Pure ADIO Chiropractic, Inc
2630 NE 203rd ST, North Miami Beach, FL 33180   305-937-4436  Fax: 305-932-3655

New Patient Health History Form
In order to provide you the best possible care, please completely fill out this form. All information will be kept strictly confidential.

Date____________

Full Name___________________________________________________________________ 

Address_________________________________________________________________ 
City________________State_________________ Zip___________

Cell Phone ________________________H.Phone ________________________ W. Phone_____________________ 

Sex: Female/Male Date of Birth___________ Age__________

Social Security #____________________________________

Email________________________________________________________

Occupation________________________________________________Employer______________________________________
In Case of Emergency, Contact Name_____________________________ H. Phone__________________________________

Cell phone________________________________________Relationship__________________________________________



Marital Status S M D W   Spouse’s Name____________________________________________
Number of Children/Ages__________________________Spouses Occupation__________________________________

Who may we thank for referring you?____________________________________________________________________


Please circle for each of the following: 



Growth and Development/ Childhood: 
[If yes, please explain]
Any complications during birth?                           Y  N_________________________________________________________

Childhood illnesses? 



Y  N ________________________________________________________
Sports or other physical activities 
             Y  N ____________________________ ____________________________
Injuries during sports?
 


Y  N _____________________________ ___________________________
Auto accidents? 



Y  N ________________________________________________________
Did you have other traumas? 


Y  N ________________________________________________________
Current Health Info:

Drugs: prescription and/or recreational? 

Y  N ________________________________________________________
Surgery? 




Y  N ________________________________________________________
Hospitalizations?                                                  Y  N _________________________________________________________

Did/do you smoke? 



Y  N _________________________________________________________
Did/do you drink alcohol? 


Y  N _________________________________________________________
Exercise regularly? 



Y  N _________________________________________________________
Do you sleep well, hours of sleep? 

Y  N ________________________________________________________
Drink Coffee?                                                        Y  N_________________________________________________________

Rate your Diet (10 being a really healthy diet)                            1     2     3     4     5     6     7     8     9     10
Chief Complaint:
Reason for Visit  Spinal and Nervous System Check-up

 Other: ___________________________________________________________________

If there is a symptom, when did your symptom appear? _______________________________________________

Is this condition getting progressively worse?  Yes  No  Unknown

Rate the severity of your pain on a scale of 1 (least pain) to 10 (severe pain) ______________

Mark an X on the picture where you continue to have pain, numbness, or tingling:

[image: image1.png]



Place a mark on “Yes” or “No” to indicate if you have had any of the following
	AIDS/HIV 

Yes No

Alcoholism

Yes No

Anemia

Yes No

Appendicitis

Yes No

Arthritis

Yes No

Asthma

Yes No

Bleeding Disorders

Yes No

Bronchitis

Yes No

Bulimia

Yes No

Cancer

Yes No

Cataracts

Yes No

Depression

Yes No


	Diabetes

Yes No

Emphysema

Yes No

Epilepsy

Yes No

Fractures

Yes No

Glaucoma

Yes No

Goiter


Yes No

Gout

Yes No

Heart Disease

Yes No

Hepatitis

Yes No

Hernia

Yes No

Herniated Disk

Yes No


	High Cholesterol

Yes No

Kidney Disease

Yes No

Liver Disease

Yes No

Migraine Headaches

Yes No

Miscarriage

Yes No

Osteoporosis

Yes No

Pacemaker

Yes No

Parkinson’s Disease

Yes No

Pinched Nerve

Yes No

Pneumonia

Yes No

Prostrate Problem

Yes No


	Prosthesis

Yes No

Rheumatoid Arthritis

Yes No

Suicide Attempt

Yes No

Thyroid Problems

Yes No

Tonsillitis

Yes No

Tuberculosis

Yes No

Tumors, Growths

Yes No

Typhoid Fever

Yes No

Ulcers

Yes No

Other ______________________

__________________________




I hereby certify that the statements and answers given on this form are accurate to the best of my knowledge and understand it is my responsibility to inform this office of any changes in my health.
I agree to allow Pure ADIO Chiropractic Inc. to examine me for a further evaluation.

Patient Signature_____________________________________________ Date________________________
