Welcome to
Midlands Health Center

We want to take this opportunity to welcome you to our practice!

Our goal is to make your visit here as pleasant and as efficient as possible.

Please take a moment to complete the following
so that we may better serve you and your family.

PATIENT INFORMATION

O i
Full name: O ¥rs.

O Ms. LasT FIRST MIDDLE
Mailing address:

STREET CiTy STATE ZIP
Home phone:( ) Work phone:( ) Mobile phone:( )
SS#: — — Age: DOB: ! ! e-mail:
MMDDA Y

Marital status: [0 Married O Single O Separated O Divorced 00 Widowed Number of children:

Employer’s name;

Employer’s address:

Spouse’s name and address (if different):

Spouse’s DOB: ! ! SS#: — — Spouse’s work phone:( )
WIRODN
Spouse’s employer’s name:

Spouse’s employer’s address:

Emergency contact (not living with you): Home phone:( )
Relationship: Work phone:( )
IF THE PATIENT IS A CHILD OR FULL-TIME STUDENT, PLEASE COMPLETE

Mother’s name: SS#H: — — DOB: / /
WIMDDA Y

Address (if different): Home phone:( )

Mother’s employer’s name: Work phone:( )

Mother’s employer’s address:

Father’s name: SS#H: — — DOB: i
WMDDAY

Address (if different): Home phone:{ )

Father’s employer’s name: Work phone:(__ )

Father’s employer’s address:

MEDICAL INFORMATION

Referred by: Address:
Primary care doctor;

Primary care doctor’s address:

How did you learn about us?




HISTORY OF PRESENT ILLNESS

What problem(s) brought you in to the doctor today? Check ail that apply.

Date of onset | Right/Left [ Pain | Numbness Tingling Stiffness Soreness Weakness | Swelling

Head

Neck

Upper back
Mid-back

Lower back
Shoulder
Arm

Forearm

Wrist

Hand
Ribs
Buttock
Hip
Thigh

Leg

Knee

Ankle

Foot

Which is your chief concern?

How severe is the pain on a scale of 0 to 10 with 0 being none and 10 being the worst pain imaginable?
Circle one 0 1 2 3 4 5 6 7 8 9 10

Have you been seen or treated for this problem before? O Yes O No
If yes, by whom?

What treatments have you had? O None O Medicine O Physical therapy O Surgery
O Other

Did any of these treatments help? [0 Yes O Yes, but it came back O Partially
O No

Have you had anything like this in the past? O Yes O No O Not sure

Other concerns:




MEDICAL ILLNESSES

Do you have presently or have you ever been diagnosed with any of these diseases?

[0 Heart disease O Stomach disorder O Blood clots in legs Others
O High blood pressure [ Back/disc problems O Cancer

O Stroke/TIA O Neck problems O Thyroid disease

O Seizures O Scoliosis O Kidney disease

O Leg swelling O Pinched nerve in spine [ Liver disease

O Asthma O Migraine/headaches [ Depression

O Joint swelling O Arthritis O Diabetes

Please list and explain any SURGIC AL OPERATIONS and approximate dates
1. 4.

2. 5.

3. 6.

Please list and explain any HOSPITALIZATIONS and approximate dates

1. 4.
2. S,
3. 6.

Please list and explain any PAST TRAUMA and approximate dates

1. 4.
2. 5
3. 6.

Please list and explain any PAST CHIROPRACTIC CARE and approximate dates

1. 4.
2. 5.
3. 6.

Immunization History (please record the year the vaccine was last given)

Tetanus __ Pneumovax (pneumonia vaccination)
MMR Influenza

Hepatitis A Hepatitis B

Hepatitis C

FAMILY HISTORY

Do any immediate family members (parents, siblings, or children) sufter from the following?

Disease Family member Disease Family member
Back/Disc disease Heart attack

Neck problems/arthritis Coronary artery disease
Osteoporosis Congestive heart failure
Scoliosis High blood pressure
Pinched nerve in spine Stroke/CVA/TIA
Cancer Peripheral artery disease
Migraine/headache Diabetes

Osteoarthritis Kidney disease
Rheumatoid arthritis Thyroid disease
Connective tissue disease Digestive disorder













