HEALTH HISTORY QUESTIONNAIRE

This is a comprehensive review of your full history. Please include conditions that are no

longer an issue. It is important to fill out all of the information requested. Your history CLINIC

may indicate risks and adverse side effects in association with alternative health care.

All questions contained in this questionnaire are strictly confidential
and will be_cpme part of your medical record.

3151 AIRWAY AVE, SUITE 2
COSTA MESA, CA 92626

Maritalstatus: [ Single [ Partnered [ Married [ Separated [ Divorced [ Widowed
 Previous or referring doctor: ) | Date of last physical exam: -
PERSONAL HEALTH HISTORY N B
Childhood iiness: _-[] Measles O Mumps [] Rubella O Chickenpox [ Rheumatic Fever ClPolio
' Immunizationsand *+ L[] Op e
 dates:  Tetanus Sk L P | ____I_l?#lfll i O
(| .
Hepatitis Y. v aco LB = B
O
e —— O MMR. Meastes, Mumps, Rubelia

List any medical problems that other doctors have diagnosed, including cancer.

Your Height: R weightt  BloodPressure: (ifknown) i
Has your weight changed significandly in the last 12months? [ Yes ONo
All Surgeries (include Dental Surgeries) LRI L
Year | Reason i | Hospital ,
Other hospitalizations L
Year Reason | ' 7 ' Hospital
X-rays )
Dates and Reason
Spinal i
CT
Mammograms
Dental i

Other




Gooing Chiropractic Clinic
Health History page 2 Patient Name

 Adverse Reaction to any of following - e (e A
I . |ReactonYouHad
'Physical Therapy g e i T T S AT
Nutritional Therapy | |
{Chlropractlc Care _____;‘:_: ﬁij—#_ ___;_ e e e R
| Have you ever rejected a Doctors | Why?
prescription for ca.re? o . = Il DI = - ]
Lhtwurpmaibaddmgsandmun-wunurdmp, suchasvltamlm, uphln,allergv medsand Inh_aEl? D
i;gscihe Drug or Nutritional Dosage or Strength Frequency Taken i i
|
R B [ | e
= . =" L p—
r
Ustalluglutomedlaﬂm!ndu&e?e;:ﬁpuon andover the counter. D ST O
NametheDrug  |ReactonYouHad
|
i HEALTH HABIISAND PERSONAL SAFETY
~ ALL QUESTIONS CONTAINED IN THIS QUESI’IOBiP:AI;lé AREOPTIONALAND WILL BE KEPT STRICTL‘(_(_:E!FIDEN‘I’LAL ]
Exercise | O Sedentary (No exercise) T g e
0 Mild exercise (i.e., dln;;s;alrs,walk3blods goif) o el N N - :
DOC;IE)}\aI vugorousexemse (i.e., workorrecreatlon _l_eé;aantix/weekfortio mm) B ; B e
: DRegularwgomusexerclse (i.e., workor rea-eaﬁonf%x/weekforﬁoﬁﬂnums) B Y
e | Are you dieting? By .. - LR - _ i 'O Yes O No
Ifys,areyouonéphysndanpr&sm*ibedmedlcaldset? T _ O Yes O No
#&rneals you eat in an avetage day? 7 —_r 5
Ranksaittntake O Hi l E]Medr o i DLow. e ) )

Rank fat intake O Hi | . EI Med O Low

| Cafreine_ o None o Coffee O Tea - - 0O Cola
# of cupslcans per day? . 7

Ccmtinued on- next MQ
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Health HlStOl'y page 3 b PatientName______ _ o

|Cal'l’eln¢ | O None DCoﬂ'ae 0O Tea .DCola______ a - -
I s T A

I L A — L

If yes, what kind? o .

