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PATIENT INFORMATION CONTINUED 

Have you had injuries in the past? Please include all auto accidents. falls, sports trauma. etc and dates: __________ _ 

Have you had any surgeries or hospitalizations? Please list dates as well: _________________ _ 

Pl�� l�t a�d���s and d�et _________________________ _ 

Are you taking any medications? List dosage and reason for taking: __________________ _ 

Are you taking any supplements? List dosage and reason for taking: __________________ _ 

Do you drink/eat dairy? O Yes O No Servings/week Do you eat fast food? O Yes O No Times/week ___ _ 

How often do you drink alcohol? O Never O Rarely (lx/mon) O Occasionally (lx/wk) O Moderately (2-3x/wk) 

O Frequently (4-5x/wk) O Excessive (6-7x/wk) 

How often do you exercise? O Daily (6-7x/wk) O Frequently (4-5x/wk) O Intermittently (2-3x/wk) O Occasionally (1-2x/wk) O Never 

How much do you smoke? O Never O 1/2 pack/day or less O 1 pack/day O 1-2 packs/day O More than 2 packs/day 

How old is you mattress? years 

What position do you sleep in? O Back O Stomach O Side with legs together O Side with top leg higher 

What is your stress level. on a scale of 0-10? 

Describe your job duties: ____________________________ _ 

How many hours do you sit in a chair per day? How many hours per week do you work? _______ _ 

I have read and reviewed the information contained herein and represent that it is true, correct, and complete. I understand that the doctor is 

relying upon the information in rendering treatment. 

Patient Signature (Parent or Guardian if necessary) Date 
••••••••••••••••••••••••••••••••••• 

OFFICE USE ONLY 

Respirations: __ Pulse:__ Self Manipulate? 0 Y O N CIT IL How often ____ _ 

Radiation to extremities: 0 Y O N Other systems involved? 0 Y O N ________ _ 

t pain: Flex I Ext I RRot I LRot I LLF I RLF CIT I LI UE I LE R/L 

,l, pain: _____________________ _

J, ROM: Flex I Ext I RRot I LRot I LLF I RLF CIT I L ---------------

Dominate Hand:  O R O L   Height: ___   Weight: ___ 
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Mother Father Siblings Children
Maternal 

Grandmother
Maternal 

Grandfather
Paternal 

Grandmother
Paternal 

Grandfather

If no longer living, 
please list cause of 
death

Arthritis

Cancer - type

Depression

Diabetes

Headaches

Heart Attack/Disease

High Blood Pressure

Multiple Sclerosis

Osteoporosis

Stroke

Thyroid Disease
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