
                                                                                                                                                                                        Pt. Name:


Government Required Patient Health History


Today’s Date 
      Referred to our office by 

First Name
 Nick Name


Last Name 
 Middle Name 
Suffix 


Address 1 


City 
 State 
 Zip Code 


Primary Phone 
 Mobile Phone 



Email 
 Social Security #: 


Preferred Contact Method (check one)     ( Email
    ( Primary Phone
( Cell Phone


Date of Birth
     Age 
             Gender (check one) 
( Male
( Female

Marital Status (check one)
( Single
( Married
( Other
spouse: 



Dominant Hand  ( Right Handed  ( Left Handed  
         Glasses or contacts to correct vision   ( Yes   ( no
Employment Status (check one)
( Employed
( FT Student
( PT Student
( Other
( Retired
( Self Employed
Occupation: 


  Employer: 






Race (check one) 


( White
( Black/African American
( Hispanic
( American Indian/Alaskan Native


( Asian
( Asian Indian

( Chinese
( Filipino




( Japanese
( Korean

( Vietnamese 
( Native Hawaiian or other Pacific Island

(Samoan 
( Guamanian or Chamorro
(Other
( I choose not to specify
Multi-Racial (check one)
(Yes
(No
( Unknown
Ethnicity (check one) 
( Hispanic or Latino
( Not Hispanic or Latino
( I choose not to specify
Preferred Language (check one)  
( English
( Spanish
( American Sign Language
( Chinese
( French
( German


( Tagalog
( Vietnamese
( Italian
( Korean
( Russian
( Polish


( Arabic
( Portuguese
( Japanese
( French Creole
( Greek
( Hindi


( Persian
( Urdu
( Gujarati
( Armenian
( I choose not to specify
Verification Question (choose only one question by marking the question, then give the answer to that question) 
( What is the name of your favorite pet?
( In what city were you born?
( What high school did you attend?
( What is your favorite movie?
( What is your mother’s maiden name?
( On what street did you grow up?       ( What was the make of your first car?
( When is your anniversary?
( What is your favorite color?

Verification Answer to the Chosen question: 

Family Physician: Dr. 


        Hospital       ( Hamot   ( St. Vincent   ( LECOM
Previous Chiropractic Care?   ( Yes  ( No     Dr.







SMOKING HISTORY: 

(  Current Every day Smoker
# years smoked _____
______ packs/day
(  Current Occasional Smoker
# years smoked _____

(  Former Smoker
# years smoked _____
# years since you smoked _____

(  Never Smoked
If a current smoker, what is your level of interest in quitting smoking? 


 0       1       2       3       4       5       6       7       8       9       10


No interest       
Very Interested

CURRENT MEDICATIONS TAKEN:      Check here if you take No Current Medications (
	
	Name of Medication
	Dosage
	# in Prescription
	For what Condition

	1
	
	
	
	

	2
	
	
	
	

	3
	
	
	
	

	4
	
	
	
	

	5
	
	
	
	

	6
	
	
	
	

	7
	
	
	
	

	8
	
	
	
	


ALLERGIES 

List any known medication allergies that you have.  Check here if you have No Known Medication Allergies (
	
	Medication You Are Allergic To
	Reaction

	1
	
	

	2
	
	

	3
	
	


List any known environmental allergies that you have.    Check here if you have No Known Allergies (
	
	Environmental Allergies That You Have

	1
	

	2
	

	3
	


HYPERTENSION / HIGH BLOOD PRESSURE
Has any doctor diagnosed you with Hypertension presently? 
( Yes
( No 
          If yes, describe: ______________________________________________________________________________
DIABETES
Has any doctor diagnosed you with Diabetes presently?
( Yes
( No
If yes, what kind?  ( Type I   ( Type II   


If yes to Diabetes, was your blood lab-work test for hemoglobin A1c > 9.0%?
 ( Yes
( No
( Not Sure

If yes, other comments regarding Diabetes: 


LOWER BACK IMAGING

Have you had an X-ray or CT scan or MRI of your low back spine in the past 28 days?
( Yes
( No

VITALS
Please enter current vital statistics if known, we will be happy to measure if you would like.
Height: 
 inches
Weight:  

  pounds
BP: 
 / 

SURGICAL HISTORY             Check here if you have had No Surgeries (
	Type of Surgery
	Date
	Hospital

	1
	
	
	

	2
	
	
	

	3
	
	
	

	4
	
	
	

	5
	
	
	

	6
	
	
	

	7
	
	
	

	8
	
	
	


FAMILY HISTORY
	Grandparents
	(cancer
	(diabetes
	(heart disease
	(hypertension
	(CVA/stroke
	(arthritis
	(back problems

	Father
	(cancer
	(diabetes
	(heart disease
	(hypertension
	(CVA/stroke
	(arthritis
	(back problems

	Mother
	(cancer
	(diabetes
	(heart disease
	(hypertension
	(CVA/stroke
	(arthritis
	(back problems

	Siblings
	(cancer
	(diabetes
	(heart disease
	(hypertension
	(CVA/stroke
	(arthritis
	(back problems

	Children
	(cancer
	(diabetes
	(heart disease
	(hypertension
	(CVA/stroke
	(arthritis
	(back problems


HISTORY OF FRACTURE / SERIOUS JOINT INJURY                 Check here if you have had None (
	What Bone was Fractured or Joint seriously injured
	Date

	1
	
	

	2
	
	

	3
	
	


X-RAYS / MRI                      Check here if you have had None (
	Area of X-ray of MRI
	Type
	Date
	Where Taken

	1
	
	( X-ray   ( MRI
	
	

	2
	
	( X-ray   ( MRI
	
	

	3
	
	( X-ray   ( MRI
	
	

	4
	
	( X-ray   ( MRI
	
	


SOCIAL HISTORY
	Alcohol Use
	(  None
	(  Social
	(  Daily

	
	
	
	

	Coffee Consumption
	(  None
	(  0-2 cups/day
	(  3-4 cups/day
	(  5 or more cups/day

	
	
	
	
	

	Soda Consumption
	(  None
	(  0-2 cans/day
	(  3-4 cans/day
	(  5 or more cans/day

	
	
	
	
	

	Water Consumption
	(  Less than 6 glasses/day
	(  6-8 glasses/day
	(  More than 8 glasses/day

	
	
	
	

	Amount of Sleep
	(  Less than 6 hours/night
	(  6-8 hours/night
	(  More than 8 hours/night

	
	
	
	

	OTC Pain Reliever Use
	(  None
	(  Occasional
	(  Daily

	
	
	
	

	Recreational Drug Use
	(  None
	(  Yes
	

	
	
	
	

	Healthy Eating Scale
	Bad
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Good

	
	
	
	
	
	
	
	
	
	
	
	
	

	Exercise Frequency
	(  None
	(  1-2 times/week
	(  3-4 times/week
	(  More than 5 times/week

	
	
	
	
	

	     Type  (please describe)
	________________________________________________________________

	
	

	Physical Stress Level
	low
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	high

	
	
	
	
	
	
	
	
	
	
	
	
	

	Mental Stress Level
	low
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	high

	
	
	
	
	
	
	
	
	
	
	
	
	


PAST MEDICAL HISTORY           ( No Health Problems
( Arthritis

( Heart Attack

     ( Digestive Disorder

( Asthma
( Cancer

( Heart Condition
     ( Bowel Disorder

( Allergies
( Diabetes

( High Blood Pressure
     ( Kidney Disorder

( Sinus Condition
( Hypoglycemia
( Circulation Problems
     ( Prostate Problems

( Ear Condition
( Anemia

( Stroke/TIA

     ( Female Disorder

( Eye Condition
( HIV / AIDS

( Lung Disorder
     ( Thyroid Disorder

( Foot Problems
( Polio


( Chronic Fatigue
     ( Hernia


( TMJ Problems



( Epilepsy/Seizures
( Fibromyalgia

     ( Lyme Disease

( Carpal Tunnel



( Other Health Problems:_________________________________________________________________________

FEMALE HISTORY      Females Only
To the best of your Knowledge are you pregnant?
( No
( Yes    Due Date:____________________________

What was the date of your last menstrual cycle? ___________     How many children do you have?  ______
INFORMED CONSENT
Medical doctors, Chiropractic doctors, Osteopaths, and physical therapists that perform treatment are required by law to obtain your informed consent before starting treatment.

I,_______________________________ , do hereby give my consent to the performance of conservative noninvasive treatment to the joints and soft tissues. I understand that the procedures may consist of manipulations/adjustments involving movement of the joints and soft tissues by hand and with adjusting instruments.  Adjusting instrument use light but very high speed thrust to safely correct spinal dysfunction. 

Research has shown spinal manipulation/adjustment to be one of the safest, most effective forms of therapy for musculoskeletal problems.   I am aware that there are possible risks and complications associated with these procedures as follows:
Soreness: I am aware that, like exercise, it is common to experience muscle soreness in the first few treatments.

Dizziness: Temporary symptoms like dizziness and nausea can occur but are relatively rare.

Fractures/Joint Injury:  I further understand that in isolated cases underlying physical defects, deformities or pathologies like weak bones from osteoporosis may render the patient susceptible to injury. When osteoporosis, degenerative disc, or other abnormality is detected, this office will proceed with extra caution and modified treatment techniques.

Stroke: Although strokes happen with some frequency in our world, strokes from chiropractic adjustments are rare. I am aware that nerve or brain damage including stroke is reported to occur once in one million to once in ten million treatments.  This means that an average Chiropractor would have to be in practice for hundreds of years before he or she would statistically be associated with a single patient stroke.
It is not reasonable to expect my doctor to be able to anticipate or explain all possible risks and complications of a given procedure on any particular visit, and I wish to rely on the doctor to exercise professional judgment during the course of any procedures which he feels at the time to be in my best interest.
TREATMENT RESULTS

Chiropractic is a system of health care delivery; therefore, as with any other health care delivery system, we cannot promise a cure for any symptom, disease, or condition as a result of treatment in this clinic. We will give you our best care.  I agree to the performance of these procedures by my doctors.  If during the course of care we encounter non-chiropractic or unusual findings, we will advise you of those findings and recommend that you seek the services of another health care provider. 
ALTERNATIVE TREATMENTS AVAILABLE

I understand that there are other forms of treatment, including drugs and surgery, which could be treatment options for my condition, but at this time, I choose chiropractic care.

I have read or have had read to me the above explanation of chiropractic treatment.  Any questions I have regarding these procedures have been answered to my satisfaction PRIOR TO MY SIGNING THIS CONSENT FORM. I have made my decision voluntarily and freely.

To attest to my consent to these procedures, I hereby affix my signature to this authorization for treatment.

Patient Signature____________________________________________________Date _________________________
          


            /               /





          


            /               /








FH Pt. Information  version 10/1/2011
                                                                                                   Prichard Chiropractic Offices 6095 Buffalo Rd  Harborcreek, PA  16421    

