Natural Health Care and Family Chiropractic
12 POND ST # NATICK, MA 01760 # PHONE: 508-650-0200 # FAX: 508-650-6264

Please Print

PERSONAL INFORMATION

NAME DATE

ADDRESS CITY STATE ZIP
PHONE SOC. SEC. NO. DATE OF BIRTH
MARITAL STATUS SEX AGE NUMBER OF CHILDREN
OCCUPATION EMPLOYER

ADDRESS CITY/ZIP TELEPHONE

NAME OF SPOUSE SPOUSE'S OCCUPATION

EMPLOYER

ADDRESS CITY/ZIP TELEPHONE

EMERGENCY NOTIFICATION

NAME
ADDRESS CITY/ZIP TELEPHONE
REFERRED BY

FINANCIAL AGREEMENT

I understand that all services are rendered on a cash, check, or credit card basis. Unless other arrangements have been made and approved, |
agree to pay for each session at the time of the session. | also agree to the $20 returned check charge in the event that my check is returned.

Date Patient's/Parent’s Signature

AUTHORIZATION TO RELEASE INFORMATION FOR INSURANCE PURPOSES

| hereby authorize Natural Health Care and Family Chiropractic to release any information required in the course of my examination or
treatment necessary to satisfy medical insurance claims.

Date Patient’s/Parent's Signature

CURRENT HEALTH CONDITION

PURPOSE OF THIS APPOINTMENT

How Dip IT HAPPEN?

TODAY'S CONDITION STARTED WHEN?

WHAT ACTIVITIES AGGRAVATE YOUR CONDITION?

WHAT ACTIVITIES LESSON YOUR CONDITION?

Is CONDITION WORSE DURING CERTAIN TIMES OF THE DAY?

IS THE CONDITION INTERFERING WITH WORK? SLEEP? ROUTINE?

IS CONDITION GETTING PROGRESSIVELY WORSE?

OTHER DOCTORS SEEN FOR THIS CONDITION?

TYPE(S) OF TREATMENT RESULTS?




HABITS

U ALcoHOL: TYPE

O SLEEP ISSUES:

AMOUNT

U EXERCISE ROUTINE:

U DIFFICULTY FALLING TO SLEEP?

U DIET: SUGAR INTAKE
CARB/STARCH INTAKE
FAT INTAKE

0 STAYING ASLEEP?

U EARLY MORNING AWAKENINGS
U DAYTIME DROWSINESS

U SMOKING: PACKS DAILY

0 How LONG O TRIED STOPPING?

MEDICATIONS:

U STAYING UP LATE NIGHTS

OTHER

O CAFFEINE: COFFEE CUPS DAILY
SODA'S DAILY.
OTHER

DRUG ALLERGIES:

MEDICAL HISTORY

U RINGING IN EAR

U EAR INFECTIONS - FREQUENT

U DizzINESS/FAINTING

O FAILING VISION

U EYE INFECTIONS

U NOSE BLEEDS

U SINUS TROUBLE

U SORE THROATS - FREQUENT

U HAYFEVER/ALLERGIES

U FOOD ALLERGIES/SENSITIVITIES
FooD(s)

FooD(s)

O LACTOSE INTOLERANCE

U PNEUMONIA

U BRONCHITIS/CHRONIC COUGH
O ASTHMA/WHEEZING

U CHEST PAIN

U HIGH BLOOD PRESSURE

U HEART MURMUR

U] SWOLLEN ANKLES

U LEG PAIN - WALKING

O VARICOSE VEINS/PHLEBITIS
U Loss OF APPETITE

U DIFFICULTY SWALLOWING

O INDIGESTION OR HEARTBURN
O PERSISTENT NAUSEA/VOMITING

HOSPITALIZATIONS:

O PePTIC ULCERS
a

O ABDOMINAL PAIN - CHRONIC

O GALL BLADDER TROUBLE

O JAUNDICE/HEPATITIS

O CHANGE IN BOWEL HABITS

O DIARRHEA [ CONSTIPATION

O DiverTicuLITIs T CROHN'S CoLITIS
O BLOODY OR TARRY STOOLS

O HEMORRHOIDS

O HEeRNIA

O URINE INFECTIONS - FREQUENT

O STROKE

O TREMOR/HANDS SHAKING

0 MusCLE WEAKNESS

O HEADACHES - FREQUENT

O HEADACHES - SEVERE/MIGRAINE
O ARTHRITIS/RHEUMATISM

0 OSTEOPOROSIS

O BACK PAIN - RECURRENT

] BONE FRACTURE/JOINT INJURY
Q Gout

Q Foort PaIN 1 CoLb NumB FEET
0 RasHes L Hives

URINATION Issues: L1 >Twice OVERNIGHT O Psoriasis [ Eczema

0 painrFuL K Loss OF ConTROL
U DECREASE IN FORCE/FLOW
O BLOOD IN URINE

U KIDNEY STONES

U VENEREAL DISEASE

O URETHRAL DISCHARGE

O CHRONIC FATIGUE

O WEIGHT LOSS - RECENT

0O Anemia K BRuIsE EasILY

U CANCER

U DIABETES

U THYROID DISEASE

U CONVULSIONS/SEIZURES

O NErvoOusNEss K ANXIETY

] DEPRESSION

Q Aop O ADHD

O MEMORY Loss

O MOODINESS - EXCESSIVE

O PHOBIAS

O MENTAL ILLNESS

O PROSTATE DISEASE

O SEXUAL/MENSTRUAL DYSFUNCTION
O FREQUENT INFECTIONS

O DIPHTHERIA

O TETANUS

O cHicken Pox O PoLio O Mumps

0O Meastes 3 RuseLLa [ Herpes
O TusERCULOSIS 1 RHEUMATIC FEVER
O OTHER

O OTHER

FEMALES - PLEASE COMPLETE

PReGNANT? O Yes CINo
PLANNING PREGNANCY? O Yes CINo
MENSTRUAL FLow: I REGULAR
3 IrrecuLAR TPAIN/CRAMPS
___ DAYSOF FLOW CYCLE LENGTH
DATE - 1ST DAY OF LAST
PERIOD
1 PAIN/BLEEDING DURING OR AFTER SEX
NUMBER OF:
PREGNANCIES ___ LIVE BIRTHS
MISCARRIAGES ___ ABORTIONS
BIRTH CONTROL METHOD
BIRTH CONTROL PILL
O FLUSHING / MENOPAUSE
DATE OF LAST PAP TEST
I NormaL [0 ABNORMAL
DATE OF LAST BREAST
EXAM/MAMMOGRAM
I NormaL [0 ABNORMAL

DATE

REASON

DATE

REASON

EAMILY HISTORY

PLEASE GIVE THE FOLLOWING INFORMATION ABOUT YOUR IMMEDIATE FAMILY:

HAVE ANY BLOOD RELATIVES HAD

THE FOLLOWING ILLNESSES? IF SO,
PLEASE INDICATE RELATIONSHIP:

RELATIONSHIP AGE IF LIVING AGE AT STATE OF HEALTH OR CAUSE OF ILLNESS FAMILY MEMBER
DEATH DEATH
FATHER DIABETES
MOTHER CANCER
BROTHERS AND BLOOD DISEASE
SISTERS GLAUCOMA
EPILEPSY
SPOUSE RHEUMATOID
ARTHRITIS
CHILDREN TUBERCULOSIS
GOUT
HIGH BLOOD
PRESSURE
HEART DISEASE
BACK PROBLEMS

Natural Health Care and Family Chiropractic

12 Pond St,
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Phone: 508-650-0200 FAX:508-650-6264
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