Welcome To Performance Chiropractic
                               PERSONAL HISTORY          Date:   /___/___                     
MR./ MS./ MRS./ DR.   NAME:_____________________________________________________

                           CIRCLE    ONE


                                           FIRST 
                                              MIDDLE 
   
                       LAST                          

Home #___________________ Cell#__________________ E-mail:_________________________________ 
Birth Day ___/___/____     Age:____    Nick Name______________________ Height___’___     Weight______
ADDRESS:____________________________________CITY:________________ STATE____ ZIP________

Your SSN#  _____-____-_______  Employer:_______________________ Occupation___________________

Primary Doctor’s Name:  __________________________ Primary Doctor’s Number:______________________
Referred by:___________________________________
Emergency Contact:_________________________  Phone: _____________  Relationship ________________     
Method of Payment
Method of Payment:     Cash     Workers’ Comp     Auto Insurance       Medicare      Personal Health Ins.    Attorney 








        CIRCLE  ONE

Name of Insurance/Responsible Party: _________________________________________________________

Insurance’s ID # ________________   Group # _______________   Plan Name ________________________

Policy Holders Information    Name: ___________________________________________________________

                                                                                                                                  FIRST                                                 MIDDLE                                                 LAST

Address:___________________________________  City: _________________ State ____  Zip _________

Birth Day: ___/____/_____       Sex:     Male     Female         Phone:  ________________

                                                                                                                 CIRCLE  ONE  
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HEALTH CONDITION  
What’s your major complaint: _______________________________________________________________

When did your condition/ symptoms/pain first appear? (Days, Weeks, Months, Years etc.)____________________________
Is Condition:  Job Related  -  Auto - Home Injury -  Fall - Other__________ Date of Accident:________Time ______

Is this condition getting Worse?   Yes  -  No  -   Constant  -  Intermittant.        
Have Reported of Your Accident: Yes -  No   When is it Worse: Morning - Afternoon  -  Evening  - Varies __ _________
Does it interfere with:  Work  -  Sleep  -  Daily Routine  -  other______________________________________
How long has it been since you REALLY FELT GOOD?__________________

When did This Condition Begin? ____________________   Has this condition Occurred Before?     YES    NO













    
               CIRCLE

Other Doctors Seen For This Condition?   YES     NO   Who & when? __________________________________

Type of Treatment:_____________________________   Results:__________________________________

Does the symptoms/pain Radiate?  Yes  -  No.      If yes where, how frequent & how long____________________
Do you have:  numbness  - Tingling  -  weakness          Describe_______________________________________
List Body Part & mark severity of your condition/symptom/pain on the scale below
Body part __________   ______________________   Body part __________ _________________________

                                                  0 (none)               5          (severe) 10                                                     0 (none)               5               (severe) 10
Body part __________   ______________________   Body part __________ _________________________

                                                  0 (none)               5          (severe) 10                                                     0 (none)               5               (severe) 10
  Do you Wear A Shoe Lift? __ YES  __ NO                                                         
Type of Pain:   Sharp  -  Dull  -  Throbbing  -  Tingling  - Numbness -                           Mark Problem area on body  below 
.            Burning – Aching - Shooting  - Other_____________________  
What activities or positions aggravate your condition?
Bending  -  Coughing - Getting up/down - Driving  - Lifting - Turning Head
Lying Down – Sneezing – Standing – Walking – Twisting– Straining @ stool
What Activities or Position relieves your condition?
   Heat  -  Lying down  -  Sitting  -  Stretching  -  Ice  -  Medication

   Massage - Standing - Exercise - Chiropractic  -  Physical Therapy
                    Health History
Have you ever had this condition before?  Yes  -  No   When______

List any vitamins, herbs & supplements:__________________________

_______________________________________________________

When was your last: Physical exam________ Blood/Lab work _________  

    X-rays/CT/MRI __________________
Do you have any Allergies? (food, contact, enviromental)______________
Drugs You Take:      Nerve Pills  -  Pain Killers/Muscle Relaxers - Blood Pressure -  
    Prescription Meds -  Over the counter Meds  -  Insulin - Other ___________________    

Major Surgery/Operations: Appendectomy - Tonsillectomy - Gall Bladder - Hernia - Back Surgery - Broken Bones - Heart - Cancer –Other________
Do you Suffer From Any other Condition not listed? _________________________  Major Accidents or Falls_______________________________
Hospitalization (other then above):____________________Previous Chiropractic Care: Yes - None,  Who & when ___________________________

Have you Ever had or do you have any of the following conditions or Diseases?  (Circle any to indicate yes)
   AD/HD


Carpal Tunnel

Digestive/Bowel probem

Herpes


Rotator cuff prob
   Adrenal disorder

Celiac Disease (gluten)
Dizziness or Vertigo

High Blood Pressure
STI/STD
   Anxiety


Chest Pain

Ear Infections


Hip Replacement

Shoulder Surgery
   Arthritis

Chronic Fatigue

Fibromyalgia


HIV/AIDS

Spinal Surgery
   Asthma


Cold Hands or Feet

Food Sensitivity


Kidney Disease

Stroke/TIA
  Autoimmune disorder
Colitis/Diverticulitis
Fusions (spinal, joint)

Knee Surgery

Thyroid problems
   Bleeding disorder

Compression Fractures
Gout



Liver Disease

Tuberculosis
   Blurred Vision

Connective tissue disease
Gall Bladder problems

Marfan’s Syndrome
Other___________

   Bladder Problems

COPD


Immune Compromise

Multiple Sclerosis

________________
   Buzzing or ringing ears
Depression

Heart Disease


Osteoporosis/penia

________________
   Cancer____________
Diabetes


Hepatitis ( A,  B,  C )

Parkinson’s Disease
________________
Are there any conditions that run in your Family?  Yes  -  No  ,   What condition & which family members? _________________________________
Personal & Social Health History       .
Are you currently Pregnant, or do you think you may be?  Yes  -  No   (if yes, how many weeks)________  -How many hour a week do you work______
What are your typical Duties & Postures (sitting, standing, lifting walking, etc.) _______________________________________________________

Do you Exercise?  Yes  -  No.    (if yes what type & how often)_____________________________________________________________________
How do you rate your eating habits?  Excellent  -  Pretty good  -  Could be better  -  Needs Improvement
How well do you sleep?  Excellent  -  Pretty good  -  Restless  -  Can’t sleep  -  Wake often.     How many hours do you sleep daily? _____________
Do you feel rested in the morning? Yes - No.   How is your overall Energy?  Full Power  -  OK  -  Low  -  Sporatic/Generally fatigued – need caffeine    
How often are you sick?  Almost never  -  I tend to catch what’s going around  -  I’m always sick  -  I’m not sick I just don’t feel well.
What do you hope to receive from our program?_________________________________________________________________________________
Agreement
I understand & agree that health & accident insurance policies are an agreement between an insurance carrier & me. Furthermore, I understand that the Doctor’s Office will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any amount authorized to be paid directly to the Doctor’s Office will be credited to my account on receipt. However, I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment. I also understand that if I suspend or terminate, any fees for professional services rendered me will be immediately due and payable.
I hereby authorize the doctor to treat my condition as he or she deems appropriate. The Doctor will not be held responsible for any pre-existing medically diagnosed conditions, nor for any medical diagnosis.
Patient’s Signature:____________________________________________________   Date:______________
Parent’s or Guardian’s Signature of Authorization:______________________________________ Date:_______________
Fill in or circle the appropriate answer below








