Current Condition Questionnaire

Please complete all of the following questions to the best of your knowledge. A clear
understanding of your current condition wil heip the doctor treat you more effectively.

Today’s date
Name Date of Birth
Address City State Zip
Home Phone/Evening | Work Phone/Evening

Cell phone: email
Q Iwould be interested in receiving emails
regarding on-site events and Tips of the Week

1. Which of the following best déscribes the type of care you are seeking?
O Temporary relief U Long term correction U Not sure/depends

2. Please check the box which best describes your current marital status:
0 Single O Married O Divorced O Widowed O Separated

3. Spouse's name Ages of children

4. Your employer Spouse’s employer

5. Days off from work Referred here by

6. Who is responsible for your bill? O Self O Spouse (O Employer O Insurance d Other

7. How will payment be made? (Check one answer) O Cash O Check Q Credit Card

. O Worker's Comp O Health Ins. Q Autoins. O Other

8. Insurance company name/address

9. Please use the diagram below to mark MAJOR COMPLAINT
the exact location of what you are feeling: Please describe your major problem, including the
Sharp pain = XXXXX Dull pain = /////i! type and frequency of the pain:

Tingling = ::::::: Burning = 222727 Numbing = 0o




10. When was the first time you were aware of this problem?

11. How do you believe it started? \What was the cause?

12. Can you think of any accidents, falls, etc. which might have caused your problem? (If “yes”, please explain)

13. Did you ever have this problem before? (if “yes”, please explain)

14. Have you had previous treatment for this condition? (If “yes”, please explain)

15. Has this problem been getting U better O worse U staying the same?

16. Is there anything you do that makes your condition worse?

17.Have you ever been in an auto accident? [ Pastyr. [ Past5 yrs. O Over 5 yrs. O Never
18. Have you ever been treated by a chiropractor before? U Yes  No

Chiropractor's name and address

Dates consuilted: For what problem?

Activities Discomfort Assessment

Please place a check next to the activity that hurts or you have difficulty performing because of the
condition that brought you here today:

Personal Grooming: Travel: auto, train truck, airplane General:

Combing hair Driving Lifting children

Shaving As passenger Bending

Infout of bathtub ] Minutes per day Climbing stairs

Brushing teeth ! . Getting in/out of vehicle Reading

Other: Sleeping or lying in bed
Housework: Yardworlk: Rolling over in bed

Doing laundry Mowing lawn Swimming

Making beds Shovelling (snow, dirt, mulch) Sports:

Vacuuming Raking leaves Hobbies:

Washing dishes Gardening Using typewriter or keyboard

Ironing Knealing '

Carrying groceries General: Using telephone

Caring for pets Walking Exercising

Cooking Standing

Other: Running

Sitting

Besides what you just checked off, do you have other treatment goals or other means of measuring
your progress? 1. 2,

L

Fees are payable at the time examinations, x-rays, and treatments are received, uniess other
arrangements are made in advance. X-rays remain property of this clinic.

Patient’s signature Date




MOUNT AIRY CHIROPRACTIC CENTER
DAVID E. KORONET, D.C.

PATIENT INFORMATION
PLEASE PRINT
Name Nick Name Date
Address City, State, Zip
Home Phone Cell Phone
Birth Date Social Security #
Sex:M F Martial Status: Single Married Divorced Widowed Other
Full Time Student: YES NO Ages of Children

Person responsible for this account

Employer Name and Address_

Employers phone

Primary Care Physician Name & Address

Primary complaint and preblem area

Is this a work related injury? YES NO Auto accident injury? YES NO

Email Address

INSURANCE INFORMATION

PRIMARY INSURANCE COMPANY

Policy holder’s Employer

LD. # ___Group #

Name of Policyholder

Policyholder’s birth date SS #

Relationship to Policyholder




PATIENT HEALTH HISTORY

l

No

Name:
Please check "yes,” or "no” for @ach question, or fill in the answers fo the best of your knowledge. These questions
are not In any particular order. Your answers wiil be held in strict confidence. Yeos

Have you gained or lost more than 10 pounds In the past year? ...

Do you oflen experience fever ot chilis?... 3
Do you somelimes have severe soaking sweols afl mgh!?

Whal allergies do you suffer from, If any?
Have you ever been tiealed for anemia (thin blood)?
Do you bruise.or bleed easily? .. -

Are you curnently having a problem with Iiching or :oshes’?
Have you ever been treated for a thyroid condition?..

Do you have diabeles (sugar diseose)‘?
Does diabetes run In your family? ..
Have you ever had neck surgery of irrodlotion heolmems? - T
Do you suffer any disturbance of your vimon?
Ate you hard of hearling? .......cevvveeees

Do you have constant noise in yom ecrs?

P viou attimas have Bad NOSE BIGEITIET isivssarsimnimimiismioinsmsss s v ssnivise
AT VO OMEMEOEIEETR . s s s isss R AT A e AR e oo S S e e
DO you NGve SIS RIOBHISIIET i uinuiiisntsimesi s iy o mais aiin v s s s i S s
P&yt have diy e e il BEBIemET s s s
Do you often have an upset SFOMACNT ..o erieeressitee e rreseseresesnressnnssereeessrnrasssernres
Have you everthiown URBDIOOH T icsiaivmmsmniin isnmamiir i i s daty v asianiie,
Do you often feel a choking lump N YOUT tRIOQE? ... e ieeeieeceeiee e eeeereteeraa e rna
Do yousufter fromindigesion orREGHIDUINT ....oemsmsnssrnrsisssssnsanssrayonss vesssssssarssrrossssision
HéS @ daclorevernsaleiVahad STorndChittBis? Laumitraismaiiewiniisnims st i
Do you suffer from frequent 1005e DOWEl MOVEMENIS? ...ccouviiiiiieriieeieseeeinsesiiesssiisiisseeseess
Have you ever had bloody diarrthea?...
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Do you constanlly suffer from bad consllpmion? ................................................................
What type of hernia do you have, If any? None
Have you 'everhad piles (fectal Remonmholds) ? ... umiasinninsistimammmsamame s U
Have you ever had Jaundice (yellow eyes and SKIN)7? ...ccvuiieiermreiriiniennsiensaissinrsssmnmssnnannns 0
Have you ever had liver or gall bladder lrouble? ....... -0
Are you troubled by constant coughlng? | 1 |
Have you ever coughed up blood? .. R, U i
Do you suffer rom asthma, wneezmg or snorlness o! b:eoth? il
Have you ever had tuberculosis (18)7? ... o
Have you ever lived with anyone who hOd tuDerculosls (TB)? vis 1)
Have youever hadalehionlc hest CONAINONTD. .. oo rmrnsrsssrssizernn smremmmsnsnnrozssneeparassmsasmseds o
Have you ever smoked in the past, but no longer smoke now?... 2 o
If you smoke, for how many years? How many pocks per dcw? None
Has a doctor ever sald your blood pressure IS 100 hgh? «.cwiiirieneaen. A
Has a doctor ever sald your blood pressure IS 100 IOW? ... .evvvvveeiiiecniieenieeeneieeeessenessnnnens
Does high blood pressure run IN your 1Amily? ... e S ]
Do you evar have pains in 1he haart O Chest? ...ttt e raassassssssiains [
Are you often bothered by thumping of the heart? ..o (A
DO WEET G DECEIMIEKRETT o osmrninersnsess bhnmssmrerssia rnmesss samy snpasneoss s s sssrihnsmyuns vossusspessavas o)

ATE YOUr OnKISs OHEN DAY SWOIBNT iviisrmunsaieirmsmmtanserissmnmsnsistsinmersedae1asessisssessspeosssas s annss

As a child, did you have rhoumMAHC 1BVEIT ....uuswesisssstasotsrssossisssnsanssaissisisessssissssiassssssrrs

Has a doclor ever sald you have heart trouble? ....... o s

Does heart trouble run In your family?... Shig

During the day, do you usudally have lo urlnote frequently?

Do you ollon have severe burning pain when you urnate? ..
(PLEASE TURN PAGE ovca)
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Yos No
Have you ever noticed bIood IN YOUT UMNOT .uermemseranmmsssarsrsnnsnssssssmisssrsnsasnsassstasansses o a
Do you sometimes lose control of your bladder?... N £ e i
Do you often wake up at night to urinate?... 5 | OO, M N~ 1 (W1
Were you ever treated for "bad blood (venerecl disecse)? ST NN, 5 | = ()
Has a doctor ever sald you have a kidney or bladder diseose? L)), bk RO e oo SIS
Does kidney disease run In your familly?.....ccccvemmececinnenns B o T T e o aQ
Do you suffer from frequent severe headaches? ... R S e FeE
Are headaches common IN YOUr faMllY 7 .euueeeraeraiiersmaiiisnnnnisnnnnss BN i 1 |
Do you often have spells of severe dizZINOss? ... s E)
Do you frequently feel faint?... wold Bl
Do you have numbness of ﬂngllng in ony por: of your body? -0 8
Were you ever knocked unconclous? ., 5 st A 55
Have you ever had a fit or convulsion (epiieptlc selzure)? il )
Has anyone In your family ever had eplleptic selzures?... S [ |
HAVE YOU @VET NOA G SIOKE? uriuruessestinsermsseimesnesssiasssssssastssessensssss st siassnsassssssanssss st asssss o a
Do you suffer from severe theumnatism (QrthIIS)? ..o cee ik -8
Does theumatism (arthiitls) run In your famlly? cueeieieimnsesmsnecsrnmnnrssesesnsiisssanasssensees @2
Have you ever had any fractures or dislocatlons? ......cceeeeeeeseanennes DO -~ T S 4 (0 R |
Do you have any metal Implants (Prosthesls)? «.eeieveiscsernciennens S 5 O
DId a doctor ever treat you for Q tUMOT Of CANCEIT cuererseessesssrsrssnsssasssssonsosserasssasassssessensss (0
Does anyone In your Immediate tarnllv'nove CANCOIT. sy &l
Do you usually slesp fitfully?... e e e o ] ]
Do most days glve you a feellng ot belng stressed?..... ....................................................... B @
Do you get shaky If you are hungry?... i [
Do you get Irltable before meols?............................... « 0 0
Do you offen leave meals feeling OVer-full ... it 1 T |
‘Do you have fatigue or a *wiped out” feeling before or after eating?......uveeeeeevrrerene Py O
D0 YT AT 1 1 S SUUSURENORRN S SRS s SR p—— S 1] (I 1 |

What medications are you cuniently taking, If any?
What nutritional supplements are you regularly taking, If any?
Wahat surgerty have you ever had done, If any?
How often do you exerclse, If at all? every What type?
How many hours do you typleally siedp aach night? # houts per night

Last doctor seen (lype). Date seen: Date of last blood test;
Date of last urlnalysis: Name of Family Doctor:

o

o0o0o0ocC DDI:IE‘.

01
Per week do you find that you do pol eat three balanced meals? P
Por weak do you eat meals or snacks at fast food restaurants?...
Per week o you have meals with green, leafly vegelables?..
Per week do you diink SOft AilNKS 7. s rmmmmminisnmumnnn i
Per week do you add teaspoons of sugar cnd{or eat candybors? s
Per week do you have sweet dessents?.....iiuiimmmnnnnmmimnnian
How many cups of coffee do you drink per clcy? .....................................

How many alcoholic diinks do you have Per WOeK7.....uminin

Ferwomenealy: Have your menstrual perlods usually been painful? QVYes O No
Have you often been troubled by vaginal discharge?  (JY es ONo
Wwhat was the dale of your last menstrual perlod?
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What was the date of your last PAP test?

Ate you curently using birth control? L Yes QNo
(If yos, what type)__
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