CoLLYARD Date:

Chiropractic

PATIENT MEDICAL HISTORY

Patient Name: DOB: Height: Weight:

Patient Medical History (Check all that Apply): E-Mail:

Tobacco Use: [0 Current O Former O Never

Head Gastroinestinal Psychiatric
CTrauma CICirrhosis [IBipolar disorder
Ears CJGERD [JDepression
[JHearing Aids [JGallbladder disease LJAnxiety
Nose/Sinuses [IHeartburn Endochrine

LI Allergic rhinitis [IHepatitis LIGoiter

[JSinus infection [Hiatal hernia JHyperlipidemia
Cardiovascular [JJaundice LIHypothyroidism
CJAneurysm OJUIcer O Thyroid disease
[JAngina Genitourinary O Thyroiditis
UDVT [LIHernia LType | DM
[JDysrhythmia OlIncontinence OType || DM
COHTN LINephrolithiasis Heme/One
CIMurmur LIUTI(s) LJAnemia
JMydocardial infraction Musculoskeletal JCancer
Respiratory U Arthritis Infectious
JAsthma OGout COOHIV
[JBronchitis CIM/S injury O Tuberculosis (dz)
[JCOPD - Bronchitis/Emphysema  Neurological U Tuberculosis (exposure)
CIPleuritis UJEpilepsy [IOther:
LIPnuemonia [ISeizures

[ISevere headaches/migraines

[JStroke
OTIA

List Current Medications, Dosage and Use (We can also take a copy of your med list):

Patient Allergies and Reactions (Please List):

Patient Surgeries and Hospitalization (Please List):

To the Best of my knowledge, the questions on this form have been accurately answered. | Understand that providing incorrect information can be
dangerous to my (or patient’s) health. It is my responsibility to inform the chiropractic office of any changes in medical statues.

Patient Signature Date



