Please check the correct box for each item below. Check at least one box for each sign or symptom listed. O Never: O Previously; Q Presently.

; g E | £
$£E  GENERAL SYMPTOMS £}  MUSCLES & JOINTS
QQO0 9953 Allergy (What) 7245 Backache

Q

DO g g 719.7 FootTrouble
QQOQ 491 Bronchitis ooa 5500 Hernia
QQQ 78098 Chils oo 719.1 Pain Between Shouilders
QQQ 780.3 Convulsions 724.6 Painful Tat Bone
Q0Q 7804 Dizziness OO0 7238 Suff Neck
Q0Q 7802 Falnting QQQ 7818
000 7807 Fatigue 000 ; Spinal Curvature
Q00 7806 Fever ooa 18.0 Swollen Joints
Q00 7840 Headache Qoo _7121 g Tremors
Q00 780.52 Loss of Sleep Qoo ' Twitching
Q0Q 783 Loss of Weight ooQ 7288 weakness

Q0Q 7992 Nervousness

Q00 729.2 Neuralgia

000 780.8 Night Sweats

QQQ 782 Numbness or pain in arms/ legs/ hands

Q00 ;8609 Wheezing
OPERATIONS AND PROCEDURES

DATE DATE DATE
Vaccinations Tubes in Ears Sinus
Tonsillectomy - Appendectomy Hernia
Gall Bladder Female Organs Thyroid
Back Operation Rectal Surgery Stomach
Other _____ Other, _ Other

Q | have never had any operations/surgeries.

List any accidents or falls and dates: O Car O Recreational Vehicle
Q Sports Q School Q Other

List any broken bones (fractures) or dislocations :

Ever on crutches? Q No 0O Yes Why?

Have you ever had any spinal taps or spinal injections? O Yes ONo Were you ever knocked unconscious? Q Yes U No

Have you ever had a lapse of memory? O Yes O No
Have you ever had X-rays taken? O No Q Yes When? By whom?
For what allments were these X-rays made?

Do you suffer from any condition other than that for which you are now consulting us?
Are you presently taking any medication - prescription or overthecounter?d No 0 Yes What drugs?

lunderstand end agree that health and accident insurance policlies are an armengement between an nsurance carrier @nd myselt. Furthermore, | understand that the Doctor's Office will prepare any Necessary
reparts and forms 10 assist me in Making collectian from the insurance cormpany end that any amount authorized to b pald directly to the Doctor's Office will be credited to my account on recedt. However.
t clearty undecstand and agree that all senvices rendered me are chargad directly to me and thatl am personally responsible for payment. | aiso underatand that it | suspend or terminate my care and treatment,
any fees for prolessians services rendered me will be immediately due and payable.

|hareby autharize the Doctor 1o examine end treat my condition as he deermns appropriate through the use of Chiropractic Health Care, and | give authority for these procedures ta ba performed. it1s undecstood

and egreed the amoun paid the Doctor for X—rays Is lor examination onty and the X-ray negatives will remainthe property of this office, baing on file where they may be seen at any time while a patient of this
office. The patient also agrees that ne/she is responsible for all billg incurred at this office. The Doctor will not be held responsibie for any pre-axisting medically diagnosed conditions nNor for any medica) dagnas:s.

Patient's/Guardian's Signature X Date






