CONFIDENTIAL Natural Health Center, PC
HEALTH INFORMATION " Dr e Buthed

Please allow our staff to photocopy your driver's license and insurance details.

SRS
All information you supply is confidential. We comply with all federal privacy standards. AR L e
Please print clearly.
Li Lol ) Have you consulted a chiropractor before?
OnNo OYes  When?
Whom may we thank for referring you? If so, whom?
Gender
O Male O Female
Your Last Name Your Social Security Number
Your First Name Your Middle Name (or Initial) Birth Date (MM/DD/YYYY)
Marital Status
O 5ingle O Married O Divorced
r— OWidowed O Separated
City State/Province ZIP/Postal Code Home Phone ~ Spouse's Name o
Email Address Cell Phone Child's Name and Age
Emergency Contact Phone Child's Name and Age
Your Dccupation Child's Name and Age
Your Employer May we contact you at work?
OYes ONo 8
Preferred method of contact? 5
— OHome Phone O Cell Phone
S OWorkPhone  OEmail O
State/Province ZIP/Postal Code Work Phone g
Insurance Carrier Policy Number Primary Care Provider's Name T
Insured’s Last Mame Birth Date (MM/DD/YYYY) Who carries this policy? g
i OSett OSpouse O Parent s
First Name Middle Name (or Initial) z_;
o
Insured's Employer g
(@]
Address =2
city Stale/Province  ZIP/Postal Gode Employer's Phone 1/4
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1. The symptom(s) that have prompted me to seek care today include:

Patient Name
2. And are the result of (darken circle): ) An aceident or injury
O work O Auts O Other
(O A worsening lang-term problem
(O An interest in: O Wedlness () Otner
3. Onset (When did you first natice 4. Intensity (How exireme are your 5. Duration and Timing (When did it start and how often do you feel 7)
your current symploens?) HWWTE?} - O Constant ) Comes and goes. How Dfter?
Abssnl  Uncomioriable  Agonizing
6. Quality of symptoms (What does 7. Location (Where does i hurt?) B. Radiation (Does it affect ather areas of your body? To what areas does the
It besa! likoa?y Circle the area(s) on the illustration. pain radiabe, shool or travel.)
"0 bor curent condition
O Mumbess “X" for conditions experienced in the past
(O Tingling
O Siitiness 9. Aggravating or relieving factors (What makes it betier or worse, such as
] What tends to worsen
O Aching the problem?
O Cramgs Wt tends fo [essen
O Magging the problem?
O Sharp 10. Prior interventions (What have you done o relieva the symploms?)
() Buming O Pescigionmedicaion O Sugey  Okkee
(O Shoating O Over-thecounter dugs (O Acupuncture () Heat
(O Theabbing (O Homeopathic remedies (O Chiropeactic.~— Other
() Stabibing (O Physical theeagy ) Massage
O Dther g
1. What eisa should Dr. Schmidt and Dr. Bathel know about your current condition? %
12. How does your current condifion interiere with your:
Work or career;
Recreational activities:
Household responsibilities:
Perzonal ralationships:
13. Review of Systems
Chiropraclic care focuses on the infegrity of your nervous system, which controls and regulates your entire body. Please darken the circle beside any condition that you've
Had or currently Hawe and initial to the right.
2. Musculoskeletal
O Olsteoporosis O O Arhritis O O Scoliosis O O Meck pain O (O Back problems C‘J DHlpmsurm
O Okneeinjuries O O Foolfankle pain O O Shoulder problems O O Elbowiwrist pain O O TMJissmes O O Poorposture ik
b. Hearological
Had Have Had Have Had Had Hawe Had Havw Had Have meE ()
O O Anaty O ObDepression O OHeadache Q O Diginess O Pins and O OMNumbness
¢, Cardiovaseular Rohes it
Hsd Hawe Had Have Had Hawe Had Hawe Had Huwe Had Have “I::}
O OCtightood O Olowblood O OHighcholesterdl O O Poorcircutation O O Angina O OExassive
pressLre plessure bruising Wty
. Respiratory
Had Hawve Had Have Had Have Had Have Had Heve Had Have NONE ()
O O Asthma O Ohpnea O O Emphysama O O Haytover O Oshomness O OPrewnonia
&, Digestive of breath ndials ____
Had Have Had Have Had Have Had Hawe Had Have Had Have NoKE ()
O O Anorsdabulimia O O Ulger O OFood stnsitiviies © OHeatbum O O Constipation  © (O Dianhea S Dector's Initials
1. R
m Had Have Had Have Haf Have Had Hawe Had Haw woae(y | Matural "':“‘ Canter, PG
O OBlumdyisin O ORinginginers O Oearingloss O OChionicear O Olossofsmell O Olossattaste s
infection — 2 2
g. Integumantary
Had Have Had Have Had Have Had Have Had Have Had Have HONE )
O OSkincancer O OPsoriasis O OEcrema O O Acne O O Hair loss ' ORash -
T | amrmevent g m—




