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/
Patient’s Name Date DOB File #
List any accidents and falls you have List any major surgeries you have ever
ever had including work & auto: - had:
J Year Year
1. 1.

; s

“_ e .

List any fractures you have ever had: List major illnesses that you have had:
1. 1. |

2. 2.

3. 3.

Medical Physician Medical Physician

Town/ Location Town / Location o

Phone Phone

What is your generail state of healith? (Circleone) Excellent Good Fair Poor

When was the last time you really felt good? Weeks Months Years

What Medical diagnosis and medical treatment are you currently receiving?

1. Diagnosis ~ _ Treatment

2. Diagnosis Treatment

3. Diagnosis Treatment

Date of last Medical exam Last Chiropractic treatment
What prompted exam Type of treatment

Date of last iab. work ~___ Name of Doctor

Date of most recent X-rays Location

Body parts X-rayed Number of treatments

End Results? Good Fair foor

E-form Health Records for The Wichita Kinesiology Group
5205 E. Kellogg Drive, Wichita, KS 67218, or info@@chiroplus.com
FAX (316) 684-6596  (8§00) 776-3847
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Patient’s Name

DOB

Date

File#

Four factors contribute to your state of health:
1. Neurological integrity of Mind / Body connection
2. Hormonal balance & Metabolic processing

3. Lifestyle activities & Nutrition
4. Genetic & Familial history

Please provide the following information of your grandparents, parents, or siblings.

Have any of them had the following? GP S

_ Allergies / Asthma/ Crohns

_ Menta! lllness !/ Social Dysfunctions

_____ Cerebral Vascuiar Stroke
______ Thyroid Disease
___ Respiratory Disease / Emphysema
Heart Disease /{ Murmurs

_ Digestive Diseases / Ulcers / IBS

Do vou take any of the following? NO

YES

Vitamin / Mineral Supplements

Arthritis / Scoliosis / Spina Bifida

More Details of Type

Liver / Gall Bladder Disease
Diabetes

Kidney / Urinary Tract Dysfunctions
High Blood Pressure
Cancer/AIDS | HIV

Multipte Sclerosis / ALS

How Long?

Herbs f Laxatives

Pain Meds / Muscle Relaxants

Sedatives / Tranquilizers

Birth Control Pills

Hormone Replacement Therapy

Blood Pressure Medicine

Insulin
Other Prescribed Medicine

Over the Counter Products

Recreational Drugs

Tobacco

Alcohol

Coffee

Diet soda / Artificial Sweeteners

Electric Blanket / Magnets

Cell Phone / Pager




