LAURIE A. KELLEHER, D.C,, P.C.

TODAY’S DATE:

PATIENT INFORMATION RECORD-PLEASE COMPLETE ALL SECTIONS

NAME:

LAST FIRST M.IL
ADDRESS:
CITY: STATE: ZIP:
HOME#: CELL#
EMPLOYER: WORK#
E-MAIL:
MARITAL STATUS:
SSN:
DATE OF BIRTH: AGE
INJURY DATE: BODY PART:
SURGERY DATE:
REFERRING DOCTOR:
EMERGENCY CONTACT:
PHONE# RELATIONSHIP:

INSURANCE CO: PHONE#
ID#:

FINANCIAL RESPONSIBILITY - FILL OUT ONLY IF OTHER THAN PERSON
INDICATED ABOVE

NAME:

LAST FIRST M.L
HOME#: CELL#:
DATE OF BIRTH: RELATIONSHIP TO PATIENT:

***]F YOU HAVE SECONDARY COVERAGE, PLEASE REMEMBER TO
PROVIDE US WITH THAT INFORMATION***

HOW DID YOU HEAR ABOUT US.
___IWAS APREVIOUS PATIENT ___ PHYSICIAN __ PHYSICIAN OFFICE

__EMPLOYER __ WEBSITE __ YELLOW PAGES __INTERNET
___FRIEND (FRIEND’S NAME) OTHER




Have you ever suffered from:

[CJAlcoholism
[Callergies

nemia
[JArteriosclerosis
Carthritis
CJasthma
[Back Pain
[Breast Lump
[“Bronchitis
[Bruise Easily

ancer
[CIchest Pain/Conditions
[CIcold Extremities
Clconstipation

ramps

epression
[piabetes
[CIpigestion Problems

izziness
[Ears Ring
I___]Excessive Menstruation
[CEye Pain or Difficulties
CFatigue
[JFrequent Urination
[Headache
[Hemorrhoids
[High Blood Pressure
[Hot Flashes
[Chrregular Heart Beat
[Clrregular Cycle
[CKidney Infection
[CKidney Stones

oss of memory
D.oss of balance
[LLoss of smell
[ClLoss of taste
CLumps In Breast
[Neck Pain or stiffness
[Nervousness
[INosebleeds
Pacemaker
[Jrolio
[Poor Posture
[CProstate Trouble
[kciatica
[CBhortness of breath
[Ckinus Infection

[Kleep problems or Insomnia

[Ckpinal curvatures
[Cktroke
[CBwelling of ankles
wollen Joints
[Cdrhyroid Condition
[ruberculosis
uicers
[Cvaricose Veins
[CIveneredl Disease

Clother: |

Please use the following letters to indicate TYPE and
LOCATION of the symptoms you currently are experiencing.

A=Ache O=0Other

B=Burning P=Pins & Needles
N=Numbness  $=Stabbing
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Medical History

Have you been treated for any conditions ir] 1he”!osf yeq[Z;OEO Q_Ye_s

If yes, please descn'be‘

Date of last physical excm{ B B ' ‘771 Is there a chance that you are pregnant2 QO No Q) Yes
Have you had X-rays takenz QO No O Yes If Yes, where? | i

What medications are you taking and for what conditions (P!eqsé liﬁé&ogﬁe and amounts, gfc)llﬂ

L B B B o 1
What vitamins, minerals, or herbs do you currently take? (Please list for what conditions, dosage. and frequency).

Have you ever: No Yes | Briefly Explain

Broken bones?2 OO l_'"i I - -
Been hospitalized? - - -
Been in an auto accident?
Had Sprains/Strains?

Been struck unconscious?2
Had surgery?

00000
00000
|
|

Family History

Family Members - Present and past health conditions (Example: heart disease, cancer, diabetes, arthritis, etc.)

Do you experience pain every day? OnNo O VYes
Do your symptoms interfere with daily life2 OnNo O Yes
Does pain wake you up at night2 OnNo O Yes
Are your symptoms worse during certain fimes of the day? OnNo O Yes
Do changes in weather affect your symptoms? ONo O Yes
Do you wear orthotics? OnNo O Yes
Do you take vitamin supplements? ONo O Yes
‘WhOf activities aggravate your symptoms? - ! S

Habits None Light Moderate Heavy

Alcohol
Coffee
Tobacco
Drugs
Exercise
Sleep
Appetite

Soft Drinks
Water

Salty Foods
Sugary Foods
Artificial Sweeteners
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