
No.

PnrrcNr PnnsoNAL/CoNFTDENTTAL Dara

Date of Birth:

Date
Pat ient:

Home Address:
Social  Securi ty No.:

Employer:
Name of S pouse

Spouse's Employer:

How did you learn of this clinic?

City: State: -

Home Phone: Work Phone:
Address:
SS No . :

Address:

No. of Children:

Nearest relative not living with you?

Who is responsible for payment? O Self 0 Spouse O Other
Phone:

Pe.rre vr'

Name of
Ad dress:

s Ixsunencn

Company:

lD & Group No.:
Phone No.:

Purpose of this appointment and list your complaints:

Spouse's
Name of
Address:

It{suRANcn

Company:

ID & Group No.:
Phone No.:

Date of  i l iness: T ime : -O  AM Q PM I-ocation:
How drd accident occur? E Auto O Onthejob tr Other,
Please describe the circumstances and what makes the condition(s) better or worse:

Other Doctor seen for this condition:

Have you been treated

If yes, please describe:

by a Doctor for any health condition in the last year? O Yes O No

S ignature Physician: Signature Fatient:

Consei*r op Pnornssronal Snnvrcps e.rn Rrr.eese or Ixronvetorr
I lEtbv.uthori& r.d GI.& 0E dcror rd wi6 .q h./!lc o.y d$tuE ! hirha rsllunb ro.dniniG rdl!|g! phFkrt chlotio, X-R.t.rudic{ t !drl6, p.oeduB. chircpd.uc cG d rr

c1i6. FiE Lhrl h.-/dr ddnt E&rt in ov 4: Dd lfunhdDrhqie hirrE b ili-l@ ru d ut p.n olFt (Fd6rt) d!rd o uy p:mn c wpoorio wtr'kh it dh.t b.litbtc untr. srK @ dr cl,.ic or ro
'r€F&l'(brIrdiD6hdd6ploFolth.Fti.rtfdrllop.noI'Ec|inic|dwt..iBl!din!.&dnotliniEd|o.hoiPit!|olncdi:l@iq@mP.ni:riM@fP.IiG.'h.tc.6mp.Ntbncln.B'�l[�
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Patient's Signature:
Parent's or Guardian's Signanlre:



Patient:

HBnr-,rn QUnsTIoNNAIRE
Puresr Csecx Menx EecH op rHe Conorrtons Ber-ow ruer You ARE CuRRENTLY Expsntexclxc

Date:
No.:

MUSCUI'SKELETAL
SYSTEM

I Low back pain
D Mid back pain
C Pain between shoulders
O Neck pain
O Arm problems
O Leg problems
O Swol len jo in ts-
D Painful joints
O St i f f  jo in ts
O Sore muscles
O Weak rpuscles
O Walking problems
O Spasms
O Broken bones
0 S houlder pain

GASTRGINTESTIONAL
SYSTEM

E Poor appetlte
E Excessive hunger
O Difficult chewing
O Difficult swallowing
O Excessive thirst
O Nausea
O Vomiting BIood
tr Abdominal Pain
E Diarrhea
O Constipation
O Black stool
D BIoody stool
Ll Hemorrnolos
O Liver trouble
Q Gall bladder Problems
O Weight trouble

NERVOUS SYSTEM
O Numbness
O Loss of feeling
O Paralysis
El Dizziness
O Fainting
Q Headaches
O Muscles jerking
0 Convulsions
O Forgetfulness
Q Confusion
O Depression
O Insomnia

CARDIO.VASCULAR
RBSPIRATORY

O Chest pain
O Pain over hean
O Difficult breathing
O Pers is tent  cough
O Coughing phlegm
O Coughing b lood
O Rapid heanbeat
O Blood pressure problems
O Heart problems
O Lung problems
O Varicose veins.

EYE. EAR, NOSE
AND THROAT

O Eye strain
O Eye inf lammation
O Vision problems
D Ear pain
Q Ear noises
Q Ear discharge
0 Hearing loss
O Nose pain
O Nose bleeding
0 Nose discharge
O DSo t heafing fuugh ncee
O Sore gums
O Dental problems
O Sore mouth
O Sore throat
O Hoarseness
O Difficult speech
E Sinus
O Allergy
O Jaw Pain

GENITO-URINARY
SYSTEM

O Bladder Foub.le
O Excessive urination
O Scanty urination
O Painful urination
E Discolored unne

FEMALE

O Vaginal discharge
O Vaginal bleeding
Q Vaginal pain
D Breast pain
O Lumps on the breasi

ARE YOU PREGNANT?
OYES ANO

SYMPTOM LOCALIZATION

P - Pain T -Tender
N- Numb H- HYPoesthesia

S _ Spasm

Pain Index
Least I 2 3 4 5 6 7 8 9 l0 Worst

IIABITS
0 Cigarettes
0 Alcohol Abuse
O Coffee or Tea
O Drug Abuse
0

Patient's Signature

... .  o .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  DO NOT WRITE BELOW THIS LINE . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .

Patient Accepted? D Yes Q No Doctor's Signature


