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CASE HISTORY

JAIME N. TRENT, D.C.

JUSTIN L. FULK, D.C.

Patient Name: Date:
Chief Complaint
What are the symptoms that brough you in to our office?
Are your symptoms a result of an accident or injury: o Yes o No
If "Yes" was the accident/injury related to: o Work o Auto
Please describe the accident or injury:
Have any days of work been lost as a result of your symptoms? oYes o No
If "Yes" how many and when?
Medical History
Name of your Family Medical Doctor:
Medical Doctor Address & Phone No:
Date of last physical examination:
Findings:
Do we have permission to submit reports regarding your care to your MD? oYes oNo

Past Conditions

Have you had or do you now have any of the following conditions?

C = Currently P = Previously
Cardiovascular

C P Chest Pains/Tightness
C P High Blood Pressure
C P Problems Breathing
C P Cold Hands/Feet

C P Circulatory Problems
C P Stroke

C P Heart Problems
Gastrointestinal

C P Digestive Problems
Genito-urinary

C P Difficulty Urinating

Musculo-skelatal

C P Headaches

C P Neck Pain

C P Back Pain

C P Shoulder/Arm Pain

C P Hip/Leg Pain

C P Arms/Hands Numbness
C P Muscle Spasms

C P Joint Pain/Swelling
Constitutional

C P Fever

C P Unexplained Weight Loss/Gain

Eyes/Ears/Nose/Throat Neurological
C P Light Bothers Eyes C P Nervousness
C P Ringing/Buzzing in Ears C P Irritability

C P Memory Loss

C P Epilepsy

C P Seizures/Convulsions
Other

C P Cancer

C P Rheymatiod Arthritis
C P Osteoarthritis

C P Fatigue

C P Fainting

C P Frequent Colds

C P Diabetes

C P Menstrual Difficulties
C P Sleeping Problems
C P Eating Disorder

C P Alcoholism



C P Loss of Smell/Taste C P Dizziness C P Drug Addiction
C P Sinus Problems C P Depression C P HIV Positive

Family Health History
Indicate if any family members have had any of the following conditions?
F = Father M = Mother S =Sister B = Brother

Arthritis Headaches Sinus Trouble
Back Pain Heart Trouble Stroke
Cancer High Blood Pressure Other:

Diabetes Pinched Nerve

Disc Problems Scoliosis

Social Histor

Do you smoke? oYes oNo

If "Yes" how many cigerettes/packs per day/wk

Do you use alcohol? o Never o Rarely o Socially (occasionally)
o Moderately (weekly) o Heavily (daily)

Do you consume caffeine? o Never o Rarely o Occasionally
o Moderately (weekly) o Daily

Do you exercise? oYes oNo If"Yes" how often and what type?

What are your hobbies?

What type of bed do you have?

How old is the bed? What type of pillow do you use?

Current Medications/Supplements
What medications are you currently taking and indicate why?

What supplements (vitamins, herbs, etc.) are you currently taking?

Allergies
Do you have any allergies to medication, the environment, etc.?

Surgeries
Have you had any major ilinesses, injuries, falls, broken bones, surgeries, or accidents?
Women include information about pregnancies and childbirth. o Yes o No

If "Yes" please list and give the dates:

WOMEN ONLY: Is there any possibility you may be pregnant? o Yes o No o?
Have you: o Gone through menopause
o Had a hysterectomy

Print Name: Date:

Sign Name:




