CHIROPRACTIC
CENTER, P.C.

Dr. Daniel L. Ruddy

PATIENT IDENTITY Today’s Date: / /

Name S.S.# - - Birth date: / / Sex:t M / F
Address City State Zip

Home Phone:( ) Work:( ) Cell:( ) Email:

Marital Status: M / § / W [/ D / Sep. Emergency Contact: Phone:( )
Occupation: Employer: Work Address:

Spouse’s Name: Employer: Location:

Family M.D. (PCP) Address: Phone:( )

Referred to us by: Is there irremovable metal in your body? i N Where?

PATIENT INSURANCE

1.) Primary Insurance Company:

2.) Primary Insurance is under Self (goto #3) Spouse ( goto A-D) Parent (goto A-D) Other ( goto A-D)

A.) Primary Insured Name:

B.) Primary Insured Date of Birth: / /
C.) Primary Insured SS#: " -

D.) Primary Insured Place of Employment:

Address:
Phone:( )
3.) Do you have a Second Insurance? Yes No Name of Company?
ID #: - Policy Holder’s Name
4.) Has your health insurance company or coverage changed over the last year? Yes No

5.) Have you seen a Chiropractor or Physical Therapist during the past year? Y es No




Name Date / /

PAST HEALTH HISTORY

Accidents or Traumas: Slip & Fall Auto Accident Work Injury Sports Injury
Other (please explain):
Have you had previous Chiropractic Care? Yes [No
Chiropractor’s name: Date of Last Visit:
Have you been treated for any health condition in the Past Year? Yes No

Please Explain:

Surgery / Operations: Appendectomy Cosmetic Dental allbladder Gastro-Intestinal

Heart Hernia Hysterectomy Knee Mastectomy Prostate onsillectomy

Hospitalizations other than above:

Orthopedic Problems:

Fractures:
Cancer:
Age: Height: ft inches Weight: Ibs Handedness: R B

1.) Describe in detail Your Complaints:

2.) When did this Happen?

3.) How did this Happen?

4.) Where did this Happen?

5.) Have you had this (or similar) Condition Before? Yes No Date of Last Incident?
6.) Have you missed any days from work? Yes No How Many?
7.) Are you currently, or have you seen any other Doctors for this Condition? es No
Who? When?
Were any tests performed? ab Test -Rays CT Scan MRI Other

8.) Have you had Physical Therapy for this Condition? Yes No How long did you treat?

9.) Which medications you are currently taking: None Antidepressants Anti-inflammatory
Brith Control Blood Pressure Cholesterol iet nsulin Muscle Relaxers
Nerve Pills Pain Killers Thyroid Other

10.) Do you Take Vitamins? Yes No Please List




Name Date / /

CURRENT HEALTH HISTORY CONTINUED

11.) Describe the character of your Pain / Discomfort (check one or more):

Ache

Sharp Stabbing Dull Soreness eakness Burning Throbbing

Numbness Tingling Shooting / Radiating Spasms Other:

12.) How often are the complaints present? Constant (76 — 100%) Frequent (51 - 75%)

Occasional (26 — 50%) Intermittent (25% or less)

13.) Indicate the intensity of your pain at its lowest and highest level? (Please circle two numbers):

NoPain-- 0 1 2 3 4 5 6 7 8 9 10 --Unbearable Pain

14.) What makes your problem better? Nothing Lying Down Walking Standing
Sitting [nactivity ovement / Exercise

15.) What makes your problem worse? Nothing Lying Down Walking Standing
Sitting [nactivity Movement / Exercise

16.) What is your general Stress Level? No Stress Minimal Moderate Extreme Stress

17.) General Physical Activity: No regular exercise ight/Moderate exercise Strenuous exercise

18.) Are your complaints affecting your ability to be active?

No effect Some physical restrictions (able to perform light duty work and household tasks)

Need limited assistance with common everyday tasks Need assistance often

Significant inability to function without assistance Totally disabled / Cannot care for self

Light Manual Labor

19.) Physical Activity at Work: Sitting more than 50% of Workday

Heavy Manual Labor
No

Manual Labor

20.) Has your weight recently changed by more than 10 pounds? Gain [oss

Mark on the Diagrams Where You Have Pain or Other Symptoms




00 o0o0o0oaQo

CHECK ANY OF THE FOLLOWING DISEASES THAT YOU HAVE OR HAVE HAD:

Appendicitis a Malaria a Chicken Pox o Alcoholism
Scarlet Fever a Tuberculosis o Diabetes a Venereal Infection
Diphtheria g Whooping Cough o Cancer a Arthritis

Typhoid fever O Anemia 0 Heart Disease o Epilepsy
Pneumonia o Measles o Goiter o Mental Disorder
Rheumatic Fever o Mumps o Influenza o AIDS

Polio o Small Pox o Pleurisy o Eczema

CHECK ANY OF THE FOLLOWING THAT YOU HAVE OR HAVE HAD IN THE PAST 6 MONTHS:

MALE / FEMALE
0 Genital Herpes
0 Sexual Dysfunction
O Prostate problems

MUSCULOSKELETAL GENERAL
0 Muscle Spasms or Cramps o Allergies
0 Low back pain 0 Loss of Sleep
O Leg pain a Fever
O Hip pain
0 Pain between shoulders CARDIO-VASCULAR-RESP.
O Neck pain 0 Asthma
O  Arm pain Q Chest pain
Q Joint pain / Stiffness 0 Shortness of Breath
o Walking problems 0 Blood Pressure problems
o Difficult Chewing/Clicking Jaw O Irregular Heartbeat
0 Weakness in Arms or Legs O Heart problems
O Arthritis 0 Lung problems / Congestion
o Joint Swelling 0 Varicose veins
0 Ankle Swelling
o Fatigue

NERVOUS SYSTEM
Numbness / Tingling
Paralysis
Dizziness
Forgetfulness
Confusion / Depression
Fainting
Convulsions
Cold Extremities
Headaches / Migraines
Nervousness

[ [ o

FEMALES ONLY

Menstrual irregularity
Menstrual Cramping
Vaginal pain / Infections
Breast pain / Lumps
Bleeding or Discharge

ooooaQo

Date of last Period?

Pregnant? Y / N / Maybe

EXERCISE
O None / Occasional

GASTRO-INTESTINAL
Poor / Excessive Appetite
Excessive Thirst

Frequent Nausea
Vomiting

Diarrhea

Constipation
Hemorrhoids

Liver trouble

Gallbladder problems

EAR-EYE-NOSE-THROAT

Loss of Taste
Vision problems
Dental problems
Sore throat

Ear aches
Hearing difficulty
Stuffed nose
Loss of Smell
Frequent colds
Sinus problems
Ringing in Ears

cCcooO0oOooDOoODpDOO

im0 o o Y Y Wy

Weight trouble
Abdominal Cramps

Gas / Bloating after meals
Heartburn

Black / Bloody stool
Colitis

]

0oDoo

O

Moderate (2-3 times / week)
O Regular (4-7 times / week)

HABITS
Q Smoking packs / day
a Alcohol times / week

a Coffee cups / day

Place an “X” in the Appropriate Box

Mom Dad Sister | Brother

Back
Trouble |
Diabetes

Heart I:I
Kidney | |

GENITO-URINARY
Bladder trouble

Painful / Excessive Urination
Discolored urination

Kidney / Gall stones

00 Do

Cancer

Migraine/
Headache

Other

I certify that all information I have provided within these sections is truthful and accurate to the best of my knowledge.

Patient’s Signature: X

Printed Name:

Date: / /
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