=HEALTH QUESTIONNAII

Pat;eanLName

= REVIEW OF SYSTEMS.

Are You Currently Sufferitig From Any Of The S%mptoms
Listed Below? ¥ This Is A Re-Examination Mark
Symptoms Smce Your Last Exam,

nly New

[ None Of The Symptoms
Listed Below -

c;; Nﬁ New Symptoms Smce
_ Your Last Exam

@Genera! Fattgue : __
o Weekness 1o
o Féver: (contsnuous) B
- Loss OF Sleep.

& Chills: (cantmuous)

< Weight Change (unplanned)
Lo Night Sweats, - -

o Headaches

o Dizziness

< Fainting

< Convulsions _
| Nervcusness
o Anxiety. S

: c—;v EﬁﬂpreSSi(_un (profonged)
hobias’ (excesswe fears)

' Mood Swings (excesswe}

E <>.8Kkin ttching
| < Skin Dryness

| < Nail Changes (unplanned)

B < Blue Extrem:ttes

| © Rapid Heart. Beat
o Memcry Loss Or imipairment

< Skin Rash
< Redness Of Skin -

< Eczema(red, inflamed skin) |
< Halr Changes (unplanned)

‘o Brulse Easily

< Cough (chronic)

=y Wheezmg (chromc}

<> Difficulty Breathing -
oSwollen Extrematles :

N Vancosztzes (v:s;bie ve:ns)

- Chest Pam _
> Heart. Paipita cons

< Nose/Sinus Pain

< Excesswe Drainage .

| o> Nose Bleeds (chromc)

< Nasal Infections (chron;c)
k=) Absence Of Smell
- Modth Sores
[ B!eedmg Giifis:
< Enlarged Glands PR
3 Absence Of Taste R
o Abnomaé Taste Sensation

Q Dif‘ﬁculty W[th Swanow;ng

_ Left [Right|| < Heait Murmur L]
Hearingu.TrQ.ub_le .o, | & |l Decreased Appetlte
Ringing in Ears ‘| o | o' || o Incredsed Appetite .
Pain in Ears o | > |l = Abdominal Pain -

Ear Discharge <. | © | < Hemorhoids

- Mision Trouble | <. o || <> Excess Gas -
.;-;:Pasn inEyes e || @ Vomiting (excessive)
-~ Eye Dsscharge |2 1y || © Diarthea {excessive)

| © Heartburn/indigestion
1o Painfyl Uriration

" . [e>Freguent Uringtion.
ey Uringry: Retenhon
L e Bed- -watting - B
T o irregular Menstruanon -
'l > Painful Menstruaﬂon
: oAbnorma Vagmal Bieedmg
; < Sterility - S

< Constipation (excessive)

Nt inabtisty To Hoid Un'n'e'

=) impotence

o Hea¥/Cold Intolerance -
< Bugar in Urine

o Goiter {eniargedT hyroid gland}
= Tremor (shakmg)

.| <> Discharge from Breast(s)

< Other (Please Descnbe)

< Lurhps In Breast(s} .
<> Redness/itching of Breast
<> Dimpling of Breast(s)

< Breast Pain

i
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What Are Your Curreit Hablts? packs per Day
CD

Smoking.... LNever -5 Moy
. Glasses Per Day

Caffeinated Drinks. ... N&®" 5 12 23 34 5

Glasses PerDay ~ -

Alcohol Consumption.... Ver. Ho12 .23 34 5

Drug!Subsfance Abuse : ‘%F If Yes, Discuss w-m Doctor
N o e Days PerWeek R T
'Exercxse ...... 15;.'..-;.;.{.;.,....'7‘%9':' &2 3'4 55 s
'Kinds ‘Of Exercise YouDo: .- '_ o BT
N oWaIkmg oJoggmg oCyc!m’g <3 Swummmg
oGl oTennts -1-_'._c>8trength Trammg
QOther U g

G. MEIC 7 _ HISTORY

a. Have You Ever Been To A Ch:ropractor?. -
b. Do You Have A Family Physician
" Date Of Last Physical Exam:
Physician's Name: _~
Address:

0&80%

-----------

Phone{ __)
¢. Have You Been Hospitalized In The Past? ... =&
Date & Reason For Hospitalization:

0z |

d. Have You Ever Had Surgery?............... s

Date, Reason, Results Of Surgery:

08

. Have You Ever Had A Seﬂous I-\c:t::idem:."lnjury‘?'Y‘aS
List Date & Describe Injury:
< Auto:
o Work-Related:
< Personal:’
< Sports Injury:
< Other: . e

f. Are You Currently Taking Any Vitamins,

| .Og_L

g T

Minerals, Or Herbs? (List Suppiements) ves
g. Are You Currently Taking Any Medications? 18 1S

For What Condition(s) Are You Taking Medication?’
o Anti-inflammatory (Aspirin, lbuprofen, Mottin, etc ):

