All infarmation you supply is confidential. We comply with all federal privacy standards.

Today’s Date (MM/DD/YYYY)

CONFIDENTIAL Wiley Chiropractic Group, P.C.

Terry L. Wiley, DC, CME

HEALTH INFORMATION e T Main St Sulta 0

Please allow our stall to photocopy your driver’s license and insurance details. Phone: (718) 589-5163
Fax: (71D) 589-8988

Piease print ciearly.

Hawve you consulted a chiropractor hefore?

E-Mail: wileychiro@yahoo.com

" Patient Number fsfics vse anly)

ONe OYes  When?
Whom may we thank for referring you? it so, whom?
Your Last Name Your Social Security Number  Birth Date (MM/DB/YYYY) Age
Your First Name Your Middle Name (or Initial) ~ Gender Race

Address
City State/Province Z1P/Postal Code
Home Phane Celi Phone

= Owidowed O Separated

Onale O Female

Marital Status (O Marrisg
OSingle O Divorced

Ethnleity

Preferred Language

' Spouse’s Name

Email Aﬂdress

Child's Name and Age

Emergency Cun_iz;cl S

Emergency Euntanﬁ‘sk Phone

Child’s Narﬁé and Age

Your Ocoupation

Child's Name and Age

Your Employer

Address

" May we contact you af work?

City

State/Province ZIP/Postal Cade

Primary Care Provider's Name

" Work Phone )

OYes ONo
Preferred mathod of contact?

O Home Phone D Cell Phone
OWork Phone O Fmail

Insurznce Carrier

" Poiiey Numher

Insured’s Last Nams

* Birth Date (MM/DD/YYYY)

Insured’s First Name

Inserrad’s Middle Bama {or Initial)

OSell OSpouse O Parent

Who carries this policy?

Insured’s Employsr

Address

Gity

Slat&/PrnvE”riéé“ o ZIP[Pasi;a'l' Code

Employer's Phone

Q
S
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o
5
s
Z
5
9
=
=
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=
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1. The sympiom{s) thal have prompted me to seek care today Inclade:

2. And are the resuit of (darken cirele): (O An accident or injury
Owork O Ade O Other

O A worsening long-lerm probiem
Oy Aninterest in. (O Weliness O Other

3. Gngel {Whe did you firstnotice 4. Intensity {How extreme are your 5. Duration and Timing (When did i start and how often do you feel it?)
your current symptoms?) currenl symptoms?) O Constant O Comes and goes. How Ollen?
1 B

0
Absent Uncomfortable  Agonizing

6. Quality of symploms (What does 7. Locatton (Where does i hurt?} 8. Radiation (Does it affect olher arzas of your body? To what areas does the
it feel fike?) Circle the area(s) on the iltustration. pain radiate, shoot or fravel )
“0" for current conditien

(O Numbriess X" for conditicns experienced k the past
O Tinghing
O stitfness 9. Aggravating or refleving faclors (What makes it better o worse, suchas
Ol time of day, movements, certain activilies, ete.)

i What tends to worsen
(O Aching the problemi?
O Cramps what tends o lessen
(O Nagging the probler? i
(O 8hamp 10. Prior Interventions {What have you done to relieve the symptoms?)
(> Burning O Prescriplion medication (O Surgery Chlee
(O Shooting O Oveethecoonterdugs (O Acupuncire. (OHedt
(O Throbbing O Homeopathicremedies (O Chlropracic —— Olher
O Stabibing O Physical erapy OMassage .
(O 0ther

41. What eise should Dr. Wiley know about your sarrent condition?

12. How does your current condition Interfere wilh your:

Work or career:

Recraational aclivilies:

Household responsibilities:

Persanai selatlonships:

13. Review of Systems
Chirgpraciic care focuses on the integrily of your nervous syslem, which centrols and regulales your entire body, Please darken the circlz Deside any condition that you've

Had or curently Have and initial to the right.

