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Where have you been receiving your medical care?
Have you gone to the ER in the past year? Yes No Dates?

Do you see other health providers regularly? (circle all that apply) chiropractor homeopath naturopath
acupuncturist therapist psychiatrist other specialists
Do you have a health care power of attorney? Yes No

Name Telephone #s

Address
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Hepatitis A MEN: WOMEN:
Hepatitis B (series) PSA Pap Smear
Influenza (FLU) (prostate ca screen)  Mammogram
Measles ALL:

Rubella Chest Xray

Pneumonia EKG

Tetanus Colonoscopy

Varicella (chicken pox)
Ever had chicken pox? Y N
BCG (for Tuberculosis)
Other:

Stool for Blood
Echocardiogram
Cholesterol/Lipid

GTT (diabetes screen)
Bone Density

TB skin test/ppd

664 854 ( Are you allergic to or have you had any adverse reactions to medicines? Yes

Please list and give details _[Penicillin — reaction:

[JSulfa —reaction:

No

O Latex — reaction:

Other(s) and reaction:
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Please tell us about health conditions that you have had or currently have.

[0 Heart condition, type?

Began?
[0 Heart attack Date(s)

O Chronic Muscle/Joint Pain

[0 Previous Severe Injuries, type?
Date(s)

[0 Stroke or mini-stroke Date(s)

O High Blood Pressure Began?

O High cholesterol/lipids Began?

[0 Diabetes, type? Began?

O Thyroid disorders Began?

[0 Osteoporosis

O Asthma Began?

O Allergies

O Lung Disease

O Blood Transfusion Date(s)

0 Headaches Began?

O Seizures Began?

O Depression Began?

O Anxiety/PTSD

O Alcoholism Began?

[0 Addictions, type?

Began?

O Learning Disability, type?

O Mental lliness, type?

Began?

[0 Blood Clot(s) Date(s)

O Varicose Veins

[0 Phlebitis Date(s)

O Anemia O Vision/eye problems? Type?
OO Kidney/bladder problems Began? Began?
[0 Prostate/male genital problems O Cancers, type?

Began?

O Dementia Began?

O Parkinson’s Began?

O Skin conditions, type?

[0 Female/gynecological problems

O Fibromyalgia Began?

O HIV positive?

O Others?

O Physical disability Began?

Area for Additional Information About Above Health Conditions
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» ( (List medications and supplements with strengths and frequency)
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B 3%9 5, 9( Please indicate the current status of your immediate family members

Mother Living, age Deceased, age Cause
Father Living, age Deceased, age Cause
Sister(s) # Living, ages # Deceased, ages
Causes
Brother(s)) # Living, ages # Deceased, ages
Causes
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Area for Additional Information About Above Health Conditions
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4 6, 5, ( (Circle all that apply and provide information requested)
// 5 None # Coffee / Tea mugs per day. # Sodas per day.

> # servings of fruits / vegetables each day. # fast food meals each day / week.
# servings of milk / dairy each day. # desserts or candy each day / week.
Do you follow any special diet?

1 + |am satisfied with my weight Yes No When | was 18, | weighed

4D # of times | exercise each week. My usual routine is
Things that prevent me from exercising

, C 7 Never Smoked Quit Currently smoke packs per day/week yrs.
Do you use pipe cigar snuff chew ? Interested in quitting? Yes No Maybe in the future

7 __ Do you drink alcohol (wine, beer, liquor)? No  Yes | quit
During the last week, on how many days have you had a drink?
On days when you have had a drink, how many drinks did you have?
Have people ever criticized your drinking?
Have you ever felt bad or guilty about your drinking? No Yes
Have you ever had blackouts or memory loss from drinking? No Yes

* + 7 Do you use any recreational drugs? No Yes UsedTo AnylVdruguse? No Yes
Have you had problems with addiction of drug overuse? No Yes

/_% Do you wear seatbelts each time yourideinacar? No Yes

Do you wear a helmet when riding a motorcycle, bicycle or other recreational vehicle? No Yes
Does your home have working smoke detectors? No Yes Not Sure

Have you ever been abused or exposed to violence in your home? No Yes

Are there any guns in your home? No Yes Who has access to them?
Is there anyone living in your home who has a drug or alcohol problem? No Yes
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Do you follow a particular religious or spiritual path? No Yes Not Sure

What was your religious upbringing?

What is your current practice or faith (if any)?
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Current Job/Occupation How Long?

Retired? No Yes, When Disabled? No Yes, When

What kind of hobbies or other work do you enjoy?

How many years were you in school? What grade or degree did you finish?

