PATIENT REGISTRATION & EXAMINATION
PLEASE PRINT - ALL INFORMATION WILL BE KEPT CONFIDENTIAL | Today’s Date:

Last Name: First Name:

Address: City: State: Zip Code:
Home Phone: Work Phone:

Cell Phone: Email Address:

Birth Date: Age: Sex: Marital Status: # of Children:
Employer: Address:

Occupation: Social Security #:

Who referred you to us?

In emergency, notify: Phone: Relationship:
Person responsible for account: Address: Phone:

Reason for today’s visit: [ IChiropractic [JAcupuncture [INAET [JHomeopathy []Other

Please describe symptoms:

How long have you had these symptoms? Are they worsening? L1 Yes [1 No

Does it effect your: [ Work L1 Sleep [ Other (Specify)

What was the initial cause?

Have you seen a chiropractor before? [1Yes [1No | Name of Doctor:

If yes, when? For what reason?

Are you under the care of a physician? [1Yes [INo | Name of Doctor:

If yes, for what reason?

Have you been hospitalized in the last 5 years? [1Yes [1No

If yes, for what reason?

Medication you now take:

Do you wear custom shoes, orthotics or heel lifts? [1Yes [1No

Age of your mattress: Is it comfortable? [1Yes [1No

How is most of your day is spent? [IStanding [ISitting [IWalking [1Other (Specify)

Family Health Information:

Some health conditions are hereditary. Information about your immediate family members (siblings, parents and grandparents)
will give us a better understanding of your total health picture.

Relationship Present and Past Health Problems




PATIENT REGISTRATION & EXAMINATION
Instructions: Section A.) Please circle the degree of all conditions that apply. Leave those that do not apply blank.
1=Infrequent 2=Frequent 3=Constant

PAGE 2

Muscle/Joint Eye, Ear, Nose and Throat Skin B) Check any that apply.
1 2 3 Arthritis 1 2 3 Asthma 1 2 3 Boils
1 2 3 Bursitis 1 2 3 Colds 1 2 3 Bruise Easily ;
1 2 3 Foot Trouble 1 2 3 Crossed Eyes 1 2 3 Dryness d AICOhc.)Ilsm
1 2 3 Hernia 1 2 3 Deafness 1 2 3 Hives or Allergy Q Anem'a .
1 2 3 Low Back Pain 1 2 3 Dental Decay 1 2 3 Itching U Arteriosclerosis
1 2 3 Lumbago 1 2 3 Ear Ache 1 2 3 Skin Eruptions (rash) U Cancer
1 2 3 Neck Pain/Stiffness 1 2 3 Ear Discharge 1 2 3 Varicose Veins Q Chicken Pox
1 2 3 Pain Between Shoulders 1 2 3 Ear Noise

1 2 3 Enlarged Glands Pain or Numbness in O Chorea
General 1 2 3 Enlarged Thyroid 1 2 3 Shoulders a Cf)ld Sores
1 2 3 Allergy 1 2 3 Eye Pain 12 3 Ams U Diabetes
1 2 3 Chills 1 2 3 Failing Vision 1 2 3 Elbows Q Diptheria
1 2 3 Convulsions 1 2 3 Far Sightedness 1 2 3 Hands Q Eczema
1 2 3 Dizziness 1 2 3 Gum Trouble 1 2 3 Hips 0 Ed
1 2 3 Fainting 1 2 3 Hay Fever 12 3 Legs ema
1 2 3 Fatigue 1 2 3 Hoarseness 1 2 3 Knees O Emphysema
1 2 3 Fever 1 2 3 Nasal Obstruction 1 2 3 Feet O Epilepsy
1 2 3 Headache 1 2 3 Nose Bleeds 1 2 3 Painful Tail Bone O Fever Blisters
1 2 3 Loss of Sleep 1 2 3 Sinus Infection 1 2 3 Poor Posture Q Goiter
1 2 3 Loss of Weight 1 2 3 Sore Throat 1 2 3 Sciatica
1 2 3 Nervousness, Depression 1 2 3 Tonsillitis 1 2 3 Spinal Curvature Q Gout .
1 2 3 Neuralgia 1 2 3 Swollen Joints U Heart Disease
1 2 3 Numbness Gastrointestinal 0 Herpes
1 2 3 Sweats 1 2 3 Belching or Gas Respiratory
1 2 3 Tremors 1 2 3 Colitis 1 2 3 Chest Pain J Influenza

