VanFossen Family Chiropractic – Preliminary Patient History


Patient Name____________________________

Drugs/medications you are presently taking & why
_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

Have you been in any auto accidents & when

_____________________________________________:

1.Do you have a balanced diet? Y___ N___

2. Have you had any recent rapid weight gain / loss? Y___ N___

3. Do you feel bad all over yet the cause hasn’t been found? Y___ N___

4. Are you bothered by fatigue or depression Y___ N___

5. Have you ever lost consciousness? Y___ N__

6. Have you been hospitalized? Y___ N___

7. Have you ever had mental or emotional disorders? Y___N___

WORK

1. Do you do heavy lifting? Y___ N___

2. Do you do repetitive motions? Y___ N___

3. Have you had any recent changes in work duties Y___ N___

4. Have you had a recent job change?        Y___ N___

RECREATION

Please list recreational activities, especially if they are physical!

1. ____________________2.__________________________
HABITS

Mark  H  = heavy,  M  = moderate,  L  = light, and  N   = none

Alcohol   ________   Appetite  ________

Coffee __________   Drugs  __________

Exercise  ________   Sleep   __________

Tobacco    _______

PLEASE CHECK EACH CONDITION YOU HAVE EVER HAD:

___allergies        ___tuberculosis      ___cancer       ___headaches   
___convulsions      ___gout     ___diabetes          ___stroke                     

___heart disease   ___stress  ___neuralgia         ___polio
MUSCLE & JOINT

___arthritis

___ bursitis

___neck pain/stiffness

___shoulder, arm, hand or wrist pain/numbness

___back or hip pain/numbness

___foot, ankle, leg or knee pain/numbness

___sciatica

___swollen joints
___whiplash
RESPIRATORY

___chronic cough

___difficulty breathing/asthma/ emphysema
___spitting up blood or phlegm

GASTRO-INTESTINAL

___colon trouble

___constipation/diarrhea
___gallbladder trouble

___liver trouble

SKIN

___bruise easily

___dryness

___rash/hives
EAR/EYE/NOSE/THROAT

___earache

___blurred vision

___nosebleeds

___sinus infection

CARDIO-VASCULAR

___high or low blood pressure

___pain over heart

___poor circulation

___rapid or slow heart beat

___swelling of ankles

GENITO-URINARY

___kidney or bladder problems

___blood/pus, frequent or painful urination
___prostate problems

FOR WOMEN ONLY

___menstrual problems
___are you pregnant
FAMILY HISTORY

(Please list any significant health problems in your family i.e. arthritis, cancer, diabetes, heart conditions, stroke etc.)
_____________________________________________________
