Welcome 7o-

Precise Chiropractic
4101 John R. Rd Suite 300 ¢ Troy, MI 48085 e (248) 680-7200

Name Date
Last First Middle Initial
Choose One: U Minor U Married O Divorced O Separated U Widowed U Single Do you have Medicare? O Yes U No
Address City State Zip
Phone Cell Cell Carrier OK to receive text messages? Yes O No
Email OK to receive email messages? UYes UNo  Date of Birth
Age Sex Whom may we thank for your referral?
Occupation Employer’'s Name & Address
Ht. ft. in. Weight Spouse/Guardian Spouse’s Birthday

Children’s Names and Ages

List your major complaints in order of severity and please indicate how long you have had this complaint.

1.

2.
3.

DO YOU HAVE ANY DIFFICULTY WITH ANY OF THE FOLLOWING? IF YES, MARK “X”
Headaches QTMJ/jaw issues WDiabetes WDiarrhea

QShooting head pains
USinus trouble
OLoss of smell-taste
QHay fever/ Allergies
UAsthma

QCancer

UThroat trouble
Uinfections
QThyroid trouble
USleeping trouble
QFacial pain or palsy
OLoss of memory
QChronic fatigue
UDepression
OAnxiety

UStress
ODizziness/vertigo
ONeck pain

List all auto accidents you have been in:
List any concussions you have had in your life:
List any time you were knocked unconscious in your life:
List any stitches you received not related to a surgery:
List any additional accidents or injuries in the past year:
List any additional injuries between 1 and 10 years:

List any additional injuries over 10 years:

QFainting or seizures
ULoss of balance
QRinging of ears
QHearing difficulty
UEye/vision trouble

ONeck muscle spasm

UTightness in shoulder muscles

QPain in shoulders & arms

QPins & needles in arms & hands

QCold hands

UChest pains or rib pains
QShortness of breath
UCarpal tunnel syndrome

QFibromyalgia

QHigh blood pressure
ULow blood pressure
QLiver trouble
OAnemia

QAcid reflux or ulcers
QAbdominal pain
UStomach trouble
Qindigestion

QNerves, nervousness
Oinner tension
Qlrritability-moodiness
QProstate trouble
UBladder problems
QGall bladder problems

QHeart palpitation or heart troubleQKidney trouble

QUpper back pain
QMid back pain
QShoulder pain

UButtocks pain
QLow Back pain
UConstipation

QPainful Menstruation
Qlirregular Menstruation
OMiscarriage
QArthritis
WTailbone/sacrum pain
QPainful joints
USwollen joints

UHip pain

Qslipped disc
UPinched nerve in back
UPins & needles in legs
QsSwollen ankles
UCold feet
UNumbness in legs
QKnee pain

WGroin pain

QPainin legs

QPain in feet

PLEASE TURN OVER >



List all surgeries or fractures and when:

List all medications and what they’re for:

Other doctors seen for this condition:

Do you wear orthodics? U Yes O No Do you wear a heel lift? OQYes O No QO Right ULeft How long?

Previous chiropractic care? Yes U No When?

What are your expectations from receiving and maintaining your spinal correction at Precise Chiropractic?

Are you willing to be an active patient in the improvement of your health?

Please mark where there is discomfort
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As a result of my chiropractic care, | would like to
Please check all that apply
QO Feel better quickly O Have a healthier body by keeping my nerve system healthy
QO Have a healthier spine Q Live a healthier lifestyle
What are your top 3 health goals?
1.
2.
3.
Signature Date

Doctor’s signature Date