1 2 3 Colon Trouble 1 2 3 Chronic Cough Q Lumb_ago
Cardiovascular 1 2 3 Constipation 1 2 3 Difficult Breathing O Malaria
1 2 3 Hardening of the Arteries 1 2 3 Diarrhea 1 2 3 Spitting up Phlegm U Measles
1 2 3 High Blood Pressure 123 Dlifficulctj Digdestion 1 2 3 Wheezing O Miscarriage
1 2 3 Low Blood Pressure 1 2 3 Bloated Abdomen . .
1 2 3 Pain over Heart 1 2 3 Excessive Hunger Women Only U Multiple Sclerosis
1 2 3 Poor Circulation 1 2 3 Gallbladder Trouble 1 2 3 Congested Breasts u MumPS
1 2 3 Rapid Heart Beat 1 2 3 Hemorrhoids 1 2 3 Cramps or Backache U Pleurisy
1 2 3 Slow Heart Beat 1 2 3 Intestinal Worms 1 2 3 Excess Menstrual Flow d Pneumonia
1 2 3 Swelling of the Ankles 1 2 3 Jaundice 1 2 3 Hot Flashes Q Polio

1 2 3 Liver Trouble 1 2 3 Irregular Cycle O Rh tic F
Genitourinary 1 2 3 Nausea 1 2 3 Lumps in Breast eumatic Fever
1 2 3 Bed-Wetting 1 2 3 Pain Over Stomach 1 2 3 Menopause Q Stroke
1 2 3 Bloodin Urine 1 2 3 Poor Appetite 1 2 3 Painful Menstruation A Tuberculosis
1 2 3 Frequent Urination 1 2 3 Vomiting 1 2 3 Vaginal Discharge Q Typhoid Fever
1 2 3 Lack of Kidney Control 1 2 3 Vomiting Blood Are you pregnant? UYes Q Ulcers
1 2 3 Kidney Infection If Yes, How many months? .
1 2 3 Painful Urination Number of Children. — 4 Venere_al Disease
1 2 3 Prostate Trouble U Whooping Cough
1 2 3 Pusin Urine
C) Have you ever: Yes No If yes, briefly explain: D) None Light Mod Heavy
Broken a bone? OO Alcohol Use O O 0O O
Been hospitalized? El E Coffee [l 0O 0O 0
Had strains or sprains?
Used a cane, crﬁtch or other support? OO Tobacco L o o o
Been struck unconscious? OO Drugs O O 0O O
Been hospitalized for other than surgery? OO Exercise O O0OOg
Do You: Sleep g oOodad
Take minerals, herbs or vitamins? OO0 Appetlt_e E E E E
Think you need minerals, herbs or vitamins? 0] Soft Drinks
Have any drug allergy? oog Salty Foods O OO0 O™

Water | O 0O O

When was your last: Never 0-6 Mos 6-18 Mos Longer Sugar O OO Og
Spinal X-ray? |:| |:| D D ifici
Sginal Exar}T/ﬂnation? I:I I:I I:I I:I Artificial Sweeteners D D D D
Physical Examination? O O O O

E) Please list any health conditions you have been treated for, or surgery you have had in the last 10 years:




SYMPTOM SURVEY FORM
(Restricted to Professional Use)

PATIENT DOCTOR DATE

AGE PHONE ( ) VEGETARIAN Yes No

INSTRUCTIONS: Circlethe number that appliesto you. If symptom doesn’t apply, leave blank. Use (1) for MILD symptoms (occurs
once or twice a month), (2) for MODERATE symptoms (occurs several times a month), and (3) for SEVERE symptoms (you are aware of
it almost constantly).

