
HEALTH QUESTIONNAIRE
r]' Dear Patient: Please complete this questionnaire. Your answers will help us
l1 determine if we can help you. lf we do not sincerely believe your condition
, will respond satisfactorily, wewill notacceptyourcase. THANKYOU.
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Patient Name:
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Phone

Occupation

PATIENT NUII/AEil I.r-Il lTf--ll-

Sex: oMale oFemale
Marital Status: 'Patient Resides With:

oSingle I olives Alone oSpouse oParents
oMarried oChildren oOtheri l
c:Divorced Children:
oOtherl oYes oNo How i\lany? 6AE3E

Social Securitv #

Referred By

Complaints?.
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3. AdditionalComplaints? oYes oNo Please List: 5. How Often Do Your Symptoms Occur?

oOccasional olntermittent oFrequent
oConstant oOtherf

6. How Would You Rate Your Pain Todav With
0 Being No Pain and 10 Being The Worst Pain?
0 1 2 3 4 5 6 7 I I 10OOO(fOOOOC)OO

4. When Did Your Symptoms Begin?
oDate _ I
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7. Are You Getting? oBetter oWorse oSame

8. lf Your Gomplaints lnclude Pain, ls lt Aggravated By?
oCoughing
oSneezing

oReaching oStanding
oLifting oWalking {t"'-

oStraining At Stool oBending
oNeckMovement oSitting

9. lf Your Complaints lnclude Pain, ls lt Relieved By?

10. Have You Had Recent Treatment For This Condition?
oYes oNo lf Yes, List Dates, Treatments, And Doctors:

11. Has This Condition Existed In The Past? oYes oNo

oNothing
oRest
olce

oHeat oSitting
Have You Noticed A Change

Sexual Function
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oStretching oStanding
oExercise oOther

IL]

1. Are You Presently Suffering (Or Within The Past Six
Months Suffered) From Any Of The Following?
a. General

<:Normal
oFatigue
oWeakness
c>Fever
oloss Of Sleep oOther __ _l

b. Skin
oNormal
oRash
oRedness
oltching
oDryness

c. Neurologic
oNormal
oHeadache
oDizziness
oFainting

d. Eyes
oNormal
Vision Trouble
Pain
Discharge
Other

e. Ears
oNormal
Hearing Trouble
Ringing
Pain
Discharge
Other

oChills
oWeight Change
oNight Sweats

oEczema
oHair Changes
oNailChanges
oBruise Easily

g. Mouth/Throat
oNormal
oSores
oBleeding
oEnlarged Glands

oNormal
oCough
oWheezing

t. Breasts
oNormal
oLumps ln Breast(s)
o Redness/ltching
oPain

k. Genitourinary
oNormal
olnability To Hold Urine
oPainful Urination
oFrequent Urination
oBedwetting
o lrregular Menstruation

l. Endocrine (Metabolism)
oNorrnal
o Heat/Cold lntolerance
oSugar ln Urine

m.Psychologic
oNormal
oAnxiety
oDepression

oAbsence Of Taste
oAbnormalTaste
oTonsilitis
oOtherl

oVaricosities
oMurmur
oChest Pain

oDimpling
oDischarge
oOther _ _.1

oConstipation

oPainful Menstruation
oAbnormal Vaginal Bleeding
olmpotence
oSterility
oProstate Problems
ootherl _*_l

oGoiter
oTremor
oOtheri l

oPhobias
oMood Swings
ootherl,__ __ I

h. Cardio-Vascular-Pulmonary (Heart/Lungs)

oDifficultyBreathing oPalpitations
oSwollen Extremities oOtherf__ 

i

oBlue Extremities

oOther

oOtherl

oConvulsions
oNervousness
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Left
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O
O
O Right 
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Left
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O
O
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6 Right

j. Gastrointestinal (Stomach/Digestion)
oNormal oExcess Gas
oDecreasedAppetite oVomiting
olncreased Appetite oDiarrhea
oAbdominal Pain
oHemorrhoids

Right

O
O
O
O
O

] l"t

f. Nose
oNormal olnfections
oPain oAbsence Of Smell
oBleeding oOther 

]

oSinus Problems

i--
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2. What Hobbies Do You.Participate ln?
List Hobbies: Occasionally Frequently
1. @ (D

<D

<D

3. What Are Your Habits?
Smoking

Alcohol

Caffeinated Drinks

Exercise

Drug/Substance Abuse

2. lf vou now have or vou have had one of the following r
illnesses, please fill in EITHER bubble NH or bubble HH.r
<-> N o P rev i o u s Co n d iti onsl//Inesses

Packs/Day
Never <1 1-2 2-3 34OOOOO

Drinks/Day

o.on$uuso
(D oArthritis
(D oAsthma
(D oSinus Trouble
(D oHay Fever
(D oAllergies
6rD oTuberculosis
cD oDiabetes
(E oEpilepsy

(D oPacemaker
{D oHIV/ARC
(rE oAIDS

3. Family H

Sis 2

1. Job Type
oFullTime
oPart Time

dD oSexually Transmitted Disease r
(D oUlcer r
(D oCancer r
(D oPolio r
(D oRheumatic Fever r
(D oSerious lnjury r
olE oBone Fracture r
(D oDislocated Joints

qlD oProstate Trouble r
dD oKidney Trouble r
6D Other r

t

ooOther rL
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Constantly
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NeverO

NeverO

NeverO

NeverO

<1 1-2 2-3 3-4OOOO
Cups-Glasses/Day

<1 1-2 2-3 3-4OOOO
DaysMeek

<1 1-2 34 5-6OOOO

B f Y"", Discuss With Doctor

5+O

5+O

5+O

7O (D oThyroid Trouble (D oSpinal Disc Disease
I

-(D oHigh Blood Pressure o oMultiple Sclerosis r
(D olow Blood Pressure o oScoliosis r
cD oHeart Trouble (D oMental/Emotional Difficulty r

1. Health Care
a. Have You Been To A Chiropractor
b. Do You Have A Family Physician

YesO
YesO

Date Of Last Physical Exam
Physician's Name & Address

Have You Been Hospitalized ln The Past
Five Years
Date & Reason For Hospitalization

d. Have You Had Surgery ln The Past yes NoFiveYears ... o cr
Date & Reason For Surgery

e. Have You Had A Serious Accident ln The PastYes NoFiveYears ... o o
oAuto oWork oHome oOther
List Date & Describe lnjury _,

f. Do You Have Any Drug Allergies
List Drugs

g. Are You Currently Taking Any Medication .'8 I
oAnti-inflammatory (Aspirin, Motrin, etc.)
oMuscle Relaxants oPain MedicationiAnalgesic
oTranquilizers oAntibiotics
oBlood Pressure Pills oOther
oBirth Control Pills L__ l
For What Conditionis Are You Taking Medication?

NoO
NoO

Yes NoOO

I

I

I

I

I

I

I

I

I

I

I

I

I

Irl
I

I

NoO
NoO
NoO

oTemporary
oOther

oOtherl

3. Do Your Present Complaints Affect The Number
Of Hours You Work Per Day oYes oNo

h. WOMEN ONLY:
To Your Knowledge Are You Pregnant .B
Have Your Past Pregnancies Been Normal B
Are You Seeing Rn Oe-Cyt! Regularly. . . .E 4. Length Of Time At Present Occupation
Date Of Last Exam
Physician's Name & Address
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11.
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HMO, PPO Plan Coverage. . .

Company

Yes NoOO

5. Job lnvolves
a.Lifting.....

oNever
oOccasionally

o. Additional
oBending
oStooping

. . 883888888Spo,na.
oFrequently
oConstantly

Job Requirements
oTwisting oCarrying
oTurning oWalking

=AreYouCovered ByMedicare.............B I
Medicare#F, ----- _ _ 

-

Authorization To Release Records To Patient's
lnsurance Carrier
Patient or Guardian's Signature

oMasterCard oDiscoverCard oAmericanExpress
oOther _ l

Account #
Expiration Date

Patient's Siqnature

l

I

i

DateL.I
Date

[]
IS THERE ANYTHING ELSE YOU WOULD LIKE US TO KNOW?

oYes oNo

oOther
L.

l
l

10. Which Of The Following Best Describes Your
Stress Level?
oNone oMinimal oModerate oGreat

How Do You Rate Your Physical Activity At Work?
oSeated more than 50% of workday
oLight Manual Labor
oModerate Manual Labor
oHeavy Manual Labor

r 1. Is Your Condition Due To:
AnAutomobileAccident .......8 I

6. What ls Your Primary Work Position \ Location?
a. Position: b. Location:
oSeated oDesk oCounterostanding oworkbench tF-Y_.ou_rylvF!!4D_E!f!o_ry F!ryaN9t4L_ 4IR4IGEMENTS
oOtherl oOtherl WITH OUR OFFICE THE FOLLOWING PARAGRAPH W\LL

) NOTAPPLYTOYOU.

c. lf Seated, What Type Of Chair Do You Use? I I understand and agree that health and accident policies are an

OEXeCUtiVe OStenO oBenCh arrangement between an insurance carrier and myself.
or^^, Furthermore, I understand that this Office will prepare any

oExecutive oSteno oBench 
q'rqrrvsrrrsrrt pEtwEEIr ':.',,"1:".'.o.'l':.:o"'=: drrq rrrvlsrr'ostoor ;oil;; _-_ _:__l l:*"Jff1?rl#::fi:?1,"'13'"1x13,1T:: #:1L,fJ"Xii:Jll
from the insurance company and that any amount authorized to be

7. Do you wear Shoes or Boots with Hish Heets? f:11,1j*:1Y.P.Ii:^,9I::.yll:::T1I:1P:y::"^?,:t-yf:'--:'- ' ,, ] receipt. However, I clearly understand and agree that all serviceso Never o Seldom o Occasionally o Frequently ] renoered to me are charged directly to me and that I am personallyl-

8. Are you Risht or Left Handed? i r*n:'11';'":ilT#: -*',il"x1,'""fi'li"Ttl fil'T":"?i":i
o Right o Left L services rendered me will be immediately due and payable.

I WILL BE PAYING TOOAV eY: f ft ouu,no bv credit card
9. Do Work Activities Aggravate Your Present Complaints? please confirm which cards are abcbp{ed'by"our office.)

oYes oNo oCash oCheck oVisa
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APersonal lnjury. ......o
AJoblnjury .....o
Do You Have Health lnsurance
Company
Policy #

YesO

O

NoO

I

Business
Address

IsYourSpouseThe Primarylnsured....... B I
Comoanv l

Policy# L _,_
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