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GENERALSYMPTOMS : i;

995.3 Allergy(what)_ OOO
30:

Please check the correct box for each rtem below Check at least one box for each stgn or symptom lrsted
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564OConstrpatron el!
5589 Drarrhea 3OQ
7836 ExcessrveHunger OOC
575 9 Gall Bladder Trouble O O O
4556 Hemorrhords (Prles) OOO
7824 Jaundlce OQO
7948 LverTrouble OtrO
7B7O Nausea OOQ
536 8 Parn over Slomach O 0 O
7830 PoorAppetrte OOO
5368 PoorDrgestron OOO
TETOVomiting OOO
5TSOVomitingBlood AOO

oao
ooo

GASTHO.INTESTINAL
787 3 Belchrng or Gas
789 O Colon Trouble

EYE/EAR/NOSETTHROAT
493 I Aslhma
378 I Crossed Eyes
389 I Deafness
388 7O Earache
388 60 Ear Drscharges
388 30 Ear Norses
24O I Enlarged Thyrord
460 Frequent Colds
477.9 Hay Fever
784.49 Hoarseness
478 1 Nasal Obstructron
784.7 Noso Bleeds
379.91 Pain in Eyes
368.9 Poor Vision
473.9 Sinusitis
462 Sore Throats
463 Tonsrllitrs

SKIN OR ALLEBGIES
690 Borls
924 9 Brursrng Easrly
701 1 Drynes
691 8 Eczema
7O8 9 Hrves or Allergy
698 9 ltchtng
782.O Sensrtrve Skrn
368 I Skrn Eruptrons

O Never; O Previously, Q Presenlly.
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Z d d RESPIRATORY
O Q O 786 50 Chesr Pain
3 O O 7862 Chronic Cough
! A O 786 OB Difficulty Breathing
ooe 7863 spiningBlood
3 O O 786.4 Spining Phtegm

GENITO.URINARY
coo 7BB3 BedWeurng
c o o 599 7 Btood rn unne
f cc 7884 Frequentunnation
O O C 788 3 lnabiirty to Conlrol' Urine
ooo 59og Kidneytnfection
ooo 788 l Painfur urinatron
OOO 601 I ProstateTrouble

FOR WOMEN ONLY
OOO 6253 Crampsor

Backaches

f,OO 491 Bronchitis
trOO 780.9 Chitls
ItrO 780.3 Convulsions
f,f,C 7AO.4 Dizziness

3OO 7807 Failgue
!OB 780.6 Fever
3OO 784.0 Headache
f O O 78o.52 Loss of Sreep
O O O 783 Loss ot Werghr
OoA 799.2 Nervousness
COB 729.2 Neuralgia
tr 0 O 780.8 Nighr Sweats
! O A 7A2 Numbness or parn

ln arms/legs/hands
OOO 786.O9 Wheezing

MUSCLES & JOINTS
OOO 7245 Backache
O O O 719.7 Foot Troubte
OOtr 55OO Hernia
o o D 719.1 Pain Between

O O O 724.6
A O O 7293
D O O 781.9
OOO 719o
OOB 781 0
3OO 781 o
O O 0 72a.a

Shoulders
Paintul Tail Bone
Slitl Neck
Spinal Curvature
Swollen Joints
Tremors
Twitching
Weakness

CARDIO-VASCULAR
AOC 4O1 9 HighBloodPressure 0O0
AOO 4589 LowBtoodPressure OOQ
Cl 0 O 786 51 pain over Heart o Q 0
OtrA 7859 poorCircutation OOQ
O O O 438 Previous Heart Trouble O O O
OOO 785O RapidHeart 000
0 0 0 427 ag Stow Heart 0 O 0
OO0 436 Strokes AO0
OO O la23 Swelling Ankles
O 0 O 454 Varicose Verns
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626.2 Excessive Flow
A27.2 Hot Flashes
626 4 lrregular Cycle
634 9 Miscarriage
625 3 Painful Periods
623 5 Vaginal Discharge
Pregnant at this Time
Last Pap

Date By Whom

DATE
Vaccinations
Tonsillectomy
Gall Bladder
Back Operation
Other

C I have never had any operations/surgeries

OPERATIONS AND PROCEDURES

DATE
Tubes in Ears
Appendectomy
Female Organs
Bectal Surgery
Other

DATE
Sinus
Hernia
Thyroid
Stomach
Other

List any accidents or falls and dates: fl Car

Q Sports

List any broken bones (fractures) or drslocatrons

Q Becreational Vehicle
O School O Other

O No O Yes Why'.7Ever on crutches?

Have you ever had

Have you ever had

Have you ever had

any spinal taps or spinal in.jections? O Yes O No

a lapse of memory? D Yes D No

X-rays taken? D No O Yes When?

Were you ever knocked unconscious? O Yes D No

By whom?

For what ailments were these X-rays made?

Do you suffer from any condition other than that for which you are now consulting us?

Are you presently takrng any medication - prescription or over-the-counter? O No fl Yes What drugs?

any lees lor prolgsslsal 9ry63 rercbred re sll a€ rmmedralely due and payable

Patient's/Guardian's Signature X Date