L

. &> Pain/Anaigesics:
< Anti-Depressants:
"« Muscle Relaxanis:
< Blood Pressure Pills.
o Antibjotics:
< Birth Contro! Pilts:
< Corticosteroid: ‘
> Other: ]
in The Past Have You Use Any Of The Foliowmg?
< Birth Control Pllls < Corticosteroid
h. Are You Allergic To Any Medlcattons?
List Medications:




. MEDICAL HISTORY: - .

wm1i. WOMEN ONLY: - [Yes)

To Your Knowledge, Are You Preqnant? =3
If Pregnant in Past, Were Pregnancies Normal?/ |
Are You Seeing An OB-GYN Regulariy? P
Mumber Of Births: voeoe | o0Other

- Date Of L-ast Exam s
Physician's Name:
Address:

(<) L)
Faiher | B DB
wm fottier [cSlolaimela
—Brbihers ol
mSisters laja@|an|@|dola
- &

Children@| @@ :
— Descrrbe Others:

'=:3'Any Of The Foi!owmg lilnesses

-l
wm| - . No Gurrent Or Prewous Condrtrons/iﬂnesses
Lt ...::..:_ ;?a . o : . : é}@f—. \,
- 5‘? Q,ga.. . ...§~Z‘ : Q.,gJ s
i G Binusdrouble T @@ Kidney Trouble
- @ r%ay Fever - . @ Ursnary Retermon
) -'-@A'ierg;es ST Can @ Freglent Urmatlon
@ EAsthma i@ oo Prostate Troubie
- > L E'mp'hysema' R @ @Arthntas :
ms kR @ Tuberculosis T @ OS‘(&"pO!’OSIS
- @ History of infettion @@ Seoliosis
-y —=.<_>Feve: (Cor*unuou:,} NP> Daslocated Joints
- CHY Y CancmafTumar i @ > Spinal Diss Diséase -
s oo Diabetes o _|® @ Bone Fracture (Ilst/détés)
o Visual Dis Hirbahces ) : \
b 'Dszz;néssz’?alhtmg :
@ Epnepsnyeizures :

erMental/Emot anai Difficuiity

@ g Uker e L
. Liver Trouble - . - '

E
E

-

-

w5 e Thyroid Trouble - Tap

D ”@Hzgh Bicod Pressure Cdn @ Se Fray ne. Dseases B
b e Low Blood Pressure @ e HN PR
- @ e Heart Trouble e AIDSIARG S
| RS e Pacermaker, ab aoMbnormal Wetgh _Gam '
o f@ Stroke [date. .} e ;®f!bﬂormal Wecghf Loss .
- : @ N @Aomc Aneurysm A @ Numbr&ess GronnfButiocks
s e Anemia. “ J@  Other;. ‘

- e Rheumatec Faver '.

- s asPolic : -

- e Multipls Sciems;s @& Other:

-

-

|}

S NAL INFORMATION -

-'-ACTIVli OF DAILY LIVING _
1. Are You Right Or Left Handed? o Right o Left
2. Job Typé L - -
" [¥ Retired: > Unemployed” o Full- Tme Studeni

if ‘Any of Abcve Sk:p Rest; Sign At-Patient’s. Slgnature
<> Full Time < Part Ttme < Temporary
© Self-Employed < Other|

3. During Your Work Week, You Work How Many
: "Hours Per Day 5

Days Per Week @@@@'@@@ ]
< Other! R _ 1
4, How Long Have You Been With Your Present Empldyer?
'Yoars ® @ @ B D
M_Oﬂfhs @@@CJ@\U @ -©®®

5. Do Your Present Compflaints Affect The Number
Of Hours You Work Per Day? <'Yes o No X

| 6. What Is Your Primary Work Position and Location?-

a. Work Position: = b, Work Location:
o> Seated > Standing < Desk < Counter < Workbench
< Other] : | ©Other] :

7. What Movements Does Your Job Require? -

< Bending <> Turning < Stooping
<> Twisting < Walking <> Repetitive Hand Use
< Carrying o Other| .

8. Does Your Work Include Any Of The Following Use?
< Prolonged Computer > Continuous Phone

9. Does Your Job invelve Lifting?
"o Never o Oceasionally < Intermittently
< Frequently < Constantly :
‘How Many Pounds?.e £ & 0 & & © & %0

(Choose Only One) ooooooooooPounds|

10.What Best Describes Your Stress Level At Work?
> None < Minimal < Minimal To Moderate
o Moderate < Moderate To Extreme < Extreme

11.How Do You Rate Your Physical Activity At Work?

< Seated more than 50% of workday

Manual Labor, «— Light o Light To Moderate l
< Moderate < Moderate To Heavy o Heavy !

112.00 Work Activities Aggravate Your Present Complaints?

o Yes o No i Yes, Explain;

PATIENT’S SIGNATURE
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PLEASE MAKE NO MARKS, IN THIS AREA
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