How many dﬁ;ﬂ;s;er\;:_eeit‘:: : L 7 -—---é - e _

e ed about the amount you drink? o Ye|D M |

'Haveyouoonsiderésib;pibg? /O Ye O MNo |

Haveyouever eperienced blackouts? |0 Yes OM

Areyou prone to “binge” drinking? |0 Yes | E_Ng_

,__ T N C R |

Tobacco | Do you use tobacoo? .ol Tl 1 ey L e __18 Y& |8 Wo |

O Cigarettes — pks/day |:| Chew - #/day n Pipe #Iday O Cigars- #/day |

,Cl sdyas  |O Oyt T ] R

‘Drugs | Doyou currently use recestionsl or sheet drugs? EE /O Yes O No |

| 'g;v;y;uabwmmmeﬂwﬂdmgsmmamwh? i O Yes O No |
e _i:ei;m:ééxu;n}'a;&;é;' W W 'O Yes O No

| | Ifyes, are you trying for a pregnancy? . ;_11_3____‘['0{_37%7 ¥

| Doyou use hormone replacement therapy? O vYe O Mo |

' Dﬁ_;;ﬁ_h-av;--a_geju;i;-uan_sl'n_ithe_d disease? i EENG O Yes O Mo 1

: R Are you a Sexual abuse Victlm? o e S i & I _ _LD ! Y,e;S,VD,, 7[‘0 B

|Personal | Doyoulive alone? = =y = 7 'O Yes O No |

Setety |opnnnreaetaee ______7 o _Y; L r]o )
Doyouhavevisionormanngio&s}ﬁ antl s el = Yes |:1 No

Do you | have an Advance Directlve or Living W'IP
WOuId you Ilke Informabon on the preparation of these?

Physicaiand/or mental abuse has also | become major publuc heaith issues in this country This often takes

| the form of verbally threatening behavior or actual physical or sexual abuse. Would you like to discuss this
| issue with your provider?

MENTAL HEALTH

Is stress a majorpmblemforyou?
Doyoufeeldeprased?

| Do you panic when sn'ased"

Do you have problems wﬂh eadng or your appetite?
. Do you cry freqtientiy?

Have you ever attempted sumde?

Have you ever seriously thought about hurtzng yourseif?
Do you have memory loss? I yes. short term or long term?
Have you ever been to a counselor?_ . .
Have you had any significant or severe emotional tx‘:iii_nias?
Have you been diagnosed with any mental ilinesses?
'-'Other issues not inentioned? Please explain.

O Yes O No
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HEAD AND FACIAL OONDITIONS

' Do you experience headache? If so, list what type. ' - R _fri'?; O No |
Doyou have Trigermnal neurcrnlgaa7 s o . B o \ O Yes I o No
!Doyousnore? ' PR i 1S . R ul I N D YH |U No_

0 you have facia pain or numbness? r B 0L ==L /O ves O Mo
Ibo};uhmm{f 7 I Ys|o m |
D0 you have clicking.in your jaw? ey - aF. e Eoe 10 Yes O Mo |

' Do you have lockjaw?. F O Yes O Mo

' Do you have difficulty chewing? ' CEL S L i /O Yes O No

Do you have a history of concussions? i N |0 Yes ,,',D,ngi

| WOHEN om.v N ,;

Date of last menstruation: ’ 3 ) RS
davs

. Haavy peﬂods, irreguiarity, spotting, pain, ordlsd'large? g /0 Yes 'O No

[ Number of pregnancies

Numberoflivebirﬂ‘s_ ) e NS R
|Amyoupregnantorbmastfeedlng? N 'D Yes :EI No

Any urinary tract, bladder, o kidney mfecﬁons wrthlnmelast year" _ _ U Yes | a No

Anybloodmyourunne? = Yes ‘D No

Anyhotﬂahesorsweatingatnight? S B 7 EI Yes l:l No :
' Have you had a colonoscopy? If yes, when? _ R I_Il Yes l,,DJ?J

. . N 1 |

MEN ONLY

Expenenced any recent bmast tendemness, lumps, or mpple drsd'targe“) El Yes El No

Doyouusua!lygetuptounnateduﬂngmemght? L= el El Yes u} No
|Ifyes,whattimes

Any dlfﬁcu|ty with erectlon or ejaculation? O Yes O No
Any testicle paln orswellmg? o Yes 'O No

Haveyouhadaprostataeandrectalexam?lfys,when i _ D Yes ‘CI No
Have you had a colonoscopy? If yes, when? B = o Yes U No

I have completed the above health history completely to the best of my knowledge.

Name: Date:

Signature:




