PATIENT INFORMATION SHEET

670 Monterey Pass Road #100, Monterey Park, CA 91754
www.comfortchirowellness.com

o

Phone: (626) 551-5155 & Fax: (626) 551-5156 =

Please complete this form as thoroughly as possible. Some questions may seem unrelated to your condition but
they may affect your diagnosis and treatment. All information is confidential.

Date Full Name Preferred Name/Nickname
Gender Date of Birth Age Marital Status

Single Married Separated Divorced
Address City State Zip

C )

Daytime Phone # (home, work, cell - circle one)

Cell Phone # (home, work, cell - circle one)

C )

Emergency Contact & Relationship

Phone Numbers of Emergency Contact

Primary ( )

Alternate ()

Email:

Your email will be used to send appointment confirmations and for internal purposes only.

Primary Care Physician

Specialty

Other Doctors You See

Specialty

How did you hear about us?

Cancellation Policy - I acknowledge that I will give at least 24 hour notice of cancellation to avoid a charge for the
session. This is a courtesy to other patients who may need that appointment time. [ will call if I anticipate being more
than 15 minutes late for my appointment.

Initials

List your major complaint(s), in order of importance to you:

Severe
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Slight
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U
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Phone: (626) 551-5155 =
www.comfortchirowellness.com

Fax: (626) 551-5156 =

Symptoms and Present State of Health

Present Reason for Seeking Care in this Office: Major

Pain or Problem started on Pains are: [(JSharp [IDull/ Ache Constant CIntermittent [Other,
Explain:

Does this pain shoot, radiate, or travel in your body? Are you experiencing numbness or tingling in any area of your body?

Where? Where?

Since it began, is it: [J Same [J Better [JWorst

What activities aggravate your condition/pain?

What activities lessen your condition/pain?

Is this condition worse during certain times of the day?

[s this condition interfering with TJWork [Sleep

JRoutine [JOther:

Is this condition progressively getting worse?

Other Doctors seen for this condition:

Please Circle where you are at: (No Complaint/Pain)0 1 2 3 4 5 6 7 8 9 10 (Worst Possible Complaint/Pain)

***Using the symbols below, mark on the pictures where you feel pain.

Numbness ===
Dull Ache 000
Burning XXX
Sharp/Stabbing ///
Pins, Needles ++ 4+
Other ____ nARn

Please mark any of the following conditions or symptoms that you have now or have experienced:

[JHeadaches [JPain in Hands or Arms [IChest Pains [INeck Pain
[ONumbness in Hands / Arms | [JShoulder Pain [INeck Stiffness/Pain [JPain in Legs or Feet
[JLow Back Pain LTM] CINumbness in Legs or Feet [IStroke
[INervousness [IFatigue [Loss of Memory [IDepression
OJConstipation/Diarrhea [JPainful Urination Olrritability [JLights Bother Eyes
[IDiabetes [JMenopause [JTension [IDizziness

[JHeart Attack [ISleeping Problems LJCancer [JHigh Blood Pressure
[JStomach Problems [JAsthma/Allergies LIRinging in the ears [IWeight Loss

PRESENT ILLNESS

Please list all medical conditions you currently have or have had

FAMILY HISTORY

Please list all the relevant medical conditions of your immediate

Name:
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Comfort Chiropractic and Wellness Center

670 Monterey Pass Road #100, Monterey Park, CA91754 &= Phone: (626) 551-5155 ®» Fax: (626) 551-5156 =
www.comfortchirowellness.com

and the year diagnosed. Also include any accidents/injuries. family members.

Year Condition Surgery | Relation Medical Condition
(Y/N)?

HEALTH HABITS OCCUPATIONAL CONCERNS

Please check (b) all that apply and indicate the amount Please check (b) all that apply and comment if necessary.

consumed.

CJAlcohol [1Stress

CTobacco CJExcessive Computer Use / Typing

OCaffeine OHeavy Lifting

OJSugar [CJRepetitive Motion

CJArt. Sweeteners OJHazardous Substances

CIDrugs CJOther

Other

MEDICATIONS & SUPPLEMENTS

Please list all the prescription meds and supplements that you are currently taking as well as the duration and dosage.
Please bring your medications and supplements with you to the first office visit.

Name Purpose Duration Dosage
FEMALES ONLY

Date of your lastpapsmear: ____ /. / Current form of birth control:

Date of Last Period: ____/ / How heavy is the bleeding? (JLight CINormal ClHeavy

What color is the blood? [Light red [JRed [ODark Red [JPurple COBrown [Black Is there clotting? [IYes [INo

Do you have premenstrual symptoms? [IYes [INo Do you have breast tenderness before periods? [JYes [INo
Pregnant? [1Yes [INo # of Vaginal deliveries # of Miscarriages # of Abortions

How many days in your cycle: Age at which menses began:

EXERCISE / STRESS RELIEF
How often do you exercise? Which exercises do you do? Do you enjoy exercise? [1Yes [INo
How do you usually relieve stress? (yoga, meditation, smoking, watching tv, etc.)
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. N
Please check the correct box for each item below. Check at least one box for each sign or symptom listed. Q Never Q Previously J Pesemw

z= z = z > z=>
528 : 588 ; 588 588
2 £ © GENERALSYMPTOMS 2 & £ GASTRO-NTESTINAL 3 2 © EYE/EARINOISE/THROAT 2 & £ RESPIRATORY
QQ3 9953 Allergy (What)___ QQQ 787.3 Belching/Gas/Bloating Q00 4939 Asthma QQQ 786.50 ChestPar
Q00 7890 Abdominal Pain Qa0 3789 Crossed Eyes Q00 786.2 Chronic Coug™
Qa3 49 Bronchitis QQQ 5640 Constipation QQQ 3899 Deafness QQQ 786.09 Difficulty Breathrg
Q33 7809 Chills QQQ 78791 Diarrhea 0OQQ 38870 Earache Q00 786.3 Spitting Blood
Q23 780.39 Convuisions Q00 7836 Excessive Eating QQQ 388.60 Ear Discharge aaQa 786.4  Spitting Phlegm
QQQa 7804 Dizziness QQQ0 5759 Gall Bladder Trouble Q00  388.30 Ear Noises
QQQ0 780.2 Fainting QQQ 455 “+emorrhoids (piles) QO Q 240.9 Enlarged Thyroid
Q20 78079 Fatigue QOQ 7824 Jaundice QQO0 460  Frequent Colds GENITO-URINARY
Q220 7806 Fever QQQ 7948 Liver Trouble aaQaq 477 Hay Fever Q00 788.36 Bed Wetting
QQQ 7840 Headache QQQ 787.02 Nausea 000 78449 Hoarseness QQQ 599.7 Bloodin Urine
Q33 780.52 Loss of Sleep 000 5369 Stomach Pain QQQ0 4781 Nasal Obstructon T3 Q0 7884  Frequent Urination
Q30 783 Loss of Weight Q00 7830 PoorAppetite QQQO 7847 Nosebleeds QQQ 7883 Lack of Bladder
Q23 799.2 Nervousness QQ0Q 5368 Poor Digestion QQQ 37991 Painin Eyes Control
Q20 729.2 ‘Neuralgia QQQ 787.03 Vomiting Q00 368.9 Poor Vision 000 5909 Kidney Infection
220 7808 Sweats QQQ0 5780 Vomiting Blood Q00 4619 Sinusitis Q00 7881  Painful Urination
Q30 786.07 Wheezing QQQ 7835 ExcessiveThirst QQ0O 462 Sore Throat QQQ0 6019 Prostate Trouble
200 31 Depression Q00 536.8 Indigestion QaQ 463 Tonsillitis
Q03 5693 Rectal Bleeding QO0Q 786.2 Persistent Cough
QQQ 7872 Difficulty Swallowing
033 5238 Bleeding Gums
MUSCLES/JOINTS/BONES CARDIO-VASCULAFR SKIN OR ALLERGIES FOR.WOMEN ONLY
2222 7245 Backache QQQ 4019 High Blooc sure QO Q0 680.9 Boils QQQ0 6253 Cramps or Backaches
A3 7197 Foot Trouble QQ0O 4589 LowBlood . .sure QOQQ 9249  Bruising Easily QQQ 626.2 Excessive Flow
303 550 Hernia QQaQ 78651 PainOver -at QQQ 701.1 Dryness Q00 627.2 HotFlashes
3023 719.1  Pain Between Q00 7859 PoorCirculaton QQQ 691.8 Eczema aQQ 6264 Irregular Cycle
Shoulders Qa0 438 Previous Heart 000 7089 Hives orAllergy QQaQ 6349 Miscarriage
Q023 7246 Painful Tail Bone Trouble QQ3a 6989 Itching QQAQ 6253 Painful Periods
Q33 7239  Stiff Neck 000 7850 Rapid Heart QQ0Q 7820 Sensitive Skin Q00 6235 Vaginal Discharge
Q2330 7819 Spinal Curvature 2210 427.89 Slow Heart QAQ0 7821  Skin Eruptions QQQa 611.79 Lump in Breast
A3 719.0 Swollen Joints 232 436 Strokes QYes O No Pregnant at this time?
233 781.0 T:=nors/Twitching 3031 719.7  Swelling Ankles QYes JNo Have you had a
223 782 Ar:: Trouble Q03 454 Varicose Veins mammogram?
Last Pap Date
By Whom
OPERATIONS AND PROCEDURES
BTE DATE DATE
Vaccinations Tubes in Ears Sinus
Tonsiliectomy Appendectomy Hernia
Gall Bladder Female Organs Thyroid
Back Operation Rectal Surgery Stomach
Other: Other: Other:

3 | have never had any operations / surgeries

I hereby certify that the statements and answers given on this form are accurate to the best of knowledge and understand it is my

responsibility to inform this office of any changes in my health.
I agree to allow this office to examine me for further evaluation.

Date

Patient Signature
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Name:




