
WELCOME T0 0UR OFFrCE

ConfidentiaI Patient:nformation     Name: Date:

Address:

Ema止

C ty: State:______Zip:

Phone (Home): ( ) (WOrk)(   ) (Mobile): ( )

Relerred By:

Age: _ Birth Oate: Sex:M′ F MatttaI Statusi S′ M′ VV′ D

Occupation: Employer & Address:

Spouse's Name: Spouse's Work Phone: ( ) Number of Children:

Emergency Contact: Contact Phone: ( )

Date of Last Physical Exam: W th Whonl Wherei

Reported Findings:

Surgeries, Hospitalizations, Serious lllnesses (List Year in Brackets):

Fractures, Dislocations, Major Dental Work (List Year in Brackets):

Conditions You Have Had:

_Allergies

-Alcoholism
_Anemia

_Arthritis / Joint Pain

_ Asthma

_ Backaches

_ Breathing Problems

_ Cancer

_ Epilepsy

_ Fatigue

_ Headaches

_ Heart Trouble

_ High Blood Pressure

_ Numbness

_ Parasites

_ Poor Appetite

_ Poor Circulation

_ Prostate Problems

_ Sinus Troubles

_ Stroke

_ Tuberculosis

_ Ulcer

_ Urinary Trouble

_ Venereal Disease

_ Weight Loss

Yeast / Candida

_Diabetes Neck Pain

_ Digestive Oisorders _ Neuritis

_Dizziness Nervousness

_Depression                   _Hypoglycemia                _ Rheumatic Fever

Purpose of This Appointment:

Other Doctors Seen For This Condition:

Have You Been Treated For Any Other Condition in The past year? yes / No (lf So, Describe):

Medications / Orugs You Are Taking (state reason in brackets following drug):

Remarks / Additional lnformation:

PAYMENT:S EXPECTED AT T:ME OF ViSiT

Name of Person ReSpOns ble for Payment

Address & Phone (if different than yours):

PATIENT AGREEMENT: I understand and agree that health and accident insurance policies are an arrangement between my insurance
carrier and myself. Furthermore, I understand that I am personally responsible for payment, both for services when rendered and for
missed appointments if I fail to give twenty-four hour advance notice of cancellation.

Signature: Parent / Guardian Signature:



Patient: Date of Birth: Date:

Additional lnformation:
Hoight_Woig比 (Now)_____(One Yr.AOo)_lAdu比 ‖曲 um}.____Age…

……(Adtt Minimum)___Age___Known A1lorgies:_              ~~~~~

Blood Type:___…
……     HaVe Vou Ever Had 3 81o● d or P13Sma TransftNIon? Ves′ No

Habits:
Do You Smoke? Y′ N
軸 o「 Tobacco Produdに ? Y′ N
Drink CofFee?
C●:as′ Son Dn■ ks?
Alccholic Eヽ verages?   Y′ N
Do You=at Red Meat7  Y′ N
AFe You Diaing?      Y′ N  :fS● =Descnbol
Do Yo●
=atin Fast Food Rtturants?   Y′

N

Wh“
Whap

How Many′ D8メ _ SinCe when?

9u,1ノ 0,y  _   ?Jnk(DJnk Careinated T● ●7朧 電警ニー
Since When?
Y′ N  Cups′ Day…………Nuttber′ Day‐  gao,電ヴWater′ D3メ _……Avg.No.メ Wk‐_  MoStけ wh“.   ::T~~

Are You a Ve9etarね n7  Y7N

V′ N
Y′ N

lf S●・Htt Many Tim鶴 ′Week:
List Nut蔵 ional Supplernents You Take:

認盤霧胤貯響計I薦轟轟蓬
Dittcu句 ?Y′ N ApproDlir閣 鯰 Nlmber of Tlmes You Uttnate′ Day:…

…………

Do You Ha‐ suttdtt Energy Fo「 N品 :

AVe腱90 HOursノ N19ht_…_

Do You Wear Conecnile Lerc€s? y t N
Has Your Msion Changed Recmfiy?
Do You Wqr Hecl Liftg or Foot Suppoda?

Exrrcbr:

Whatls Your uncOrTectedヽ √sio鸞 ? RIght_′ 20 Leti ′20
Y′ N E・●lal驚
Υ′N  Explal覆

》 l,pO中」賀,Y鯉 甲31ギ 警riOugy,

尋詰需ふ話:鷲背淵温赫 Y′ N  D麒蛉rlbel
Do You Ose a Heart Rete Monlor7 Y‐′N lf So, Target Rrnge:
DescribE Your Exsrcise Program:

Type(X― ray′ CA丁′MRI′ etc.) Findings (Normal, Fracture, etc.)

Ot麟l…

F轟   「
F-3-r
Fther3 F=絆xr
Fttrs
銀

…F曲ぽ3 St請ぃ

職 撥

M-3｀ なメカロド
MahersFbr
MOW3
転 ●●― t3

M-3 Sbln93

Vog Siblin03

Yotr Cttld翻

Women Only: Menstrual History

Family History:
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紹 岬 N use Bim cOntrOl剛
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:um "gFtt  Date or L38t peF10C
PMS? Y′ N  r So,Wht___ :             ~__
Othsr Menstrual I Hornonal $ymgonm:


