)

COASTAL WELLNESS

New Faticnt ]n{:ormation

Fcrsonal

ln{zormation

Name: Spouse:

Address: Citg: State: ZiP:

E_mail: Home F]‘wonc:

(Your email will NOT be shared with §rd Par’cies. ]t is ?orgeneral office announcements and Promotions.)

Agc: ________ Birth date Sex: M I Marital Status: M S W D

Number of Cl‘nilc{ren and Ages:

Emplogcrz Worl< Fhonc:
Tgpc of Work Fer‘Formed:
In Case of E_mergencg, No’ciﬁjz Fhone:

Familg Fhﬂsician:

Current
Health

(oncern

Who Should We T hank For Tc“ing You About Qur Office?
Frimarg Reason [Tor Todag’s Visit:

Check The Severitg OfYour Complaint; (Mild) (Severe)
Datc Symptoms r:irst APPcarcd: Expericnccc{ Frcviously: ch No
|s T his Condition: Jo]:) Related Auto Accident Fall or ]njury Other

| ist Ang Other Practitioners Seen[or T his ]rjurg/Conc{ition:

Fast
Hea]th

Historg

Previous Surgerief,:

Chcst/ﬁcart/Lungs Abdominal Other:

Frevious [Fractures Or Broken Pones? Yes No Exp!ain:

Eges/E_ars/Nose/Tlﬁroat [Head/Neck Back/SPine

Frcvious Fans Or Accidents? Yes No E_xp|ain:
Previous Hospita]izations‘? Yes No Explain:
Previous Car Accidents? Yes No Explain:

Previous Clﬁiropractic Care? Yes No Explafn:

Do You Workout or [T xercise? Yes No Explain:

Do You Take Ang Medications? Yes No [ist:

Do You T ake Any Vitamins/[Jerbs? Yes No [ist:

Have You " ver Hacl X-Rags Takcn? ch No thre:

Date of | ast thsical I~ xam:

Ang Chancc That You Are Fregnant? Yes No




New Fatient |nformation (ontinued

Familg
History

Famﬂq Member

Past & Present [ealth Conditions (Example: [Heart Disease, Diabetes, (ancer, etc)

Check Any
Of The
Fo”owing

T hat

Apply To

You

Hcalth Issucs:

____r:quucnt ]Hness
__Foor Diet
____Othcr:

___._._.Arthritis
____AIDSor ARC

5|eeplessness

_____Chronic Fatigue
_____ High Strcss
___Uncler Wefg}ﬁt

Habits:

Alcohol

T obacco

Drugs

Pain Relievers
(affeine

SICCP

Avrtificial Sweeteners

I~ xercise

Water

Check Ang
Froblems
You [Tave
[ ver
Suffered

From

O [ ow Pack Pain

O Joint Pain/Stiffness
O Blood FPressure

O [ yes/Vision

O Sinus |nfections

O Muscle Weakness
O Fainting

| Slﬁaking/Tremors
O Diarrhea

O Heartbum

O Frequcnt (rination
O Menstrual

O Middle Back Pain

O HiP/ch Pain

| Hear’c Kate

O Dental TMJ

O [eadaches

O Dizziness

O Cold Hands/Teet
] FoorAPPetite

O Constipatior\

] Cl’lange in Stools

O Neck Fain

O C}ﬁcst

O Chest Pain

O T hroat/Voice
O Nervousness

O Forgct\culncss
O Seizures

O Nausea

O Hcmorrhoids

O (Genital

O lmcrcquent Urination O Weak Strcam
O LumPs (Breast/GenitaD

O Shoulder/Arm Pain
O Lungs/Breathing
O Sinus Fain

| E_ars/Hearing

O Numbness/Tinghng
O Dcpression

O Stress Reactions
O [ xcessive | hirst

O Wcight | oss/(Gain
O FPain With (Jrination
] Blaclc!er Contro|

Flcase

Mar‘c
Areas of

(Concern

All [nformation on T his Form is (Confidential

| certhcy that | have completed this form to the best of my

abilitg, and that the statements | have Providcd are true.

Fatient/Guarc{ian

Date




