[ﬂ:gATIENT INFORMATION “PROCEDURES _

Date — | . Cheto”
Paient _ render professional care tome. -
Address :
o *24hrs notice requested to avoid missed appt fee.
Sec[JM [JF Age__ Bithdale *Fees are due when services bave been rendered.
Single [ JManied [JWidowed Sqnmd DDcvomed _ .
- O D D _*I give Dr. Greenberg's office permission to
o _ send educational material to me .
Employer, - *This is notice of privacy procedures Greenberg
‘ Chiropractic/Acupuncture Office has adopted
Number of Chidrer: ' — to protect the privacy of your health
Email: . . - - information & that we have modified our
‘Spouse’s Name:- : curit scedures.
Birthdate :
Occupation )
| Patients signature Date

.AcéiDENT INFORMATION

is condition due to an accident? [ ] Yes [ ]No Date

@ PHONE NUMBERS

Home___
* Work . _ Type of accident { JAuto [[JWork [JHome []JOther
IN CASE OF EMERGENCY, CONTACT - To.whom have you made a report of your accident?
Name . Relaionship__.___ [ Auto Insurance [] Employer []Worker Comp. []Other
Home Phone WorkPhione_______ . Attomey Name (# applicable)
@ PATIENT CONDITION 1w " oo
Reason for Visit
Whencidyoursymptomsappeaﬂ

is this condition getting progressively worse? [ ] Yes DNo [ Unimown
MmemmmMmb_mmmmwwm_
Rate the severity-of your pain on a scale from 1 (least pain) o 10 (severe pain)

Type of pain: [ISharp [JOull []Throbbing [ ] Numbness []Aching [ ] Shooting
[(]Buming [] Tingling DClamps [} Stifiness [] Swelting [ ] Other

How often do you have this pain?
lsuoonstantordowtoomeamigo". :
Does it interfere with your [ ] Work [] Sleep [[] Dailly Routine [ ] Recreation
Activities or movements that are painfud to pedorn [ ] Siting [ ] Standing [ waiking [] Bending {_ijmuDown

Pain in the AM / with stiffness Pain at nite Pain unrelieved by rest/position

What treatment have you received for this condition?

Have you had spinal X -RAYS, MRI, CT scans NO Yes approx date




,/0; ) HEALTH HISTORY

PAST (O) OR PRESENT (X) CONDITIONS:

A Fractured Bones ——— Learning Disabiiity —_— i
———— Auto Accidents — Mistiake sidedness (R. from L) Heart prodlems
{2) ——_ O-1 yours ago — Stutter —.Stroke
) 1-§ yours ago ——— Dyslexia — Highorlawbloodmuurc
. €} . MOrsthan $ yoars ago ———~ Mood Changes —— Varicose veins
~——— Other Accidents/Falls ——— Lose Temper easity e Liver troudile
——— Knocked Unconscious e Gl bisdcer roubie
—_— Za::ﬁumn biso D ——_ Headache — £
—_— wl or Emotionsl Disorders ——— Neck pain or st L ——— Digestive problema
__.Amnimb‘:. —mm& or pain in arms, ———— Excessive gas '
— hands, Lt N in i
————— Swolign or Painful Jaints —_— daw o-:?:;iekﬂ.u..:.) RL — tel‘ﬁwmmm.mmh
~—— Convuisions/Epdepay ——— Head Scoms 100 Hoavy ——— Ulcers
—— Skin Protilems — Head & Shouiders Feel Tired —~——— Diarrnes/constpation
—— liching —— . Difficulty in excessive —— Colon voutte
— __ Bruise sasly [Standing. Walking, Sitting, mdmg Bending, Hemotthoids
e Cancer Litting, Twisting, Housenold Outies) Prostate proot
Frequant Cotds/Flus ——— Sheuliderpein R. L Impotence
’ + i Dizziness ’
B . Nervous ——— RingingineersR L G _____ iGdnay wouble
Tenwon — Hesringloss AL ——— Kidney stones.
— Devresseq Fainting. Frequent urinaton
s lvitabie —— Loas ofbelance Pginful urnabon
Anema . Blumred gr double vision Rt — Dincharge
___.fmeaSwumq _'“U':«Mp-hqr:ﬁn:RL Menstrust probd IPMS
remors " e Mid Dack pein or stitiness R L. ——— Maeanopayssl prodiems
———— Light bothers eyes ———— LOow back'pein of stiffness . 1 Bresatt "‘m as,
—_— Alqu ) e NUmMbNR38; fingling or pain in buttocks, discharge
—— Sinus Problesns : thighs, Jega. foet. toes AL, — Pregnant(now)
—— Light headea upon anung Pain with cough, sneeze or atrain at siools — . Bedwening
— — Undersuess ——HippsinRL L Ear infec
Crave . Foottrouble A. L e Hepatitis
———— Eating disorders E - B Venoreal i
c T e Chast pain —— AIDS/ARC
Trouble concentranng —— Lung problams
L0933 of memory ) Difficult breathting -
Family history (mark F)  Your history ( mark with X)
‘Cancer Heart problems Stroke Seizures Scoliosis
EXERCISE 'WORK ACTIVITY | HABITS |
] Nene (] sitting [1 Smoking Packs/Day.
[ Moderate [ Standing [ Acohot Drinks/Week
[] Day (] Light Labor {] CoffeefCatteine Drinks CupsDay.
[ Heavy '[ ] Heavy Labor ] High Stress Level Reason
Are you pregnant? [ ] Yes DNo Due Date,
 Injuries/Surgeries you have had ription Date Last Chiropractic care
Falls - . Acupuncture Care
Head Injuries Medical Physical
Broken Bones LatvBloodwork
Dislocations Gynecological ____
Surgeries
?MEDICATIONS ALLERGIES | VITAMINS/HERBS/MINERALS