GROUP ONE
1 -1 2 3 Acidfoodsupset 8-1 2 3 Gageasily 15 -1 2 3 Appetite reduced
2 -1 2 3 Getchilled, often 9 -1 2 3 Unabletorelax; startleseasily 16 -1 2 3 Cold sweats often
3 -1 2 3 “Lump” inthroat 10 -1 2 3 Extremitiescold, clammy 17 -1 2 3 Fever easily raised
4 -1 2 3 Dry mouth-eyes-nose 11 -1 2 3 stronglight irritates 18 -1 2 3 Neurdgialikepains
5 -1 2 3 Pulse speeds after meal 12 -1 2 3 Urineamount reduced 19 -1 2 3 Staring, blinkslittle
6 -1 2 3 Keyedup—fail tocam 13 -1 2 3 Heart pounds after retiring 20 -1 2 3 Sour stomach frequent
7 -1 2 3 Cutshea sowly 14 -1 2 3 “Nervous’ stomach
GROUP TWO
21 -1 2 3 Joint tiffness after arising 29 -1 2 3 Digestion rapid 37-1 2 3 “Sow starter”
22 -1 2 3 Muscle-leg-toe cramps at night 30 -1 2 3 vomiting frequent 38 -1 2 3 Get“chilled” infrequently
23 -1 2 3 “Butterfly” stomach, cramps 31 -1 2 3 Hoarsenessfrequent 39 -1 2 3 Pespireeasily
24 -1 2 3 Eyesor nosewatery 32 -1 2 3 Breathingirregular 40 -1 2 3 Circulation poor, sensitive
25 -1 2 3 Eyeshlink often 33 -1 2 3 Pulseslow; feds*“irregular” to cold
26 -1 2 3 Eydidsswollen, puffy 34 -1 2 3 Gaggingreflex slow a-123 Subject to colds, asthma,
27 -1 2 3 Indigestion soon after meals 35 -1 2 3 Difficulty swalowing bronchitis
28 -1 2 3 Always seems hungry; feels 36 -1 2 3 Constipation, diarrhea
“lightheaded” often aternating
GROUP THREE
42 -1 2 3 Eatwhennervous 49 -1 2 3 Heart palpitatesif meals 53 -1 2 3 Cravecandy or coffeein
43 -1 2 3 Excessive appetite missed or delayed afternoons
44 -1 2 3 Hungry between meals 50 - 1 2 3 Afternoon headaches 54 -1 2 3 Moodsof depression —
45 -1 2 3 Irritable before meals 51 -1 2 3 Overeating sweets upsets “blues” or melz_ancholy
46 -1 2 3 Get*shaky” if hungry 52 -1 2 3 Awaken after few hourssleep 95 - 1 2 3 Abnormal craving for
. . . — hard to get back to Sleep Sweets or snacks
47 -1 2 3 Fatigue, eating relieves
48 -1 2 3 “Lightheaded” if meals delayed
GROUP FOUR
56 - 1 2 3 Handsandfeet goto sleep 63 -1 2 3 Get“drowsy” often 68 -1 2 3 Bruiseeasily, “black and
easily, numbness 64 -1 2 3 Swollen anklesworse at night blue” spots
57 -1 2 3 Sighfrequently, “air hunger” 65 -1 2 3 Musdecramps, worseduring 99 - 1 2 3 Tendency to anemia
58 -1 2 3 Awareof “breathing heavily” exercise; get “charley horses’ 70 -1 2 3 “Nosebleeds’ frequent
59 - 1 2 3 High altitude discomfort 66 - 1 2 3 Shortnessof breathonexertion 71 -1 2 3 Noisesin head, or “ringing
60 -1 2 3 Openswindowsin closed room 67 -1 2 3 Dull painin chest or radiating in ears’
61 -1 2 3 Susceptibleto coldsand fevers into left arm, worse on 72 -1 2 3 Tension under the
exertion. breastbone, or feeling of
62 -1 2 3 Afternoon “yawner”

