z k Chi fic:
Welcome To Our Practice A Croafing Wallness

Center
Thank you choosing our practice for your chiropractic needs. Please complete this form in its
entirety. If you have any questions or concerns, do not hesitate to ask for assistance.
Patient Name: Date:
How do you prefer to be verbally addressed? Sex: [ Male O Female
Home Phone: ( ) Cell Phone: ( )
Address: City: State: Zip:
Age: D.OB. Social Security #:
Marital Status: [0 Married O Single O Widow [ Divorced [ Partner Email Address:
EMPLOYMENT
Occupation: Employer:
Address:
City: State: Zip: Phone #:
SPOUSE / PARTNER OR PARENT
Name: Social Security #:
Address:
City: State: Zip:
Employer: Work Phone #:
Name of Emergency Contact: Phone: ( )
(Nearest relative not living in your home)
How Did Hear About Our Office: What are your objectives in consulting in our office

ACKNOWLDEDGEMENT OF RECEIPTS OF NOTICE OF PRIVACY PRACTICES - *You may refuse to sign this acknowledgement*

I, , have received a copy of this office’s Notice of Privacy Practices.

Signature Date

FOR OFFICE USE ONLY

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because:

o Individual refused to sign o Communications barriers prohibited obtaining the acknowledgement
o An emergency situation prevented us from obtaining acknowledgement o Other (Please Specify)



Juszczyk Chiropractic:
A Creating Wellness

Patient Health uestionnaire Cantef

Patient Name:

Describe your symptoms:

When did your symptoms start?

How did your symptoms begin?

How often do you experience your symptoms? Indicate where you have pain or other symptoms
@ Constantly (76-100% of the day) £ (D
@ Frequently (51-75% of the day) Vo
® Occasionally (26-50% of the day) ; ,.
@ Intermittently (0-25% of the day) Aol f |

What describes the nature of your symptoms? j"'~ !

® Sharp ® Shooting NI e |\ | _
@ Dull ache ® Burning N . S » .
® Numb ® Tingling | % | [ W '

How are your symptoms changing? ) R

@ Getting Better . -
® Not Changing Vo L
® Getting Worse i } i1

During the past 4 weeks: None o Unbearable

a. Indicate the average intensity of your symptoms © o @ ® @@ & ® O ®© ©
b. How much has pain interfered with your normal work (including both work outside the home and housework)
@ Not at all @ Alittle bit ® Moderately @ Quite a bit ® Extremely

During the past 4 weeks how much of the time has your condition interfered with your social activities?
(like visiting with friends, relatives, etc.)
@ All of the time @ Most of the time @ Some of the time @ A little of the time ® None of the time

In general would you say your overall health right now is...

@ Excellent @ Very Good ® Good @ Fair ® Poor
Who have you seen for your symptoms? ® No One ® Medical Doctor ~ ® Other
@ Chiropractor @ Physical Therapist
a. What treatment did you receive and when?
b. What tests have you had for your symptoms ~ @ X-rays Date: ® CT Scan Date:
and when were they performed @ MRI Date: @ Other  Date:
Have you had similar symptoms in the paét? @ Yes @ No
a. If you have received treatment in the pastfor @ This Office ® Medical Doctor ® Other
the same or similar symptoms, who did you see? @ Chiropractor @ Physical Therapist
What is your occupation? @ Professional/Executive @ Laborer @ Retired
© White Collar/Secretarial ~ ® Homemaker Other
® Tradesperson ® FT Student
a. If you are not retired, a homemaker, ora @ Full-time ® Self-employed ® Off work
student, what is your current work status @ Part-time @ Unemployed ® Other

Patient Signature Date:




Health H[story

Place a mark on “Yes” or “No” to indicate if you have had any of the following:

Juszczyk Chiropractic:
A Creating Wellness

Center

AIDS/HIV [1Yes [1No Diabetes [1Yes [1No Liver Disease 0 Yes [ No Psychiatric Care [1Yes [1No
Alcoholism [0 Yes [ No Emphysema [1Yes [1No Measles [1Yes [1No R:retﬁ:li:iastmd [1Yes [1No
. Migraine/ .
Allergy Shots [0 Yes [ No Epilepsy [1Yes [1No Headaches [1Yes [1No Pneumatic Fever [1Yes [1No
Anemia [1Yes [1No Fractures [0 Yes [JNo Miscarriage [1Yes [1No Scarlet Fever [1Yes [1No
Anorexia [1Yes [1No Glaucoma [1Yes [1No Mononucleosis [1Yes [1No  Stroke [1Yes [1No
Appendicitis [1Yes [1No Goiter [1Yes [1No MSutlctlleF:)rlgsis 0 Yes [JNo Suicide Attempt [1Yes [1No
Arthritis [JYes [1No Gonorrhea 0Yes [No  Mumps [1Yes [1No Trl]!rrc())tl)(ljems [1Yes [1No
Asthma [JYes [J1No Gout 0 Yes [ No  Osteoporosis [1Yes []1No Tonsilitis [1Yes [1No
Blgeiiglrr:jgers [JYes [1No HeartDisease [1Yes []1No Pacemaker [1Yes []No Tuberculosis [1Yes [1No
. " Parkinson’s Tumors/
Bronchitis [JYes []No Hepatits [JYes []No Disease [JYes []No Growths [JYes []No
Bulimia [JYes [J1No Hermia [JYes [1No Pinched Nerve 0 Yes [JNo Typhoid Fever [JYes [1No
Cancer [JYes [ No Herniated Disk [OYes [J]No Pneumonia [JYes [1No Ulers [JYes [1No
Cataracts 0 Yes [JNo Herpes [0Yes [1No Polio [JYes [1No V?r?flgce;ltlions [JYes [1No
Chemical High Prostate Venereal
Dependency O yes  [INo Cholesterol 1 Yes  [INo Problem 1 Yes  [INo Disease 1 Yes  [INo
Depression [0 Yes [ No Kidney Disease [0 Yes [1No Prosthesis 0 Yes [JNo WhoopingCough [JYes []No
Other Other
FEMALES ONLY
Birth Control Hormonal
Pills [JYes []No Replacement [0Yes [JNo Pregnant []Yes []No
EXERCISE WORK ACTIVITY HABITS
] None [ Sitting ] Smoking Packs/Day
] Moderate [ Standing ] Alcohol Drinks/Week
] Daily [ Light Labor [ Coffee/Caffeine Drinks Cups/Day
] Heavy ] Heavy Labor [ High Stress Level Reason
INJURIES/SURGERIES YOU HAVE HAD DESCRIPTION DATE
Falls
Head Injuries
Broken Bones
Dislocations
Surgeries
MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS




