	YES
	NO
	

	(
	(
	Have you had X-Rays? When? ________ What body parts? ______________________________________________

	(
	(
	FEMALES:  

Date of last gynecological and breast exam: ____________ By whom? _____________________________________

Are you pregnant?

	MALES:

Date of last prostate and testicular exam: _____ By whom? _______

	SOCIAL HEALTH HISTORY

	STATUS:  ( MALE  ( FEMALE  ( SINGLE  ( MARRIED  ( OTHER _____  STUDENT:  ( FULL-TIME  ( PART-TIME

OCCUPATION: ___________________________________ EMPLOYER _______________________________________________

WORK HOURS PER WEEK: ______     RECREATIONAL ACTIVITIES (HOBBIES): ____________________________________

	(
	(
	Do you commute to work?         How far? 

	(
	(
	Do you exercise?           _________ times per ____________

	(
	(
	Are you a smoker?                           Packs per day________________ 

	(
	(
	Do you consume caffeine?         How much per day? _______________________________

	(
	(
	Do you consume alcohol?        Glasses per day/week? ______________________________________

	FAMILY HEALTH HISTORY

	HEALTH STATUS OF FAMILY MEMBERS.  (IF DECEASED, FROM WHAT?)

MOTHER: __________________________________________________________________________________________________

FATHER: ___________________________________________________________________________________________________
SISTERS: ______________________________________________________________________________ HOW MANY? _______
BROTHERS: ___________________________________________________________________________ HOW MANY? _______

CHILDREN: ____________________________________________________________________________ HOW MANY? ______

	LEVEL OF PAST MEDICAL, FAMILY, SOCIAL HISTORY  (OFFICE USE ONLY)

____  N/A (01, 02, 11, 12, 13)                                                      _____ PERTINENT (03, 14)                                                                     _____ COMPLETE (04, 05, 15)

                                                              (ONE OF THE ABOVE HISTORIES COMPLETED)                              (2 OR 3 OF THE ABOVE HISTORIES COMPLETED)

	SYSTEM REVIEW QUESTIONS

	HAVE YOU HAD ANY PROBLEMS WITH THE FOLLOWING AREAS?

	YES
	NO
	
	YES
	NO
	
	YES
	NO
	

	(
	(
	EYES
	(
	(
	URINARY
	(
	(
	INTERNAL ORGANS

	(
	(
	EARS, NOSE, MOUTH, THROAT
	(
	(
	MUSCLES
	(
	(
	BLOOD

	(
	(
	HEART
	(
	(
	NERVES
	(
	(
	ALLERGIES

	(
	(
	LUNGS/BREATHING
	(
	(
	SKIN
	(
	(
	OTHER _____________

____________________

	(
	(
	INTESTINES
	(
	(
	PSYCHOLOGICAL
	
	
	

	LEVEL OF SYSTEM REVIEW (OFFICE USE ONLY)

_____  N/A (01, 11, 12)                                                                                                       _____ EXTENDED (03, 14) (2 TO 9 OF THE ABOVE SYSTEMS)

_____ PROBLEM PERTINENT (02, 13) (ONE OF THE ABOVE SYSTEMS)               _____ COMPLETE (04, 05, 15) (10 OR MORE OF THE ABOVE SYSTEMS)

	ADDITIONAL COMMENTS:



	MY SIGNATURE IS AN ACKNOWLEDGEMENT THAT ALL OF THE ABOVE STATEMENTS ARE TRUE.  I HEREBY AUTHORIZE THE DOCTOR TO EXAMINE AND TREAT MY CONDITION AS HE/SHE DEEMS APPROPRIATE THROUGH THE USE OF CHIROPRACTIC HEALTH CARE, AND I GIVE AUTHORITY FOR THESE PROCEDURES TO BE PERFORMED.  I ALSO GIVE PERMISSION FOR MY CASE TO BE USED FOR RESEARCH PURPOSES IF IT IS SO APPROVED.

PATIENT  SIGNATURE: ____________________________________________________________  DATE: __________________
GUARDIAN SIGNATURE: ___________________________________________________________ DATE: _________________
D.C./C.A. SIGNATURE: ______________________________________________________________ DATE: _________________

	LEVEL HISTORY (OFFICE USE ONLY)

_____ PROBLEM FOCUSED (01, 12)                                                    _____ DETAILED (03, 14)

_____ EXPANDED PROBLEM FOCUSED (02, 13)                             _____ COMPREHENSIVE (04, 05, 15)


	[image: image1.emf]


	INFORMED CONSENT

	When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working for the same objective. It is important that each patient understand both the objective and the method that will be used to attain it. This will prevent a confusion or disappointment. You have the right, as a patient, to be informed about the condition of your health and the recommended care and treatment to be provided u may make the decision whether or not to undergo chiropractic care after being advised of the known benefits, risks, and alternatives.

Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the spine) and function (primarily the nervous system) as that relationship may effect the restoration and preservation of health. Health is a state of optimal physical, mental, and social well-being, not merely the absence of disease or infirmity.

One disturbance to the nervous system is called a vertebral subluxation. This occurs when one or more of the 24 vertebrae in the spinal column become misaligned and/or do not move properly. This causes alteration of nerve function and interference to nervous system. This may result in pain and dysfunction or may be entirely asymptomatic.

Subluxations are corrected and/or reduced by an adjustment. An adjustment is the specific application of forces to correct and/or reduce vertebral subluxation. Our chiropractic method of correction is by specific adjustments. In addition, ancillary procedure such as physiotherapy and/or rehabilitative procedures may be included.

If during the course of care we encounter non-chiropractic or unusual findings, we will advise you of those findings and recommend that you seek the services of another health care provider.

All questions regarding the doctor’s objective pertaining to my care in this office have been answered to my complete satisfaction. The benefits, risks and alternatives of chiropractic care have been explained to me to my satisfaction. I have read and fully understand the above statements and therefore accept chiropractic care on this basis.

______________________________________  __________________________________  _______________

Print Name                                                            Signature                                                        Date

Consent to evaluate and adjust a minor child:

I, ___________________________ being the parent or legal guardian of ___________________________ have read and fully understand the above Informed Consent and hereby grant permission for my child to receive chiropractic care.

Pregnancy Release:

This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his/her associates have my permission to perform an x-ray evaluation. I have been advised that x-ray can be hazardous to an unborn child.

Date of the last menstrual cycle ___________________________

___________________________________  _______________________________

Signature                                                         Date



