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Are your present problems due to an injury? 0 No O Yes 0 On the Job ) Auto Accident Q) Personal Injury Q Other:
Has the accident been reported? O No O Yes O To Employer O Auto Carrier Q Other:

Are you now or have you ever been disabled? (Service or Work)? 0 No O Yes When? Why?
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HABITS EXERCISE FAMILY HISTORY
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Q480  Pneumonia Q085  Measles Q240 % Q345  Epilepsy
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OPERATIONS AND PROCEDURES
DATE DATE DATE
Tubes in Ears Sinus
Hemia
Gall Bladder " Female Organs Thyroid
Back Operation Rectal Surgery T T3 somach
Other: Other: Other.
Q| have never had any operations / surgeries
Tistany accidents or falls and dates: O Car 0 Recreation: === ——
Q Sports Q School: Q Other:
List any broken bones (fractures) or
Ever on crutches? O Yes O No Why?
Have you ever had any spinal taps or spinal injections? (O Yes O No  Were you ever knocked unconscious? O Yes O No
Have you ever had a lapse of memory? O Yes O No
Have you ever had X-rays taken? O Yes ONo When? By Whom?
For what ailments were these X-rays made?
Do you suffer from any condition other than that for which you are now consulting us?
Are you presently taking any medication - prescription or over-the-counter? 0 Yes 0 No What drugs?
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nocessary o assist me inthe fing of my ciam o he
responsiiiy.
ospor s ofice suspend or y
1 agree to pay

1 authorize the Doctor to examine and treat my condition as deemed appropriate through the use of Chiropractic Health Gare, and | give authority for these procedures to be
performed.
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