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Name: Date:
Street: Social Security #:

Town: aNJ aPA aNY Zip:
Home Phone: ( ) CELL Phone: ( )

Date of Birth: Age: email:

Emergency Contact- Name: Cell:
Employer: Occupation:

Marital Status: QSingle 0OEngaged QMarried QODivorced QSeparated Number of Children:
How did you hear about us?
Are youinsured? QN QY Company:
If you have insurance, is your plan?  OMajor Medical OPPO OHMO OMedicare OHealth Savings Act.

The practice of chiropractic is based upon the location and the adjustment of vertebral subluxations (pinched
nerves). These subluxations are caused by any stress to which your body cannot perceive, adapt to or recover from.
These stresses may be Physical, Chemical or Mental in nature.

As we also provide nutritional consultations, weight loss programs & exercise rehabilitation, please answer
all questions. If you don’t know an answer, just place a question mark next to it. Thank you for allowing us to better
help you!

PHYSICAL CAUSES OF VERTEBRAL SUBLUXATION

Birth Trauma:

Was you mother outwardly ill prior to her pregnancy withyou? QN QY

Did your mother have a difficult pregnancy with you? QN QY

Did your mother have any falls, accidents or physical injuries during pregnancy? ON QY

Was your delivery traumatic? ON QY

Was your delivery?  QDrug induced Q“C” section QProlonged OBreech QForceps/suction

N AW

. Any other physical or mechanical stress to your mother or you as labor progressed, delivery progressed or as a
newborn? ON QY (describe):

General Physical Trauma:
7. For each of the following spinal stress situations, please circle severity from #0 (none) through #4 (most/severe):

falls fromerib 0 1 2 3 4 fallsonice 0 1 2 3 4 physical fight 0 1 2 3 4

fallsdownstairs 0 1 2 3 4 sportsimpacts 0 1 2 3 4 armedservices 0 1 2 3 4

Other physical trauma:

8. Were you ever unconscious? ON QY: For how long? When? years ago
Why?

9. Have you ever used crutches, a walker or cane? QN QY: For how long?
When? years ago Why?
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10. Have you ever broken any bones? QN QY: Which bones/when/how?

11. Have you ever had any impacts, falls or jolts that you feel specifically may have injured your spine: QN QY:
Explain:

12. Dental work done (check all that apply) : Qroutine cavities Qroot canal Qimplants Qveneers
Qorthodontics/braces Qjaw/palate expander Qroutine cleanings
13. Please write the average # of hours each work/business day that you do the following:

Sit: On computer: Walk: Drive:
Phone work: - Heavy lifting: Stand: Watch TV:

14. Texercise regularly (do NOT count work activity), at least 3 times/week for at least 20 minutes: QN QY:
Specific work out routine:

15. My current: weight. pounds  height: feet inches
16: Regarding my weight: QI am within 15 Ibs. of my ideal weight QI would like to lose: pounds

Sports or Leisure:

17. Please check off any seasonal or regular sports or activities that you currently do:

QRun QMotorcycle QFish WBody build QHike QO Skate Q4 wheel/snowmobile
UBicyle QKayak/canoe QHunt QMartial arts UBowl QSwim QI Ski/snowboard
Owalk QRead books QPaint OKnit/crochet UDance UBoating OMechanical/engine

18. Please check off or list any competitive sports/activities you played for at least 2 years in school:
Qfootball ~ Qwrestling  Qhockey/field hockey ~ Qskiing  Qsoccer Qgymnastics Qcheerleading
Qsoftball/baseball  Qmusical instrument-which? OTHER:

Automobile/ Motorcyle/ Bicycle/ Other Vehicle Type Accidents:

19. Have you, even as a passenger, even if you do not think you were hurt, been involved in an auto/motorcycle/
bicycle collision or near collision? Please list approximate dates and severity of jolt from #1 (least) to #5 (worst):

Medical Trauma:
20. Have you been hospitalized? QN QY—what was actually done to you?

22. Have you had surgery? QN QY—explain:
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23. Do you still have all of your body parts? QY QON—explain:
24. Have you had: Qcorrective shoes or bars on shoes Qdisc surgery  Uspinal injections ~ Qlphysical therapy
Qknee surgery ~ Qshoulder surgery Qcarpal tunnel surgery Other:

CHEMICAL CAUSES OF VERTEBRAL SUBLUXATION:
Birth History:

25. Was labor chemically altered or induced (such as with Pitocin)? ON QY

26. Was your mother taking any drugs prior to or during her pregnancy withyou? ON QY
Alcohol? OUN QY Smoking? QN QY

General Chemical Trauma:

27. Are you now taking drugs for:  QBirth Control QTranquilizers QPainkillers  QAllergy  QSleep
OHigh Blood Pressure  QCholesterol ~ OThyroid  ODiabetes QOver the counter:

QPsychotropic drug (for anxiety, depression, etc) such as Elavil, Prozac, Ritalin? QN QY—Please state
which drug/s? For how long? What is the name of the doctor
who prescribed this drug? What TYPE of doctor is he/she?

Did you receive counseling/non-drug help before the doctor put you on mind drugs? ON QY

Any other drug/s (legal or illegal) you are taking:

28. Were you previously taking any drugs regularly? N QY—which? QAntibiotics QPsychotropic drug
QBirth Control ~ Other:

29. Have you been immunized? QN QY  Blood Transfusion? QN QY

30. Do you work with any chemical, fume, dust, powder or smoke for prolonged periods? N QY:
31. Habits (list appropriate level):

¢

HABIT None | Light | Moderate | Heavy HABIT None | Light | Moderate | Heavy
alcohol junk/ processed food
coffee fast food
tobacco water
Sleep-check one Q4—6 [D6.5—8 (085" sweets or soft drinks

32. Teatbreakfast: ONever QSometimes QDaily—type of foods:
33. Vitamins & Supplements—do you take vitamins DAILY? QN QY—which?

EMOTIONAL CAUSES OF VERTEBRAL SUBLUXATION:

34. 1 was: Qborn in a hospital ~ Qisolated after birth  Qbottle fed formula
35. Please circle these emotional or mental stress factors from #1 to #4 in increasing severity:

childhoodstress 0 1 2 3 4 familystress 0 1 2 3 4 stressofbeingsick 0 1 2 3 4
schoolstress 0 1 2 3 4 financialstress 0 1 2 3 4 work related stress 0 1 2
stressof commuting 0 1 2 3 4 changeinlifestyle 0 1 2 3 4 personal relationships 0 1 2 3 4

36. Any other stressful situation physically, chemically or emotionally you’d like to tell the doctor? QN QY, details:
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SYMPTOMS:

37. Please check off any problems/ situations that you have experienced within the past year:

UHeadaches QPeriods when you are foggy or fuzzy-headed QOMid back pain/tightness QLow back pain/tightness
QSinus Problems QNumbness in the arms, hands or fingers QShoulder problems OHip problems
ONeck pain/tightness ~ QArms falling asleep when you are laying down QElbow problems OKnee problems
QONausea *  OStomach irritation or upset QWrist/ hand problems/pain  QAnkle/ foot problems
QAsthma QUpper back pain/tightness OMenstrual Cramps UKnees/ ankles give out
UDizziness ULegs fall asleep or numbness/tingling in legs/ feet QUrinary frequency QOFeeling tired a lot
OAllergies QGastric reflux/heartburn Qlrritable Bowel Syndrome  QCold/tingling feet
OCold/tingling hands ~ QCalf pain/spasm QSleep issues QOLoss of a loved one
QOWeight Loss/ Gain  QHard time losing weight QOther:
38. Which of the above bothers you the most?
39. What is your main reason for today’s visit?
40. Has the above complaint been? OStaying the same QSlowly getting worse QOther:

QCondition comes and goes, but overall isn’t going away QCondition comes and goes, but it’s slowly getting worse
DOCTORS/TESTS:
41. Who is your family physician? What is his/her specialty?

42. Have you seen a doctor in the past year & WHY? 0ONo QYes:

43. When was your last FULL physical exam, including blood work?
44. Have you ever been treated by a chiropractor? 0N QY—Please state WHO and WHY and WHEN:

45. Have you seen a physical therapist? ON QY—Please state WHO and WHY and WHEN:

45. Please check off any medical tests you have had done:

OX-Rays OMRI  OCT Scan OMammogram OStress Test QONuclear Stress Test QBone Scan  Other:

46: Any other doctors/ practitioners seen and why?
FINAL FEW QUESTIONS (YEAH!):

47a. How old is your mattress? year/sold  b.1sleep on my (check ALL that apply): QBack QSide OBelly
48. What is your highest level of education? QOHigh School ~QSome College  QTechnical School Degree in
QCollege Degree—check which: OAssociates OBachelors QMasters OPhD  QOther:
49. WOMEN ONLY: Date of 1st day of last menstrual cycle: QN/A
Check ONE: QI am not pregnant at this time, to the best of my knowledge QI am pregnant or trying to get pregnant
QI am in menopause/perimenopause QI finished menopause at age:

50. PLEASE READ AND SIGN THIS CERTIFICATION: [ certify that the data I have given on the preceding

pages is true and complete. 1 have not withheld any information relative to my health or any condition, problem or

symptom. 1 hereby authorize Takacs Chiropractic Center, its doctors and staff. to provide me with chiropractic care
and/or a weight loss consultation/ program and/or a nutritional consultation/advice.

PATIENT’S (Parent/Guardian) SIGNATURE: Date:
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