WISNER CHIROPRACTIC

Name _____________________________________________ S/S__________-________-___________ Date __________________
Health History 

This form is designed to give us a better understanding of your present state of health and well-being.  It will help us uncover damage to your body, especially to your nervous system and spine that can have an impact on your overall health.  Following your exam, your chiropractor will be able to outline a course of care to improve your optimal health potential.

Please circle for each of the following:



Patient Comment


         Chiropractor’s

                                                                                                                    If answer is Yes                                           Comments

1. When you were born:


Was the delivery long/difficult?

Y     N
_____________________________
_____________________


Forceps or extraction used?

Y     N
_____________________________
_____________________


Cesarean/ C-Section?


Y     N
_____________________________
_____________________


Breech/ cephalic?



Y     N
_____________________________
_____________________


Home birth or hospital birth?                                       
_____________________________
_____________________


Mother given drugs during delivery?
Y     N
_____________________________
_____________________


Was labor induced?


Y     N
_____________________________
_____________________

2.Regarding your Growth and Development/
Childhood:






Were you breast fed?


Y     N
_____________________________
_____________________


Childhood illnesses?


Y     N 
_____________________________
_____________________


Ear infections/ Colic/ Asthma?

Y     N
_____________________________
_____________________


Attention Deficit (ADD/ADHD)?

Y     N
_____________________________
_____________________


Accidents?



Y     N
_____________________________
_____________________


Drugs, including prescription?

Y     N
_____________________________
_____________________


Surgery?



Y     N 
_____________________________
_____________________


Did you fall down stairs?


Y     N
_____________________________
_____________________


Chair pulled out when you sat down?
Y     N
_____________________________
_____________________


Were you yanked by your arm?

Y     N
_____________________________
_____________________


Did you have other traumas?

Y     N
_____________________________
_____________________


Did you ever break any bones?

Y     N
_____________________________
_____________________

3. Current Health Habits:




Did/do you smoke?   How much?

Y     N
_____________________________
_____________________


Did/do you drink alcohol?
 How much?
Y     N
_____________________________
_____________________


How much water do you drink?


_____________________________
_____________________


How much caffeine do you have a day?

_____________________________
_____________________


Diet, do you eat healthy foods?

Y     N
_____________________________
_____________________


Have you been in accidents/trauma?
Y     N
_____________________________
_____________________


Teeth problems?



Y     N
_____________________________
_____________________


Eye problems?



Y     N
_____________________________
_____________________


Hearing problems?


Y     N
_____________________________
_____________________


Did/do you have occupational stress?
Y     N
_____________________________
_____________________


Physical stress?



Y     N
_____________________________
_____________________


Emotional/Mental stress?


Y     N
_____________________________
_____________________


Exercise regularly?


Y     N 
_____________________________
_____________________

Hobbies/Sports injuries?


Y     N
_____________________________
_____________________


Do you sleep well?


Y     N
_____________________________
_____________________

Sleeping posture?     ( side     ( stomach     ( back
_____________________________
_____________________

Symptoms and Present State of Health

Previous years of unnoticed and or unattended damage to the nervous system and spine my show up as acute or chronic symptoms.

Present Complaint/Reason for Seeking Care in this Office:


Major Complaint ______________________________________________________________________________________


Pain or Problem started on_______________________________________________________________________________


Pains are:
( Sharp

( Dull/ Ache
( Constant
( Intermittent
(Other______________________


Does this pain shoot, radiate, or travel in your body? Where?____________________________________________________


Are you experiencing numbness or tingling in any area of your body? Where?______________________________________


What activities aggravate your condition/pain?_______________________________________________________________


What activities lessen your condition/pain?__________________________________________________________________


Is this condition worse during certain times of the day?________________________________________________________


Is this condition interfering with work?__________
Sleep?__________Routine?_______Other?______________________


Is this condition progressively getting worse?________________________________________________________________