Where were you born? If not in US, when did you come to the US?

How long have you lived in the Asheville area? Where else lived?

Are you? single married  #vyears divorced # years widowed # yrs
live with a significant other # years

Any children? No Yes Ages, names, gender

Who lives at home with you?

Are you responsible for the care of another adult? No Yes, Relationship

Do you drive? No Yes If not, how do you get around?
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Are you currently sexually active? No Yes My current partner(s) is/are Male Female
Do you or your partner use birth control? No Yes What method?
Do you or your partner need birth control? No Yes
Have you ever had a sexually transmitted infection? No Yes

Which one(s) and when?
Are you interested in being screened for sexually transmitted infections? No  Yes
Are you satisfied with your current sexual life? No Yes
Do you have any sexual concerns you would like to discuss? No Yes
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Are you still having periods? No Yes

How old were you when they started?

When did your last period begin?

(Skip to next column if you no longer have periods)
Are your periods regular No Yes

Duration days. # Days between

Do you have any concerns to share? No Yes

Have you ever been pregnant? No Yes

_____ #Dirths # abortions # miscarriages

If you no longer have periods, how did they stop?
Naturally =~ Because of Surgery

Do you have concerns about menopause? No Yes

Have you ever taken hormone replacement? No Yes
Which types?
How long?

Why?

4E541 B 9 ,43 ( Check all symptoms you have had in the past 3-6 months

Weakness Sore throat Coughing up blood

Fainting Tooth pain Shortness of breath with walking
Fever Sneezing or runny nose Shortness of breath lying down
Chills Frequent nosebleeds Breathing or lung problems
Night sweats Chronic sinus trouble Chest pain

Trouble sleeping Hoarse voice Pressure of tightness in chest

Rash Ear pain Difficulty walking two blocks

Lesions Hearing loss Rapid or irregular heart beat

Discolorations of skin Ringing in ears Swelling of hands, feet or ankles

Lumps Plugged ears Heart murmur
Headaches Stiff neck Smothering spells at night
Dizziness Enlarged lymph glands Vomiting blood or food

Blurry vision

Snoring

Change in appetite

Dry eyes or mouth

Long pauses in breathing at night

Gallbladder disease

Bleeding gums

Asthma or wheezing

Hepatitis or jaundice

Painful bowel movements

Muscle pain or weakness

Negative thinking

Bloody bowel movements

Stiffness or pain in joints (circle below)

Need for extreme order or tidiness

Black stools

fingers hands wrists elbows toes

Are you a slow healer? No Yes

Hemorrhoids

shoulders neck back hips knees

Do you bleed/bruise easily? No Yes

Constipation

foot jaw
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Diarrhea Numbness in feet, fingers or face 34
___ # BMs per week typically Temporary loss of memory, speech Difficulties with urine stream
Recent change in bowel movements Temporary loss of vision, sensation Pain or lump on testicles
Heartburn or indigestion Tremor Prostate trouble
Trouble swallowing Paralysis Sores or growths on penis
Abdominal cramps or pain Convulsions Trouble maintaining erections
Nausea Falling or weak spells Loss of interest in sex
Hormone therapy Balance problems
Change in hair growth Confusion and disorientation 1 34
Sudden hair loss Seizures Painful periods
Changes in skin texture Recurrent depression Abnormal pap smears
Excessive thirst or urination Anxiety, fear, nervousness Breast implants
Unintended weight loss Persistent sadness Breast pain
Rapid weight gain A desire to avoid people and activities Breast lump or changes in skin
Bladder leakage A desire to harm yourself or end your life Menopausal symptoms
Blood in urine Mood swings Pain with intercourse
Painful urination Frequent feelings of anger or hostility Loss of interest in sex
Frequent night time urination Periods of excessive energy, sleeplessness Unusual vaginal discharge or odor
Kidney trouble Difficulty with personal relationships Sores/growths on genital area

$5 4 34 ,( Do you suffer from pain? No Yes If so, please answer the questions below

Where is your pain?

What does it feel like?

Circle a number from 0-10 that best describes how much pain you are having now
No pain H < r ;= # I Worst pain possible
What makes the pain better?

What makes the pain worse?

Does the pain interfere with your sleep?

What methods have you used to relieve pain? (Circle) Chiropractic Physical Therapy Acupuncture
Pain Specialist Over the Counter Meds Narcotic Pain Meds Muscle Relaxants Ice Heat
Other:

Information Completed by (signature): Date:

Relationship (if other than patient):

Information Reviewed by (provider): Date:

Thanks for taking the time to complete this detailed medical history.




