“Sunshine Chiropractic Center

3436 N. Andrews Ave Dr. Beth Cooper
Oakland Park, F1. 33309
WELCOME TO OUR OFFICE! YOU ARE SPECIAL AND WE
THANK YOU FOR YOUR TRUST!
Date:
N T J File No. _

. Name (last, first, middle)’ €. Date of birth:

7. How young are you?

'S

. Address (street, city, state, zip): 8. Social Security No.:

9 [ Male [ Female

10. O Married 0 Single
3. Telephone: (cell) Spouse’s Name:
4. Employer’s Name and Address: 11. No. of Children:
12. 1Isit possible you are pregnant? [J Yes 0 No
13. Referred by:
5. Work Telephone: Email Address
14. Describe your problem. (How and when do you think it started?)
15. Have you had 2 prior diagnosis about this? [0 Yes [ Mo What
16. Have you had other diagnostic problems?
17. Have you had chiropractic care befere? (3 Yes 3 No
Where? When
18 Do you have Health Insurance? [ Yes [ No Company
19. Are you heredueto:  [J wellness care 0 an on the job injury 0 auto accident
20. Have you ever had any falls, auto accidents or injuries? 3 Yes O Ne
When Type of Accident Describe
21 Decribe any surgery you have had (when and what type)
22. List any present medications and why you are taking them:

[ Over Please..




PERSONAL HEALTH HiSTORY
OB Date

Fztents lfa_me

iil e kept strictly wq-cen:a‘ Your responses will help determing if chiropractic eatment will benefit yuu Uniess w=
1 will respond satisfaciornily. we will not recommend freatment Plesse check the degree of ail congditions
< be respensible for your case, we need your complete heerm history.

aSur oo
'

O = Occasional F = Fraquent C = Constant i
C F. € OF € Check any of the
Eye. Ear, Nose and Throat Skin following conditions
= OO Astme O O O Bois ;
= S C Colds 8 O O Bnise casily ful,ﬂm’ﬁym ,,,i_he"e
‘_._r:: Crossed eyes O O O Dryness
O Deafness oo H’rvs or allergy » O Aleoholism
O Dentai decay O O O Hehing O Anemia
Sezrache C O O Skin eruptions {resh) O Appendicitis
Sar discharce Z 0 O Varicose veins O -Artsricsderosis
Ezr noise Bai b ‘ O Cancer
Snizro ed glands =ain or numbness in o Chmpox
A,.ae:;ec thyroid O O O Shoulders - . O Cholara
Eye pain = o E A‘:ib‘ o O Cold sores
Failing vision 00 s _;afg"s O Diabetes
Far sightedness S E S e O Diptheria
Gum Fouble SO0 L O Eczema
Hay fever = 0O Legs O Edema
O C O Knees O Emphysema
p O O O Feet O Epilepsy
Nasal opsiuction O T O Painfui tziilbone
L id b
Near sxghtedﬁess O O O Poor posture Il'j_'! Fever lsars
Z O O Scatica O Gout
T C O Spine! curvaturs O Heart disease
O T O Swollen jeints O Hemes
Respiratory O Influenzs
s T O O Chestpain D Lumbago
= 2 O O Chronic cough O Malaria
scufar = S T O O O Difficult breathing O Measles
=ardening ¢f arteries =] :o‘..cs%ffg’gf T O O Spitting up blood O Misc :
High blocd pressure = e = g = a%rwnc up phiegm . g ?j“""""m
Low biood prassure S Diffieutt digestion O O O Wheezmg ig LMpPS :
Sein over heart = Bioated abdomen Women only " O Pleursy
Soor circulation = Excsssive hunger O I O Congésted breasis 'O Pneumonia
,.. a-\-hh e —_
: Ne - Zzllbladder trouble O O O Cramps or backache O Polio
S'CV‘.'.. ee.-';ea_‘.' = .-!amor"‘oms O O O Excess menstrual flow O Rheumatic fever
Sweillng of ankies o intastinal worms T O O Hotfizshes G - Bassiet favar
. = Jaundics O O O Irregular cycle O Stroke
O Liver touble 3 8 O Lumps in breast O Tuberciiosis
I Nausez O O O Menopause ) O Typhoid fever
: o=t yph
5 Pain over stomach 2 O O Painful menstruation O Uleers :
O Poor appetite O O O Vaginal discharge 1. -Venereal disease
= yg:g:g of bloog Are vou pregnant? CYes TNo O Whnooping cough
- i if yes, how many months?___ . .

' How many children do you have?___

Piezse mark your areas cf pain on the figures below.
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