(PLF’&SE Fit:L I\‘All BLANKS}
IS THIS VISIT DUE TO AN ACCIDENT? []YES [JNO

NAME DATE.
STREET ADDRESS
CITY STATE ZIp
SSN DOB AGE. GENDER M F
HOME PHONE # WORK # CELL #
OCCUPATION | 'EMPLOYER
DRIVER’S LICENSE # STATUS M § W D
SPOUSE’S NAME
IN CASE OF EMERGENCY, I REQUEST THAT YOU CONTACT:
NAME PHONE
ADDRESS
PAST MEDICAL HISTORY

(PLEASE CHECK ALL THAT APPLY)
ACQUIRED IMMUNE DEFICIANCY SYNDROME

HEGH BLOOD PRESSURE
DIGESTIVE PROBLEMS
ANEMIA

EPILEPSY

STROKE

& CANCER. Type
TUBERCULOSIS

HEART PROBLEMS

SINUS

SKIN LESIONS

DIABETES [DOTypel DiTypell
HEPATITIS VENEREAL DISEASE
ASTHMA. PROSTATE PROBLEMS
“ CONCUSSION & ARTHRITIS Type

DESCRIBE AND DATE ANY SURGICAL PROCEDURES,
HAVE YOU RECEIVED TREATMENTS BY ANY PHYSICIAN THIS YEAR? [ YES [ |NO
DESCRIBE REASON
DATE OF LAST EXAM ARE YOU PREGNANT? [1vEs. [ No
ARE YOU TAKING ANY MEDICATIONS? [JYES [ INO  WHAT TYPE?

SIGNATURE. “DATE
(IF THIS VISIT IS DUE TO:AN ACCIDENT, PLEASE FILL IN ACCIDENT REPORT ON REVERSE SIDE)




ACCIDENTAL INJURY REPORT
Date of Accident | Time of Accident AM | PM
Type of Accident: [ JMotor Vehicle ~ [JWork [ Stip/Fall [ Other

MOTOR VEHICLE

‘Type of Vehicle You Were In: ~ [JCar [ Truck  [_] Motoreycle

You were: []The Driver [_] Passenger [] Pedestrian

If passenger, please mark “X™ for your position in the car:

Were you injured in this accident? [} Yes [ No

Were you transported to the hospital? [] Yes [ ] No

Name of the hospital/facility where you were treated

Were other people inside your vehicleinjured? [ Yes [ ] No

Was the vehicle you were in damaged? [ I¥es  [INo  Avea of'vehicle damaged

Estimated cost of repair

(If ynkoown, ledve blank},

Was the accident reported to the Police Department? [ Yes []Ne

Do you have a copy of the police report? [] Yes. [[]No

Were traffic citations issued? [ Yes DNQ' Who received the traffic citation(s)? [ | You [ Other Driver
Were government vehicles, taxicabs, or-buses involved? |:|Yes D No

Briefly describe the accident

WORK-RELATED ACCIPENT

Employer

Address

Desciibe the accident

Type(s)of machinery involved.

Name of person the accident was réported to

Have you seen a company doctor? [ ] Yes [[INo
Are you currently receiving therapy or taking prescribed medications? [IYes [INo

Names of medications

Has a worker’s compensation file been opened? [ Yes [ ]No

OTHER ACCIDENT(S}




TELL US WHERE YOU HURT
Pledgse read carefully:
Mark the areas on your body where you feel your pain. Include all affected areas. Mark areas of radiation. If
your pain radiates; draw an arrow from where it staris to where it stops. Please exiend the drrow as far as the

pain travels. Use the appropriate symbol(s) listed below.

Ache >>>3> Numbnegs ====== Pins and Needles oooo

Burmning X X X X Sharp/Stabbing / / / 7 /- Throbbitig ~~mmmm

Name B Date:

Hands On Chiropractic & Wellness Clinie, LLC « 2325 Godbv Road. Suite A « College Park: GA 30340 « Tel: (404) 761-8001 - Fax(404) 761-8015



Patient’s Name: | ~ Date:
PAIN DESCRIPTION
Please rate-your pain on a scale of (1 to (10), 1 indicating mild pain and 10 indicating severe pain.
Headaches. 12345678910  Low Back Pain 12345678910
Neck Pain 12345678910 Lt HipPain 12345678910
Lt. Arm/Shoulder/Elbow Pain 123456789 10 Rt Hip Pain 12345678910
Rt. Arm/Shoulder/Elbow Pain 12345678910 Lt Leg/Knee Pain 12345678910
L. Wrist/Hand/Finger Pain 12345678910 Rt Leg/Knee Pain. 12345678910
Rt. WristHand/Finger Pain =~ 12345678910 Lt Foot/Ankle/Toe Pain 12345678910
Upper Back Pain 12345678910 Rt Foot/Ankle/Toe Pain 12345678910
‘Midback Pain 12345678910 Chest P4in 12345678910
. Stomach Pain 12345678910 Shortness of Breath 12345678910
Constipation 12345678910  Dizziness 12345678910
Diarrhea 12345678910  Netvousness/Anxiety 12345678910
. Blurred Vision 12345678910  Memory Loss 12345678910
Ear Ringing 12345678910  Depression/Sleep Disturbance 12345678910
How condition occurred .
Date of Onset Sudden ‘Gradual Accident Auto Work
- Frequency of complaint 10 20 30 40 50 60 70 80 90 100% of the time
Does pain radiate down arms or legs Yes No
Typeof Pain Ache_ Buring  Stabbing Sharp Dull Deep. Stiffness.
B Pam irritated by
Pain relieved by
Previous care for the condition
_ Results of previous care
- Any prescription meds
Prior chiropractic care.
~ Do you feel your pain(s) is/are getting better or worse?
Afre you most uncomfortable in the morning or evening?
Have you been able to work since pain began? Yes No:

Complicating factors, previous family history, history of same or similar complaints:

Comments:

Patient’s Sigpature_

Date




Review of Systems

e

“Patient Name: Patient File #: Todey’sDate: [/
INSTRUCTIONS: Please fill-‘out all of the sections.. If none of the conditions apply, select “None.”
Constitutionals Cardiovasculaz: Endoerine: Alergy:
DNcne fiNone- ONeme LNone _
OChills T Angina (chest pair or discorfort) {Cold Intoierance L Anaphylaxis (history af)
ODaytime Drowsiness ‘TiChest Pzin TDiabetes ' tFood Intolerance
JFatigue CClandication (feg pain or achiness) IBxcessive Appetite: Titching
OFever ‘{3Heart Murmur iExcessive Hunger -{"Nasal Congestion-
ONight Sweats OHeart Problems: 2 Excessive Thirst T Snegzing
DWeight Gain ‘TOrthopnea (@ifficulty breathing DFrequent Urination '
TIWeight Loss while jiiig) CGalter Hemistelogy:
‘JPalpitations firrégular or forcefid TiHair Logs ZNone
Eyes/Vision: heart beat)’ {THeat Intolerance TAnemia
CINoze SParoxysmal Nocturnal Dyspnes £7Unusual Hair Growéh: = Bleeding
JBlindness {shortiess of breath at night) LIVoice Changés .CBload Clotting
{IBlurred Vision OSHortness of Bieath ' CiBlood Transfusion(s)
ZCataracts Swelling of Leg(s) Skin- CiBrijses easily
OChanige in Vision' Olleers f1None DFatigue
CDouble Vision ‘CVari¢ose Veins " Changes in Nafl Texture TLymph Node Swelling
:1Eye Pain Changes tn Skin Color
CField Cuts Gastrointestinal: ‘O Hair Growth Psyehologiesl;
GGlaucome CNone THafr Loss CNose o
DItching (around the eyes) LiAbdominal Pain CHives [l Anhedonis (inability to
OPhotophobia - LiBelching _ LiTiching ) experience joy.oF enjoy {ife)
DTearing . ‘DBlack; Tarry Stools IParesthesia (humbness, prickling, or 2 Anxiety
C'Wears Glasses or Contaets _GConstipation fingling) ' ' {2 Appetite Changes
) TiDiarhea o CRash O1Behavioral Change(s)
Ears, Nose and Throdt: GDifficutty Swallowing ‘CHistory of 8kin Disorders . Bipolar Disorder
[None UHeartbwrn - £Skin Lestons or Ulcers DConfusion
TiBleeding _ GHemorrheids (3 Varicosities TiConvulsions
CDental Implants LIndigestion CDepréssion
CDentures {iJaundice (yellowing of the skin) Nervous System: ZInsomnia
CDifficulty Swallowing TNausea ' ONone i ‘Merhory Loss
TDischarge GRectal Bleeding OIDizziness :Mood Changefs)
SDizziness. {71 Abnorimal Stao] Caliber fguality) OFacial Weakhiéss
"CEar Drainage. [1Abnormal Stool Color ['Headsches Female:
DEar Infoction(s} D Abnormal Stoo] Consistency fILimb Weakness. ONone
CEarPain JVomiting. :Loss of Consciolisness OBirth Control Therapy
CFainting EVoniting Blood SLoss of Memory {JBreast Lumps / Pain -
‘GHeadaches _ o TNumbness SBurning Urination
{1Head Injury (history of Respiration; [18etzures UCramps _
OHearing Loss QNone RSleep Distutbance DIFfequent Urination.
CHoafséness CAsthina {:Slurred Speech CHormone Therapy:
‘CLossof Smell DCoughingup blood [5tress L Trregular Menstruation
iNasal Congestion T Shortness of Breath & Sirokes. + JUrine Reention
‘CNose Bleeds: ZSputinn. Production [CTremots OVagindl Bleeding
TiPost Nasal Drip. ' Wheezing T Unsteadiness of Gait [7Vaginal Discharge
‘TRuinorrhes (runwy nose)
[1Sinus Infectiens ' Male:
“1Snoring INone
"iSore Throats DBirning Urination
STinnitus fringing in the ears) GErectile Dysfunction
TITMI Disorder T1Frequent Urination
' ' DOHesitancy or Dribbling
OProstate Problems
Patient Signature: CUrine Retention.
FOR OFFICE USE ONLY:
I 'have reviewed the above ROS with the-above named patient:.
. . . . Disotor Bignaturo Date




