patrent name

‘lﬁgi% g; %&MEE :‘%\\\ = ‘s e e = T S SR SEED o eSS |

How many hours of televrsron do you watch a day? O<1 113 [13-5 O>5
Do you usuaIIy snack while watchlng televrsron? [ yes O no o = 't [ T =

How many hours per day do you use a computer at work or home? | IZI <1 I:l 5, . - EI S8 . EI >5

How many hours per day do you ride m a car or other vehrcle? O<1 013 El 35 Os5

How often do you exercise? |:| dally [ 3x’s/week O 2xs/week | 'D 1g}week a1 dont S . o
How long do your exercise work outs last? [ >1 hour O 1 hour [ 30 minutes [ < 30 minutes I NA
What are your exercise activities? (mark all that apply) [ 1 don't exercise

[ walking [ swimming ] weight lifting

[ stretching/flexibility [ yoga/Pilates [ resistance bands

| runmng/treadmrIl/rowrng/clrmbmg |:| group exercise classes [ other

Do you take a multr-vrtamrn? |:|ye5 rj no If YES what brand do you take7 e m

List any other nutritional supplements you are currently taking.

supplement reason supplement reason
1. 3:
2. 4.
How often do you use tobacco? . |:| never : E’]rdaily O yveekly - |:| monthly |:| yearIy
ooooo ol g DO o W,D = o |:|3 : P D>5 =
- . DO e Dlz . D35 |j>5“
] D : o D 5 .. A D > |_—_|>5 .

Mark the followrng condrtrons as they pertam to your rmmedrate famlly n=neyer p= prevrously c=current|y

diabetes [ mother [l father [ brother [ sister
heart problems [ mother [ father [ brother [ sister
kidney problems @EIE  mother [Ek father @EE  brother [RE  sister
cancer [EE  mother [EEE father MEE  brother @RI  sister
headaches GBI mother B father B brother B sister
back pain EE  mother EIE father EE  brother GBI sister
obesity EEE mother EEE father EEE  brother EEE sister
poor condltlonrng = mother R father = brother [ sister
- . = \\\‘K

Mark thefollowmg con’oitioﬂ\nen ‘asthey currehtly kp‘e‘rtairki to you VVVVV
alcoholism Cyes COno  epilepsy Clyes [Ono low back pain [Ovyes OOno  polio Cyes Cno
anemia Cyes COIno  goiter Oyes Ono  measles Cyes COno  rheumatic fever yes COno
appendicitis [Oyes OOno  heart disease [vyes Ono  mental disorder yes [Ono tuberculosis Clyes COno
arthritis Oyes Ono  HIV positive  [yes COno  mumps Oyes OOno  venereal infection Oyes COno
cancer COyes Ono  influenza CIyes Ono  pleurisy Cyes [Ono whiplash Cyes CIno

pneumonia Ovyes Ono  whooping cough Oyes [dno




SYSTEM REVIEW

General
O consistent fainting
O loss of weight
O weight gain

Gastro-Intestinal

O constipation

O liver problems

O rectal bleeding
Eye/Ear/Nose/Throat

O asthma

[l ear noises

O nasal obstruction

O sore throat
Respiratory

O chest pain

Muscles/Joints/Bones

O backache
O spinal curvature

Cardio-Vascular

| ankle swelling
O poor circulation

Skin or Allergies

O bruise easily

O sensitive skin
Women

| cramps

N
_

O chills
O fatigue
O neuralgia
O diarrhea
O nausea
O vomiting
O crossed eyes
O enlarged thyroid
O nose bleeds
O tonsillitis
O chronic cough
O foot problems
O swollen joints
| high blood pressure
O rapid heart
O dryness
O excessive flow

_ )\ WOMEN ONLY

X-rays are contra-indicated during pregnancy. This clinic does not knowingly x-ray women who are or may be pregnant regardless

Mark the following conditions that are currently a cause of significant concern for you.

Oooo Oooo

oono

oo

OO

| patient name

convulsions O depression O dizziness

fever O headache O loss of sleep

night sweats O wheezing O nervousness

gall bladder problems M| hemorrhoids O jaundice

stomach pain O poor appetite O poor digestion
vomiting blood

deafness O earache O ear discharge

frequent colds O hay fever O hoarseness

pain in eyes O poor vision O sinusitis

difficulty breathing O spitting blood O spitting phlegm

pain bet. shoulders O painful tailbone [ stiff neck

tremors O twitching O weakness

low blood pressure O heart trouble O pain over heart
slow heart O strokes

eczema O hives O itching

hot flashes O irregular cycle O

painful periods

of stage or trimester of pregnancy. If there is a chance that you may be pregnant let the doctor or assistant know right now.

Are you pregnant?

[ yes

Ono

Do you want to take a pregnancy test now? []yes

Mark the following situations as they pertain to you.

tubal ligation

less than 10 days since

I understand and agree to the following:

e A history, consultation, examination, and x-rays are conducted for
diagnostic and informational purposes and I am requesting these services

e It is my responsibility to complete the clinic’s forms accurately

e It is my responsibility to notify the doctor if any of my information has changed or

requires updating

e Original x-rays are the clinic’s property and copies of the original film(s) and

report(s) will be released to me upon written request

© 2005 Parker Share Products

To reorder: Call 1-800-950-8044 | www.parkershareproducts.com

On what date did your last period begin?

Cno

yes [Ino complete or partial
hysterectomy

yes [Ono taking birth control pills

OFFICE USE ONLY
result of clinic pregnancy test: + -

Oyes Cno partner had a vasectomy [yes [dno
dyes [no
patient or guardian signature
date
#227004








