

Rate Pain on a scale of 1-10 (10 = worst):

Aggravated By: pressure / cold / heat / exercise /other
- Alleviated By: pressure / cold / heat / exercise / other

Do you take pain medication? Dose " days/wk

Past Medical History

. How was your childhood health? (Please note any illnesses, injuries, traumatic events, etc...)

Have you been diagnosed with any of the following?:

Asthma__ Cancer Diabetes Heart Disease High Cholesterol Allergies
—_ HighBlood Pressure Thyroid Disorders Emphysema Seizures Clotting Disorders
Hepatitis — _HIV/Aids Tuberculosis
__Other (describe)

Family Medical History (parents, siblings, grandparents)

Surgeries (list type and date):

Accidents/Injuries:

Allergies (drugé, d;emicals, food, seasonal /pollens):

Abuse: Sexual Psychological Physical

Are you currently in therapy?

Please indicate if you have the following: '
Pace Maker Bleeding Disorder Are Pregnant (if so your due date)

Please list current medications (include vitamins, supplements, herbs)
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