Hillgrove Family Chiropractic

Health Questionnaire
Patient Name:
                        ________________________________________________

Date of Birth:

                        _____________________

Sex: Male
Female

Marital Status: Single

Married
Widowed
Divorced
Other

Patient Resides with: 
Lives alone 




Spouse




Parents




Children




Other

Children (#):
Patient’s Home Address: ___________________________________________________
Phone:
____________________________________







Email Address:______________________________
Employer Business Address: ________________________________________________
Phone: ______________________________
Occupation:

                     ________________________________________
Referred by:

                     ________________________________________     
Spouse Name:

                      ________________________________________                  

Spouse Phone:
                  __________________________________

Please Circle
A. Major Complaints

1. What are your major complaints?

Head

pain 
numbness
tingling

Neck

pain 
numbness
tingling

Upper Back
pain
numbness
tingling
Mid Back

pain
numbness
tingling
Lower Back
pain 
numbness
tingling
Shoulder

right 
left

Arm

right
left

Forearm

right 
left

Buttock

right
left

Hip

right
left



Thigh

right 
left

Leg

right
left


Foot

right
left
2. Currently your pain is aggravated by:
Coughing 


Lifting

Sneezing


Bending

Straining at stool

Sitting

Neck movement

Standing

Reaching


Walking
Other


3. Since your symptoms began, have you noticed a change in:
Bowel function


Bladder function

Ability to Maintain an Erection

B. Review of systems (Are you presently suffering or within the past six months suffered from any of the following:

1. a. GENERAL

normal


chills

fatigue


weight change


weakness

night sweats

fever


other



b. SKIN




normal


eczema




rash


hair changes




redness


nail changes




itching


other

c. NEUROLOGIC




normal


fainting






headache

convulsions




dizziness

other



d. EYES




normal


right
left




vision trouble

right
left




pain


right
left



discharge

right
left



other

e. EARS




normal


right
left




hearing trouble
right
left



ringing


right
left



pain


right
left



discharge

right
left



other



f. NOSE




normal


absence of smell





pain


bleeding




other



g. MOUTH/THROAT




normal


absence of taste




sores


abnormal taste




bleeding

other



h. HEART/ LUNGS



normal


blue extremities




cough


murmur






wheezing

chest pain




difficulty breathing
palpitations




swollen extremities
other

I. BREASTS
normal


dimpling

lumps in breast(s)
discharge




redness/itching
pain



other

j. STOMACH/INTESTINES




normal


vomiting




diarrhea

decreases appetite




constipation

increases appetite




other


abdominal pain



k. REPRODUCTIVE/URNINATION




normal


impotence




sterility

inability to hold urine




painful urination
frequent urination



irregular menstruation
 other



painful urination




abnormal vaginal bleeding

l. GLANDULAR




normal


goiter




heat/cold intolerance
tremor

sugar in urine

other
m. MENTAL




normal

phobias




anxiety

mood swings




depression
memory loss or impairment



other

2. What are your habits?


Smoking

Never
Occasionally
Moderately
Excessively


Alcohol

Never
Occasionally
Moderately
Excessively


Recreational Drugs
Never
Occasionally
Moderately
Excessively

3. Family History

Father
Mother  Brothers  Sisters  Children


Cancer                         _____  ______  ______    _____   ______

Diabetes                      _____  ______  ______    _____   ______

Heart Trouble              _____  ______  ______    _____   ______

High Blood Pressure   _____  ______  ______    _____   ______

Stroke                          _____  ______  ______    _____   ______

Multiple Sclerosis       _____  ______  ______    _____   ______

Headaches                   _____  ______  ______    _____   ______


Neck Problems            _____  ______  ______    _____   ______

Back Problems            _____  ______  ______    _____   ______

Disc Problems             _____  ______  ______    _____   ______

Joint Problems            _____  ______  ______    _____   ______

Arthritis                      _____  ______  ______    _____   ______

Pinched Nerve            _____  ______  ______    _____   ______

Osteoporosis               _____  ______  ______    _____   ______

Scoliosis                     _____  ______  ______    _____   ______


Bad Posture                _____  ______  ______    _____   ______
D. Medical History

1. Health Care

     a. Have you been to a chiropractor


yes
no

     b. Do you have a family physician



yes
no

     c. Women


To the best of your knowledge are you pregnant
yes
no


Are you under the regular care of an OB-GYN
yes
no

    d. Have you been hospitalized in the past five years
yes
no

    e. Are you currently taking any medication

yes
no


Anti-inflammatory (Aspirin,Motrin,etc.)


Muscle Relaxants


Pain Medications/Analgesic


Tranquilizers


Birth Control Pills


Other

2. Which of the following illnesses have you had?


No previous conditions/illnesses


Arthritis

Ulcer


Asthma

Cancer


Sinus Trouble

Polio



Hay Fever

Rheumatic Fever


Allergies

Serious Injury


Tuberculosis

Bone Fracture


Diabetes

Dislocated Joints


Epilepsy

Spinal Disc Disease


Thyroid Trouble
Multiple Sclerosis


High Blood Pressure
Scoliosis


Low Blood Pressure
Mental/Emotional Difficulty


Heart Trouble

Prostate Trouble


HIV/ARC

Kidney Trouble


AIDS


Other

E. Insurance Information


1. Is your condition due to an automobile accident

yes
no



Date of accident: ​​​__________________


Have you filed an accident report


yes 
no


2. Is your condition due to a job injury


yes 
no



Date of Injury: _________________


Have you filed an injury report


yes
no


3. Do you have health insurance



yes
no



Company: 

 


   ________________________________


Policy # _________________________________

4. Are you covered under Medicare



yes
no



Medicare #

I understand and agree that health and accident policies are an arrangement between an insurance carrier and myself. Furthermore, I understand that this Office will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any amount authorized to be paid directly to this Office will be credited to my account upon receipt. However, I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment. I also understand that if I suspend or terminate my care and treatment, and any fees for professional services rendered me will be immediately due and payable.

F. Payment


I will be paying today by: 
Cash
Check
Credit card


Master Card
Visa
Discover

Account #: ____________________________________



Exp. Date:  ___________________
All accounts not paid within 90 days will automatically be put through on your credit card.

Signature _________________________________________________________________

Date         _______________________________________________
