
Confidential Patient Health Record
   

      
      Today’s Date:____/_____/________
How did you hear about us?   (  Family ________________  (  Friend ___________________
(  Co-Worker _________________

(  Close to home/work    (  Dr. ______________    (  Yellow pages    (  Drove by  
   ( Hospital           (  Insurance Plan     


Personal Information 

First:____________________ Middle:______________ Last: ___________________________  Sex:   Male  /  Female  

Address: ______________________________________________________________________________Apt # ______


City: __________________ State: ______ Zip: _________ County: __________________    Country: _____________

Home Phone:   (_______)_________-__________     

     Cell Phone:    (_______)__________-____________

Status: (  Single  (  Married  (  Divorced  (  Widowed  (  Separated   Birth Date: _____ /_____/________      Age:_________
Social Security #:  _________-_________-______________
     Fax #:            (_______)__________-____________ 

Driver’s License #:  _____________________ State: _____
     Email Address: _____________________________

Spouses Name: _____________________ Children (Names and Ages): _____________________________________
Emergency Contact 

Name: __________________________________________ 
Phone Number:   (_______)________-___________

Address: _____________________________________________________________________________________

Relationship:  ( Spouse  (  Relative  (  Friend  (  Other ______________________
 

Employment Information 

Business Name: ____________________________________
Occupation/Job Title: _______________________

Business Phone:   (___________)__________-___________
Type of Work:______________________________
Current Health Condition

Health Concerns

List health concerns according to their severity    Severity 1-mild; 10-worst      When started?
      Had before?When?      Begin with injury?    %time present

1.___________________________         _________              _________       ___________       ___________      ________

2.___________________________         _________              _________       ___________       ___________      ________

3.___________________________         _________              _________       ___________       ___________      ________

4.___________________________         _________              _________       ___________       ___________      ________

What have you done for this condition?  Was it of benefit?________________________________________________
Please list the top 3 Activities that this condition interferes with and rate them as follows:
0
1
2
3
4
5
6
7
8
9
10


 Unable to Perform
           Pain limits me

Consistent Pain                      Occasional Pain        
   Fully able to Perform
1. _________________ Rating: ___
2.  _________________ Rating: ___
3.  _________________ Rating: ___

Examples:  bending  /  change position – sit to stand  /  climbing stairs  /  concentration /  driving  / exercise  / extended computer work  /  kneeling  /  lifting  /   self care  /  sex  /  sitting  /  standing  /  sleep  /  standing  /  taking care of kids  /  walking  /  work  / yard work  /  hobbies  /  sports
Past Injuries or Accident (s):    List ANY/ALL injuries/accidents you have had in the past.  Be Specific.
	
Injury / Accident
	Date Occurred
	Resolved or Continues?
	Comments? 

	
	
	
	

	
	
	
	

	
	
	
	


Current Medication (s):    List ANY/ALL medications you are CURRENTLY taking.  Be Specific.
	
Medication
	Dosage
	For What Condition?
	How long have 

you been taking this? 

	
	
	
	

	
	
	
	

	
	
	
	


Current Nutrition/ Supplements:
List ANY/ALL supplements you are CURRENTLY taking.  Be Specific.
	
Supplement
	Dosage
	Condition? Overall Health?
	How long have 

you been taking this? 

	
	
	
	

	
	
	
	

	
	
	
	


Adult Illness (es):  LIST all health conditions.  CIRCLE all CURRENT conditions.
_____________________________________________________________________________________

_____________________________________________________________________________________
Surgery (ies):
LIST All Surgical Procedures.  Write the DATE of the Procedure immediately afterward.    
_____________________________________________________________________________________

_____________________________________________________________________________________

Females ONLY:
Mark all that apply below.    
	 I AM:            ( currently pregnant
	          (  NOT pregnant
	( unsure




Social History:       Mark all that apply below.
Tobacco: ( Do not use Tobacco  ( Do not smoke cigars, cigarettes or pipe  ( Live with a smoker  ( Quit smoking

(  Smoke: # ____ per   (  Day    (  Week     (  Month;
(  Chew: #______cans per   (  Day    (  Week     (  Year

Alcohol: ( Never  ( Light  ( Moderate  ( Heavy              Drug Use: ( Never  ( Light  ( Moderate  ( Heavy

Exercise: ( Never  ( Light  ( Moderate  ( Heavy

Diet and Nutrition:

The type of diet I usually follow is classified as:__________________________________________________________
Are you interested in knowing more about how your nutrition (food you eat) affects your overall health?


Yes______


No______


Maybe______

If dietary changes are indicated would you be willing to make changes in your diet?


Yes______


No______


Maybe______

Would you take whole food supplements if indicated?


Yes______


No______


Maybe______

General Emotional Trauma:

With each of the following stress situations, please write either “P” for past of “C” for current:



Mild    Moderate  Severe




Mild   Moderate  Severe
Childhood stress

_____
_____
______

Work stress

_____
_____
______
School stress

_____
_____
______

Commuting stress

_____
_____
______

Play or recreational
_____
_____
______

Loss of loved one 

_____
_____
______

Family stress

_____
_____
______

Change in lifestyle

_____
_____
______

Personal relationship
_____
_____
______

Change in vocation
_____
_____
______

Stress of being sick
_____
_____
______

Abuse


_____
_____
______
Please Grade your Overall Health (Physical, BioChemical, Emotional, Spiritual) Circle a number for each:

Your eating habits / nutrition:    0 (My nutrition is horrible)................1………….2…………3…………4………….5 (I eat all organic foods)


Your exercise habits:                 0  (I do not exercise at all)…………..1………….2…………3…………4……….....5 (I exercise for 45 mins each day)


Your sleep patterns:
               0  (I do not sleep well, <3 hrs)……....1………….2…………3…………4………….5 (I sleep 8 hrs uninterrupted)

Your emotional health:             0  (I have suicidal thoughts)………....1………….2…………3…………4………….5 (I control my emotions well)

Your spiritual health:
               0  (I do not believe in spirit)…..….....1………….2…………3…………4………….5 (I am a spiritual being in human form)


Your overall health:
               0  (I am not living very well)………...1………….2…………3…………4………….5 (I am on top of the world!)
Which answer best describes your own current ideas and values towards health? Check one
· TREATMENT ONLY:  I only consult a doctor when I have a problem/ symptoms and discontinue as soon as the symptoms leave.

· EARLY DETECTION:  In addition to symptom relief, I see Dr.’s occasionally to detect problems early before they become serious.
· PREVENTION:  I’m conscious about my (and my family’s) health, diet, exercise and actively pursue these because I feel and perform better.

· WELLNESS:  I actively inform myself about true health and I am concerned with the long-term effects of things on my health.
I hereby authorize the Doctor to examine me as he or she deems appropriate through the use of Chiropractic Health Care, and I give authority for these procedures to be performed.  It is understood and agreed the amount paid the Doctor for x-rays is for examination only, and the x-ray negative will remain the property of this office, being on file where they may be seen at any time while a patient of this office.  The patient also agrees that he/she is responsible for all bills incurred at this office.

Patient’s Signature: _______________________________________ Date: ______________
Consent to treat this Minor:        Yes  /  No             Date: ______________
Guardian or Spouse’s Name Printed: _______________________________

Signature of Guardian Authorizing Care: ___________________________   Date: ______________
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Dr. Tray Fowler                           2709 Virginia Parkway Suite 100 McKinney Texas 75071
      Ph: 972-542-3300    Fax: 972-542-4311

