Patient Information & Health History

 

Name:__________                                                    Date:___________ 

Date of Birth:___________

Address:__________________                                                         

Phone number:________________ Cell phone number:_____________

E Mail:____________________________________

                                       

Main Health Issues

 

What is your main issue you would like to address?_________________

 ______________________________________________________

Are you using any medications?                                                          Y/N

Are you suffering from any injuries?                                                 Y/N

Are there any areas you would not like to be touched?                      Y/N

Are there any areas that can be hurt easily?                                     Y/N

Have you ever had surgery?                                                                Y/N

Heart issues?                                                                                      Y/N

High or low blood pressure?                                                                Y/N

Stomach or intestines problems?                                                         Y/N

Constipation/diarrhea?                                                                        Y/N

Spinal cord, vertebrae issues? Lower back? Disc problems?                Y/N 

Head aches? Migraines?                                                                       Y/N

Knee problems? Meniscus?                                                                    Y/N

Has your shoulder ever been dislocated?                                              Y/N

Range of motion issues?                                                                        Y/N

Are you pregnant?                                                                                Y/N

Are you experiencing any fertility problems?                                       Y/N    

Is your period regular? PMS? Cramps? Mood Swings?                          Y/N     

If you answered to any of these questions Yes, Please explain:________________________________________________________________________________________________________

Please list anything related to digestive track or your fertility status: _____________________________________________________________________________________________________________________________________________________________________

