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Pahenf H ealfh Record

Welcome to Nelson Chlropractlc
Health Center

Please fill out our confidential Patient Health Record
completely and accurately. If you have any questions,
please ask one of our qualified Chiropractic Assistants.

It is our pleasure to be of service to you. Our
commitment to you is to promote the highest quality
of health and well-being via specific chiropractic care.

26065 Main _Street « Zimmerman, MN 55398 « 763:856-3751



~ About The, Patient.

= Reésdp For Thig.Vi'g-it-“ ..

Name

Describe the purpose of this visit

City State Zip

Age Birthdate _ / /  Gender QM QF

Home Phone Work

SS#
Employer

Type of work
Marital Status 1 Mar. QO Sing. Q Div. 1O Wid.
Family M.D. or clinic

How many children do you have?
Names Age

E-mail address

| ‘About The Sipbugé Or Parente

Explain
| Name(s)
Employer
Work Phone
Type of Work Results

Expeﬁenbg 'Wi“rh. | Chi’r_qprac’ri'c:-

Who referred you to this office?

Dr.’s Name(s)

|l Is the purpose of this appointment related to
'+ §Job O Auto QFall QO Sports O Daily Life
U Chronic Discomfort 1 Home Injury 2 Other
Please explain

U comes and goes

When did this health challenge begin?
Has this O gotten worse

If job related, have you made a report of you accident
to your employer? O Yes O No

U stayed constant

Does this interfere with [ Work (1 Sleep
J Daily Routine [ Other activities
Explain

Has this condition occurred before? QY ON

Have you seen other professionals for this?
U No

Type of treatment

Have you been adjusted be a Chiropractor before?
Reason for those visits?

1 Yes

0 No

Previous Chiropractor’s Name

Approximate Date of Last Visit

Has any adult in your family seen a Chiropractor?
1| Has any child in your family seen a Chiropractor?

J Yes
 Yes

4 No
1 No

Were you aware that:

* ...Doctors of Chiropractic work with the nervous system?

* ...the nervous system controls all bodily functions and systems?

» ...Chiropractic is the largest natural healing profession in the world?

J Yes < No
EloYes 4 No
4 Yes 4 No
* ...if Chiropractic care starts at birth, you can achieve a higher level of health throughout life? O Yes U Neo




The human body is designed to express health and function normally. However, events may
occur in life, which can interfere with this natural ability.

This interference is most commonly the result of vertebral subluxations. Stress that may be physical,

chemical or emotional may cause these subluxations. The practice of chiropractic is based on the

location and reduction of nerve system interference caused by the vertebral subluxations.

A s e e T S e

I "Eleaée-. Tell Ue Abau‘f An{ eress R@'l.afed to Yo-uf B'ii&fh.-'

1) Drugs/medicine/tobacco/alcohol in pregnancy QO
2) Labor chemically induced?
3) Forceps/Vacuum Extraction/C-section?
4) Premature delivery

5) Vaccinations?

6) Falls in the first year of life?
7) Any health related problems?

No

UUDUUULE

ocpoooo

Pleace TelI'Ug{ About Any Stiece Refated To. Your Childhood

1) Any falls or injuries
2) Allergy/Asthma or respiratory problems?
3) Ear infections
4) Digestive problems
5) Hyperactivity?
6) Any other health related problems?

Explain

No Yes
Q a
d Q
Q Q
a a
Q u
a u

. * Pleage Tell Us About Any Qtregé'Relafed To T'he Pracent

1)
2)
3
4)
5)
6)
7
8)
9)

Auto Injuries?

Work Injuries?

Sports Injuries?

Work Stress?

Family/Home Stress?
Prescription Drug Use?
Ever Hospitalized/Surgeries?
Major Illnesses?
Reoccurring Ilinesses?

10) Limited Exercise?
11) Poor Nutrition?

No

Explain

—
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e tatient or Guardian Signature:

A'u_’rhori_-zétioh For Care

Date:

I hereby authorize the Doctor(s) to work with my condition through the use of adjustments as he or she deems appropriate.
I clearly understand and agree that all services rendered me are charged directly to me and that T am personally responsible for
payment. The Doctor(s) will not be held responsible for any medical diagnosis. I also understand that if T suspend or
terminate my care, any fees will become immediately due and payable. I understand and agree that health and accident
insurance policies are an arrangement between an insurance carrier and myself. I understand that the Doctor’s Office will
prepare any necessary reports and forms to assist me in collecting from the insurance company and that any amount author-
ized to be paid directly to the Doctor’s Office will be credited to my account on receipt.

wr T ——




Goale For My Care

People see Chiropractors for a variety of reasons. Some go for relief of pain, some to correct the cause of pain and

others for correction of whatever is malfunctioning in their bodies. Your doctor will weigh your needs and desires

when recommending your treatment program. Please check the type of care desired so that we may be guided by

your wishes whenever possible.

U Relief Care — Symptomatic relief of pain or discomfort

I Corrective Care — Correcting and relieving the cause of the problem as well as the symptoms

U Comprehensive Care — Caring for the whole body not just the symptomatic area. This works on achieving the
highest state of health in your body.

O I want the Doctor to select the type of care appropriate for my condition.

Madicatione-| Now Take _ Heglth Habite

J Stomach Medications U Stimulants No Yes

 Pain Killers (including aspirin) O Blood Thinners Do you smoke? a d packs/day

[ Muscle Relaxers U Prozac or similar Do you drink alcohol? [ U _ drinks/month
U Blood pressure ) Hormone Therapy Do you drink coffee/soda? O O __ /day

U Insulin d Do you exercise regularly? 1 No U Moderate U Daily
-9 Do you wear ( Heel Lifts 1 Arch Supports
_ ;

Health Conditione “

Please check each of the diseases or conditions that the patient has now or has had in the past. While they may seem |

|| unrelated to the purpose of the appointment, they can affect the overall diagnosis, care plan and the possibility of
being accepted for care.
U Severe or frequent headaches Q Alcohol/drug abuse For Women:
0 Sinus pl’OblClTlS g Venereal disease Are you pregnant? [ Yes 1 No
[ Dizziness HIV/Aids oy
U Loss of sleep U Diabetes AR nur..smg?b . Xex D P
Q Pain between the shoulders O Irregular Bowel Are you taking birth control?
U Frequent neck pain U Shingles dYes O No
(J Numbness or pain in U Kidney problems Do you experience painful periods?
arms/legs/hands U Hepatitis O Yes O No
U Lower back problems O Cancer e S >
Q Digestive problems ( Chemotherapy Do you have irregular cycles?
U Ulcers/colitis O Anemia dYes QNo
U Congenital heart defect U Rheumatic fever
U Heart surgery/pacemaker U Thyroid problems
W Heart Murmur U Heart attack
U High/low blood pressure 4 Carpal Tunnel
U Difficulty breathing d Other
U Asthma
O Arthritis
pp— —
Dacicione
When I make big, important decisions, I generally,
U Research all the facts.
C Make the right choice instantly.
d  Ask the advice of those T trust.
< Decide by how I feel about it.




