PATIENT INFORMATION

PLEASE PRINT

Name __________________________________________________     Date  _____/_____/_____

Person who referred you __________________________________________

Home phone _________________________     Cell phone _________________________

Work phone  _________________________     Email _____________________________

Address ______________________________________________________________________

              ______________________________________________________________________

Date of birth _____/_____/_____


 Occupation _____________________________

MAIN HEALTH CONCERNS OR COMPLAINTS
1. ______________________________________________________________________
2. ______________________________________________________________________

3. ______________________________________________________________________

4. ______________________________________________________________________

5. ______________________________________________________________________

6. ______________________________________________________________________

7. ______________________________________________________________________
8. ______________________________________________________________________

9. ______________________________________________________________________

10. ______________________________________________________________________
DRUGS CURRENTLY TAKING

Name of Drug




Purpose

________________________________            ______________________________________

________________________________            ______________________________________

________________________________            ______________________________________

________________________________            ______________________________________

________________________________            ______________________________________

________________________________            ______________________________________
________________________________            ______________________________________

________________________________            ______________________________________

________________________________            ______________________________________
________________________________            ______________________________________

________________________________            ______________________________________
CURRENT HEALTHCARE PRACTITIONERS OR DOCTORS
Name    





Purpose

________________________________            ______________________________________

________________________________            ______________________________________

________________________________            ______________________________________

________________________________            ______________________________________

________________________________            ______________________________________
CURRENT MAJOR HEALTH ISSUES (Please 

 CHECK)
Diagnosis



Yes

No

DIABETES



_____

_____

CANCER



_____

_____

HEART DISEASE


_____

_____
ARTHRITIS



_____

_____
MIGRAINES



_____

_____
AUTO-IMMUNE


_____

_____
ULCER



_____

_____

OTHER ____________________________________

OTHER ____________________________________

OTHER ____________________________________

OTHER ____________________________________
OTHER ____________________________________
OTHER ____________________________________
Pain or Inflammation

Yes

No

ARMS




_____

_____

LEGS




_____

_____

HANDS



_____

_____

FEET




_____

_____
SHOULDER



_____

_____
HIP




_____

_____
NECK




_____

_____

KNEES



_____

_____

ELBOW



_____

_____

WRIST



_____

_____

BACK




_____

_____
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