Chiropractor
Dr. Jay Heller

119A Washington Place

New York, NY 10014

212-741-7792


CONFIDENTIAL PATIENT HISTORY (PLEASE PRINT)   



PATIENT’S NAME (last, first)





   
SOC SEC # 




ADDRESS ___________________Apt#____
__CITY 


STATE ______ ZIP


[image: image1.emf]BIRTHDATE ____________________ AGE _______   SEX  F     M        MARITAL STATUS: M S D W

HOME # _______________

 WORK # ________________
 MOBILE # _______________
 
EMAIL ____________________

    
 REFERRED BY






OCCUPATION _________________________EMPLOYER _____________________________________


Purpose of this appointment 












How long have you had this condition? _______   _Have you had this condition in the past



Have you seen a physician for this condition: Chiropractor ______ 
 _ MD _____  _ _ None      ___

What medications/vitamins are you currently taking?








Have any members of your family experienced the same or similar problems?





Please mark the diagram below with your areas of pain: 
List in order of importance the conditions that
you are most interested in getting corrected.

1 _________________________________

2 _________________________________

3 _________________________________

4 _________________________________

What functions are you unable to perform, or

induce pain upon performance? 
Women: Are you pregnant at this time? Yes     No             1 _________________________________

                                                                                            2 _________________________________

List surgeries and dates
                                             3 _________________________________
 






          4 _________________________________








          Have you ever had chiropractic care before?
Previous auto accidents/injuries and dates

                                      Yes       No







          Have you been treated for any health condition 
Have you or a family member ever suffered from:              by a physician in the last year?
 No      If Yes    explain


    







 Date of last physical exam




            Date







Patient’s Signature
     Rate your pain


                   LEAST                           MOST


Neck          1 2 3 4 5 6 7 8 9 10


Mid Back   1 2 3 4 5 6 7 8 9 10


Low Back  1 2 3 4 5 6 7 8 9 10


Hips           1 2 3 4 5 6 7 8 9 10


Arms          1 2 3 4 5 6 7 8 9 10


Legs           1 2 3 4 5 6 7 8 9 10








__Dizziness         __High blood pressure   __Backaches                    �__Diabetes          __Headaches                 __Heart trouble


__Allergies          __Arthritis                       __Asthma


__Cancer            __ Neuritis                      __Nervousness


__Sinus trouble   __Neck pain                   __Digestive disorders