{Contimred from previons page)
h. Endocring
Had Have Had Have Had Have Had Have Had Have Hed Have NONE ()
O OTyroidissues O O Immune O OHypoglycemia O O Frequent O O Swalien glands O O Low energy :
I. Genitoerinary disarders intection s
Had Have Had Have Had Have Had Hywe Had Have Had Have MORE ()
O Okidney stones O © Infentility O O Bedwetling O OProstateisses O Ofmcile O OPMS symploms s
|. Constitutinnal dysfunction f—
Had Have Had tave Had Hawe ; Had Hawe Had Hawe Had Have NOKE ()
> O Fainting O O Low libida O O Poor appeite O O Fatigue O O Sudden weight O O Weakness :
Bain/loss deieta one) LT J—
Past Personal, Family and Social Histary
Please identify your past health histary, including accidents, injuries, fllnesses and irestments. Pleass comglets each section fully.
14. llinesses 15. Operations 16. Treatments
cmmiummmmmmmmmwm Surgical intervendions, which may or Check the ones you've recaived in the
Had Have Hul Have may not have included hospitalization.  Past or are recaiving Currently.
O O s O O O Appandix removal Pasd  Comrently
O O Meoholism O O Tuberculosis O Bypass surgery O O Aupmcture
O O Alergiss O O Typhoid fever O Cancer O O Aniibiolics
C O Meriosclernsis O O Uleer O Cosmelic surgery O O Binhcontrol pills
O O Cancr Dther: O Blective surgery: O O Biood ransfusions
O O Chicken pox — O O chemotherapy
O O Dibetes O Eye surgery QO O Chiropractic care
Q O Epilepsy O Hysterectomy O O Dialysis
O O Glaxom O Pacemaker O O Hets
O O aolter — O spime O O Homeopathy
O O Gcou O O Homone replacement
O O Heart dissase O O Inbaler
O O Hepatitis O Tonsillectomy O O Massage therapy
O O HN Positive O Vasectomy O O Physical therapy
O O Malaria O Other QO O MNubitional supplements:
O O Measkes List
O O Multiple Sclerosis
S8
Palio 17. Injuries
O O Rneumatc over Have you ever.. © O .
O O Scarlet fever O Hada fractured or broken bone (O Used  crutch or other suppart over-the-counter):
O O sowlymnsniteddissase O Had a spine of nervedisorder O Used neck or back bracing
O O Stroke O Bemnknockedunconscious O Received a taitoo
O Beeninjwedinanaccident O Had a body piercing
18. Family History
Relative Age (If living) State of health llinesses Ape al death Cawse of death
Good Poar Maleral Enexs
Mother O Q.0
Father QO O O
Sisler 1 OO0 o O
Sister 2 Q0O )
Brother 1 00 O O
Brother 2 B G
EYE) QA0
1. Are there any other hereditary health issues that you know about?
20, Social History
Tal Dr. Schmict and Dr. Bathsl about your health habits and stress knveds,
Mcoholuse O Dally O Weekly  How much? Prayer or meditation? OYes QMo
Cofieewse  ODaily OWeekly How much? Jab pressure/stress? OYes  OhNo
[ Tobaccouse ODaily OWeekly Howmuch? Financial peace? OYes Olo
3 Bercising ~ OD0aily CWeskly  How much? Vaccinaled? OYee OMo
74 Painrelievers  ODaily O'Weekly How mueh? Mercury fillings? COYes Oho
Softarinks O Daity OWeskly How much? Recreational arugs? OYs ONo
Waterintake ODaity OWeekly Howmuch?
Hobbies:

Patient name

(Al other syslems negative

Consuitalion Notes

Doctor's Initials

Natural Health Center, PC
Dr. Shawn M. Schmidt
Dr. Jess E. Bathel
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21. Activities of Daily Living
How does this condition currently interfere with your lifie and ability o function?
o ME M e i

Sitting Oo—{O0—0—0 Grocery shopping ) O
Rising out of chair O O O Household chores O O O )
Standing {2 > O O Lilting objects O O O O
Walking O O O O Reaching overhead O O O—
Lying down O—O0—0—0 Showering of bathing O O O O
Banding over O r @, O Dressing mysell O0—0 B, @
Climbing stairs {7 O O i) Lo life O O O 's)
Using 2 computer O 9, O—0 Getting to sleep ) O £ O
Getting infout of G — - — O O——) Staying asleep ) 9 @ O
Driving a car e ————C) Conpentrating ————————eeoeo Qo O—O——0
Looking over shoulder O O O O Bxercising O Qe D
(111, VS o) W—" ) SH— ) W— | Yard work O O O O

22. What is the major stressor in your life? 23. How much sleep do you average pernight? __ Hours

24. Wha is the type and approximale age of your mattress and pillaw? 25. What is your prelerred sleeping position?

26. Describe your typical eating habits: () Skip breakfast (O Two meals aday (O Three meals a day () Snacking between meaks

27. What would be the mast significant thing that you could do to improve your health?

28. In addition to the main reason for your visit today, what additional health goals do you have?

Acknowledgemenis
To set clear expectations, Improve communications and heldp you (et the best results in the shortest amount of time, please read each statement and indlial your agreement.

| instruct the chiropractor to deliver the care that, in his or her professional judgement, can best help me in the
restoration of my health. | alzo understand that the chiropractic care offered in this practice is based on the best
available evidence and designed to reduce or comect vertebral subluxation. Chiropractic is a separate and distinet

| acknowledge that any insurance | may have is an agreement between the carrier and me and that | am responsible

| Patient name

Consultation Motes —

[,
healing art from medicine and does not proclaim to cure any named disease or entity.
e | may request a copy of the Privacy Policy and understand it describes how my personal health information is
~ protected and released on my behalf for seeking reimbursement from any invalved third parties.
G I realize that an X-ray examination may be hazardous to an unbom child and | certify that to
the best of my knowledge | am not pregnant. Date of last menstrual period (MM/DD/YYYY):
s 1 grant permission 1o be called to confirm or reschedule an appaintment and to be sent occasional cards, letters,
~ emails or health information to me as an extension of my care in this office.
il
for the payment of any covered or non-covered services | receive.
wuws Vo the best of my ability, the information | have supplied is complete and truthful. | have not misrepresented the
presence, severity or cause of my health concern.
If the patient is a minor child, print child’s full name: b
Signature

Dale (MMDDYYYY)

Natural Health Center, PC
Dr. Shawn M. Schmidt
Dr. Jess E. Bathel
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