g, Musculoskzlietal

Had Have Hed Have Had Have Had Hava Had Have Had Have NONE
O OOsteoporosis O O Arthritis O OScoliosis O O Neck pain O OBackproblems O (O Hip disorders
O OKneainjuies O OFoclfankle pain O O Shoutcer problems O O Hbowwristpain G OTMbissues O OPoor postare tasels
. Neurological
Had Have Hai Have Had Have Had Hava Had Have Had Have HONE (O
QO O Ay O Obepession & OHeadache O O Diziness O OPirsand O ONumbness
needles Inilials ..
c. Cardlovascular
Had Have Had Have Had Have Had Have Had Have Hai Have NONE O
O O Highbload O O lowbiood O OHighcholesterol & O Pour circelation. O O Angira O OFxcassive
pressure DRSS bruising initials .
if. Respiratary
Had Have Had Have Had Have Had Have Had Have Had Have NONE O
O O hAsthma O O honea O Oemphysema C OHay fever O Osheiress O O Pneumonia -
of breath tnifials
. Digestive
Had Have Had Have Had Have Had Have Hatl Have Had Have NONE ()
O O anoradafbulimia O O Ulesr G OFood sensitiviliess O O Heartburn O OConstipation O O Diarrhea
1. Sensory Initials
Had Hove Ha Have Hai Have Had Have Had Have Had Have HoNe (O
O CBluredvision O ORinginginears O O Hearing loss O Ochoncer © Olossofsmell O Otossotiaste
infection Initials __._
g. Skin
Had Have Had Have Hat Hava Hat Have Had Hava Hadt Have NOKE (O
O OSkincancer O O Psoriasis O Otcrema O O Acne < OHair loss O ORash
Inlials

Patlent name

i Patient Number
taifice ze only)

Consuliation Nolas

Doctor’s Initials
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(Cantinied from previous pags)

i, Endocrine

Hed Have Had Hava Ha#i Have Had
O OThyidisstes O Clmmung O OHypogiyeemia O
1. Genitourinary isorders

Had Have Had Have Hat Hava Had
O OKidreystones O O Infertitity O O Bedwelting O
|. Gonstitulionai

Hat Hgve Hatt Have tiad Have Had
O OFainting O Olow libido O C Poor appetile G

Pas! Parsanai, Family and Social History

Have Hatt Have Had Have NONE (D
O Frequent O Q Swollenglands O O Low energy ]
infection s ......
Have Had Have Hat Have nowE O
O Prostate issues O O Ereclile O OPMSsymptoms
dystunclion thfals ..
Have Had Have Had Have NDNEO
O Fatigue O O Suddenweight & (O Weakness
infials

gain/loss {ciecle one)

Please identily your past health history, including accidents, injuries, Hinesses and treatments. Please complete each section fully.

| 14, Hlinesses
8 - Check the linesses-your have:-Had in the past or Have now.

16. Treatmenis

15. Gperatiens o
Check the ones you've seceived in the

Surgical interventions, whish may er

::_ Had  Have Had:-Have may nol have included hospitatization. Past or are recaiving Currantly.

i O C -abs O+ O Tuberculosis O Agpentix removal " Pt Guersnlly :

B O O Alcoholism O O ?y;)hmd {ever O BVDHSSSUIQEW O o Acupungture -
O O Alergies _-O_ O_ Ulcer -+ . ‘- Cancer O - Antibiotics
O O Aerioscierosis O O Other_ e (O Cosmetic sirgery O (O Birhcordiol pills . -
(. O Cancer i . (O Elective surgery: O (O Blaodtransfusions -
3 (O (O Chicken:pox - - 1. Mlorgi O O Chemottirapy

BBl O O Diabeles - AIBTgIes - O Eyesurgary - O O Chiropractic sare

L .- " : . Are you atlergic to any medicalions? Yo SUIGERY : 4

T 8 8 Epilepsy .my Mo o Y O Hysterectomy- - () Dialysis

S Glaicoma™ - : ‘ O Pacemakar O O Herbs .-

P 1F Yes pf st . L :

g.:: O .0 s :.O O esplislh e ) e S O Homomtty
=g OO Gt - S O - (O, Horiona replacement.-
O O Heart disease , O O iy

=p O O Hepatfis O Tonsileclomy O O Massage hempy . . -

OO HV Posilive O Vasatlomy O O Physical rerapy

O O Malerlz " O Other e O O Medicalicis

§ O O Measles - (Pleas‘e'iistbelmali_pem_mi'm_.;vgm:-ﬁow_m._.

O O Mulligie Selerosis - st i

(O G oMumps 18. Injuries —

E.-O O Poli Have you ever...