“tightness’ worse on
exertion







SYMPTOM SURVEY FORM - Page 3

GROUP EIGHT FEMALE ONLY MALE ONLY

213 -1 2 3 Prostatetrouble
173-1 2 3 Apprehension 200 -1 2 3 Veryeasily fatigued 214 -1 2 3 Urination difficult or
174-1 2 3 Irritability 201 -1 2 3 Premenstrua tension dribbling
175-1 2 3 Morbid fears 202 -1 2 3 Painful menses 215 -1 2 3 Night urination frequent
176-1 2 3 Never seemsto get well 203 -1 2 3 Depressed fedlings 216 -1 2 3 Depression
177-1 2 3 Forgetfulness 204 -1 2 3 Menstruation excessive 217 -1 2 3 Painoninsideof legsor
178-1 2 3 Indigestion and prolonged heels
179-1 2 3 Poor appetite 205 -1 2 3 Painful breasts 218 -1 2 3 Feding of incomplete
180- 1 2 3 Craving for swests 206 - 1 2 3 Menstruate too frequently bowel evacuation
181-1 2 3 Muscular soreness 207 -1 2 3 Vagina discharge 219 -1 2 3 Lack of energy
182-1 2 3 Depression: fedlings of dread 208 -1 2 3 Hysterectomy/ovaries sgi(:]s- 1 2 3 Migrating aches and
183-1 23 Noise sensitivity 200-123 nr/let;(;\;?;w hotflashes | 221 -1 2 3 Tiretooeasily
184-1 2 3 Acoustic halucinations 210 -1 2 3 Mensesscanty or 222 -1 2 3 Avoidsactivity
185- 1 2 3 Tendency to cry without reason missed 223 -1 2 3 Leynevousnessat night
186- 1 2 3 Hair iscoarse and/or thinning 211 -1 2 3 Acne, worseat menses 224 -1 2 3 Diminished sex drive
187-1 2 3 weskness 212 -1 2 3 Depression of long
188-1 2 3 Fatigue standing
189-1 2 3 Skin sensitiveto touch
190- 1 2 3 Tendency toward hives IMPORTANT
191-1 2 3 Nervousness TO THE PATIENT: Pleaselist below the five main physical and or health complaints you
192-1 2 3 Headache havein order of their importance:
193-1 2 3 Insomnia 1
194-1 2 3 Anxiety ,
195-1 2 3 Anorexia '
196-1 2 3 Inability to concentrate; confusion 3
197-1 2 3 Frequent stuffy nose; sinusinfections 4.
198-1 2 3 Allergy to some foods 5
199-1 2 3 Loosejoints '

(TOBE COMPLETED BY DOCTOR)

Postural Blood Pressure: Recumbent, Standing

Pulse

Hema-Combistix Urine readings: pH

Occult Blood pH of Saliva

Hemoglobin Blood Clotting Time.

Albumin per cent

pH of Stool specimen

Weight

Glucose per cent

BARNES THYROID TEST
This test was developed by Dr. Broda Barnes, M.D. and is a measurement of the

underarm temperature to determine hypo and hyperthyroid states. The test is conducted

by the patient in the am. before leaving bed - with the temperature being taken for 10

minutes. Thetest isinvalidated if the patient expends any energy prior to taking the test

- getting up for any reason, shaking down the thermometer, etc. It isimportant that the
test be conducted for exactly 10 minutes, making the prior positioning of both the

Y ou can do the following test at home to see if you may have a
functional low thyroid. Use an oral thermometer or a digital one.
When you use adigital one, place the probe under your arm for 5
minutes then turn your machine on; continue on for an additiona 5
minutes. When using aregular one, shake down the night before.

thermometer and a clock important. Date: Temperature;
PRE-MENSES FEMALES AND MENOPAUSAL FEMALES Date; Temperature;
Any two days during the month . .
FEMALES HAVING MENSTRUAL CYCLES Bate: $emperature:
The 2nd and 3rd day of flow OR any 5 daysin arow. ae: emperature:
MALES Date: Temperature:
Any 2 days during the month. Date: Temperature:
Date: Temperature:
BPSIT BP STAND
PULSE SIT, PULSE STAND
SALIVA PH BLOOD TYPE
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