Scott Family Chiropractic

1 Park Ave. #7BG Hampton, NH 03842
603-929-7268

Name__________________________

Date____________________

Address________________________

Day Phone_______________


_________________________

Eve Phone_______________


_________________________

Date of Birth_________     Age___

Occupation______________________

Gender M / F

E-mail Address ___________________

Married: ______________________



(Spouse name)

Who can we thank for your referral? ______________________________________

Primary reasons for Seeking Chiropractic Care and other health concerns: (describe, where, when, how often, how bad, etc.) _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How Important is this to You? 

Not 1  2  3  4  5  6  7  8  9  10 Very







(circle one)

What are your health goals? Quick Fix(---( Correct Problem (---( Stay Healthy for a Lifetime

What else have you done about this: _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Past Medical History (interventions, treatments, medications, surgery):

______________________________________________________________________________________________________________________________________
Family Medical History (associated health problems of relatives):

______________________________________________________________________________________________________________________________________________________________

Deaths in immediate family (parents, grandparents, siblings):

______________________________________________________________________________________________________________________________________________________________

Occupational history (describe your responsibilities and duties):

______________________________________________________________________________________________________________________________________________________________

Social history (describe your hobbies, habits and daily lifestyle):

______________________________________________________________________________________________________________________________________________________________

Are you currently taking any medications? If so please list _______________________________________________________________________________

Previous chiropractic care? With whom and when: ______________________________________
Do you or someone you know suffer from multiple sclerosis, muscular dystrophy, ALS, cystic fibrosis, cerebral palsy or a central nervous system disorder?

_______________________________________________________________________________

Do you or someone you know suffer from herniated, bulging, degenerated discs or arthritis of the spine? _________________________________________________________________________
Do you or someone you know suffer from a serious, life altering illness (explain)?
_______________________________________________________________________________
(over)
Associated health indices (S-sometimes, O-often: circle only if applies)

S O Headache

S O Neck Pain

S O Neck Stiffness

S O Jaw Pain

S O Shoulder Pain

S O Upper Arm Pain

S O Elbow Pain

S O Lower Arm Pain

S O Wrist Pain

S O Hand Pain

S O Pain in Fingers

S O Upper Back Pain

S O Lower Back Pain

S O Pain in Hip

S O Pain in Thigh

S O Pain in Knee

S O Pain in Lower Leg

S O Pain in Ankle

S O Pain in Foot

S O Pain in Toes

S O Cold Hands/Feet

S O Numbness in Arms

S O Numbness in Legs

S O Tingling in Arms

S O Tingling in Legs

S O Stiffness of Joint(s)

S O Joint Swelling

S O Diarrhea

S O Earache

S O Fainting

S O Excessive Thirst

S O Catch Colds

How Many/Year ___

S O General Fatigue

S O Trouble Sleeping

S O Eyes Sensitive to Light

S O Loss of Smell

S O Cold Sweats

S O Asthma

S O Allergies

S O Other Chest Trouble

S O Frequent Urination

S O Loss of Consciousness

S O Painful Urination

Pregnant: Total____

To Term ____

S O Seizures/Convulsions

S O Abdominal Pain


S O Dizziness

S O Difficulty Swallowing

S O Irregular Menses

S O Nausea

S O Pain Worse at Night

S O Bowel Problems
S O Vomiting

S O Pain Wakes You Up

S O Bladder Problems
S O Balance Problems

S O PMS

S O Coordination Problems

S O Ringing or Buzzing in Ears

S O Palpitations (Racing Heart)

S O Sexual Problems
S O Chest Pain

S O Arthritic Disorder
S O Shortness of Breath

S O Use Tobacco

S O Loss of Appetite

Y N Cancer
Y N Osteoporosis
Serious Physical Traumas? (Car accidents, falls, landed on head, traumatic birth, etc.)
______________________________________________________________________________________________________________________________________________________________

Are there other areas there are problems:

Skin ___________________________________________________________________________ Bone __________________________________________________________________________ Joint __________________________________________________________________________ Muscle _________________________________________________________________________ Nerve _________________________________________________________________________ Eye ___________________________________________________________________________ Ear ___________________________________________________________________________ Taste _________________________________________________________________________ Smell _________________________________________________________________________ Blood _________________________________________________________________________ Heart _________________________________________________________________________ Immune _______________________________________________________________________ Lung __________________________________________________________________________ Digestive ______________________________________________________________________ Urinary ________________________________________________________________________ Reproductive ___________________________________________________________________ Metabolism _____________________________________________________________________ Psychological ___________________________________________________________________ 

To the best of my knowledge the information provided here is accurate.  I also understand that when necessary, the office may use the information provided to contact me.  I also agree that I am assigning any direct insurance benfits to Dr. Scott Alderson.
__________________________

_______________

Signature



Date