® OO " Rneumatic fever (O Had a fracturet or broken bone (- Used 2 cruteh or other supporl

& O O Soarlettever” (C Haca spine or nosve disorder (O Used neck of back bracing

g O O Sexuallytransimitted disease (O Been knocked unconscious O~ Received a tatloo

O O Stroke (O Been injured in an acciden (O - Had abady piercing

19. Family History
Some health issues are hereditary. Tell Dr. Wiley ahout the heaith of your immodiate farmily members.

i Relative Age(lf living) .State of healih llinesses Age at-death - Cause of death "
L o Good - Poor L ) ot Minowa
Wother OO 00
Father _ . OO - 0.0

| - Sister 1 00O - O O

§ Sister? OO O O

- Broiner 1 —— 0O 0 O O
“Brother 2 S ON®; Q-0
00 ©.0

24. Are there any other hereditary health issues that you know about? o
21. Social Hislory
Tell Dr. Witey about your health habits and stress levels.
Oally - OWeekly  How much? Prayer o meditation? Oves ONo
ODa%Iy-OWeekiy How much? Jot pressurefstress? - . (OYes - ONo. 7
_-"{bt_)éocdl}sé O Dbaily - O'Weekly - How mugh? Firancial peace? (O¥es  ONo
Bxercising~ - O Dafly - OWeekly How much? Vaccingled? O¥es - (ONo
(O Daily - OWeekly How much?._ - Mexgury fiflings? OYes C)No _
Daily - OWeaky How miich? . Recreational grugs? O¥es ONo
(O'Weekty Haw much? -

_ Opaly

cansu!taﬂan'ﬂoi‘es

| Doctor's Initials

Patient name

Patient Number
{office use oniy}

Al other systems negative
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22. Activities o Dally Living
How Goes this sandition currently intzrfere with your lite and ability 1o functicn?

i fen B Ewen o den e e
Sitting Gracery shopping ~ > {r )
Rising oul o° chair @ O e S Household chores 9 ) @)
Standing (e O O Lifting abjects —{} > O O
Walking ) { el e '®] Reaching overhead ' (") -} O
Lying down {r @, i} Showering or bathing {3 ) @, 'S
Bending over I gy SRR g S g B T P S g e S ane &
Climbing stairs @ '@, 'S L) Love life > - L {)
Using a computer Oy ) O 'S Getling to sleep '@ ') '@ )
Gelting injout of car O = 'S {0 Staying asleep > g T e O
Driving a ca” L - D ) Concentrating ) ol e} O
Logking aver shoulder S > - @) [xercising > > —() )
Caring for femily { {3 > {3 Yard work ("} 'S, ) 'S

23. What Is the major siressor in your life? 24. How much sleep do you average per night?  Howss

25, What Is the type and approximate ape of your matiress and pillow?

26. What is your preferred sleeping position?

27. Describe your typical eating hablts: () Skip breakfast (O Two meals a day (O Three meals a day () Snacking between meals

28. Whal would be the mosi significant thing that you could da to imprave your health?

29 In additian 1o the main reason for your visit teday, what additional heakh poals go you have?

Acknowiedgements
To sel clear expectations, improve communications and Nielp you gl the best results in the shortest amount of time, please read sach statement and initial your agreement.

i1 S—

Initials ____

initigls _.....—

Iniials ...

Initigls

Inifials ___...

If the patient is a minor child, print child's full name:

1instruct the chirapracior to deliver the care thal, in his or her professional judgement, can best halp me in the
restoration of my heaith, | aiso undersiand that the chiropractic care offered in this practice is based on the best
available evidence and designed lo reduce or correct vertebral subluxation. Chiropractic is a separate and distinet
haating art from medieine and does not proclaim te cure any named disease or antity.

I may raquest a copy of the Privacy Policy and understand i gescribes how my personal health information is
protected and released on my behail for seeking reimbursement fram any involved third parties.

I realize that an X-ray examination may be hazardous to an unbarn child and t cerify that to
the best of my knowledge # am not pregnant. Date of last mensiruai period (MM/BD/YYYY):

I grani permission to be called o confirm o reschadule an appointment and to be sent occasional cards, leflers,
amaits or health information to me as an extension of my care in (his office.

1 acknowledge that any Insurance | may have is an agreement between the camier and me and that | am responsible
for the payment of any covered or non-covered services | receive.

To the bast of my ability, the information { have supplied is complete and truthiul. | have not misrepresented the
presence, severity or cause of my health concern.

Signature

Date (MBY/DO/YYYY)

Patient name
Patient Mumher
{pffica use anly)
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