Have you ever received Chiropractic Care?_________________________________________________________________


Other Doctors seen for this condition_______________________________________________________________________


Any home remedies? ___________________________________________________________________________________


Have you had a similar condition in the past? ________________________________________________________________
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Past Health History:


Prior Illness:_________________________________



     __________________________________


Past Hospitalizations:__________________________



   ___________________________________


Surgeries:___________________________________


              _____________________________________


Medications:__________________________________



 _____________________________________


Supplements (vitamins, minerals, herbs):____________



______________________________________

Females Only:

Date last Menstrual Period _______________________

Are your periods normal  Y/N_____________________

Are you on birth control?  Y/N____________________

Are you possibly Pregnant? Y/N __________________

Number of Pregnancies__________________________Number of Live Births_______________________

Last PAP test______________________Resutls__________________________

Last mammogram__________________Results__________________________

Family History:




Heart Disease
         Arthritis
          Cancer                Diabetes                 Other

Father’s side

(

(

(

(

( __________________

Mother’s side

(

(

(

(

( __________________

Associated health problems of relatives:___________________________________________________________________

Cause of parents or siblings death:____________________________________ Age at Death:________________________

___________________________________________________________________________________________________

Please mark any of the following that you have now or have experienced:

	(  AIDS/HIV
	(  Headaches
	(  Pacemaker

	(  Acid Reflux
	(  Heart Attack
	(  Pain or numbness in Hands or Arms

	(  Alcoholism
	(  Hepatitis  
	(  Pain or numbness in Legs or Feet

	(  Allergies
	(  High Blood Pressure  
	(  Painful Urination/Frequent Urination

	(  Anemia
	(  High Cholesterol
	(  Pneumonia

	· Anorexia

· Arthritis
	·  Hot Flashes

·  Irritability
	·  Prostate Problems

·  Sciatica

	(  Asthma
	(  Joint Swelling   
	(  Shortness of Breath

	(  Cancer/Tumors/Growths
	(  Kidney Disease /Kidney Stones  
	(  Sinus Infections

	(  Chest Pains
	(  Loss of Balance  

	(  Sleeping Problems

	(  Constipation  
	(  Loss of Memory
	(  Stomach Upset

	(  Depression
	(  Loss of Smell or Taste

	(  Stroke

	(  Diabetes
	(  Low Back Pain
	(  Tension

	(  Diarrhea
	(  Menstrual Cramps  
	(  Thyroid Problems

	(  Digestive Problems
	(  Mononucleosis
	(  Tonsillitis

	(  Dizziness
	(  Multiple Sclerosis  
	(  Tuberculosis

	(  Fatigue     
	(  Neck Pain
	(  Ulcers

	(  Fever

	(  Nervousness
	(  Varicose Veins

	(  Fractures
	(  Osteoporosis   
	(  Other__________________________


About Your Care
I certify that I have read and understand the above information to the best of my knowledge.   The above questions have been accurately answered.  I understand that providing incorrect information can be dangerous to my health.  I authorize the Chiropractor to release any information including the diagnosis and the records of any treatment or examination rendered to me or my child during the period of such chiropractic care to third party payers and/or health practitioners.  I authorize and request my insurance company to pay directly to the Chiropractor or chiropractic group insurance benefits otherwise payable to me.  I understand that my chiropractic insurance carrier may pay less than the actual bill for services.  I agree to be responsible for payment of all services rendered on my behalf or my dependents.
Patient Signature______________________________________________________Date__________________________

Pain Scale


Please circle the number that best describes your pain.


0     1     2     3     4     5     6     7     8     9     10


   NONE	     LITTLE      MEDIUM     SEVERE








Circle on the drawing below the areas causing you pain and write a letter describing it





A= ACHE


B= BURNING


S= STABBING


N= NUMBNESS


P= PINS & NEEDLES








CONFIDENTIAL                                                                                                                                             Wisner Chiropractic


