Outten Chiropractic - Patient Profile

Full Name: Last: First: M.L:
Address: Street Address: Apartment/Unit #
City: State: Zip Code:
Primary Phone: H/M/B Alternate Phone: H/M/B
Birth Date: I Social Security Number #: - - Gender: Male Uremale
Race: [American Indian or Alaska Native UAsian UBlack or African American
UNative Hawaiian or Other Pacific Islander white W Declined unknown/Unavailable
Wother:
Ethnicity: WHispanic or Latino Not Hispanic or Latino WDeclined JUnknown/Unavailable
Primary Language: JArabic UChinese UEnglish UFrench UGerman UGreek
Hebrew Witalian (QJapanese Korean Spanish WvVietnamese
UDeclined Wunknown/Unavailable Uother:
Email Address:
Emergency Contact: Emergency Contact Phone:
Marital Status: Single UMarried Uwidowed UDivorced
Do you have any dependents? Yes UNo
Are you a full-time student? Uyes UNo
Health Insurance? Uyes UNo
Responsible Party: Wyou UoOther (parent, spouse, etc.):
Primary Care Physician:
Physican Name:
Address: Street Address: Apartment/Unit #
City: State: Zip Code:
Phone: Fax:
Employer Information:
Your Employment Status:  Full Time Part Time WContract (Not Employed WRetired Student

Occupation or Title:

Employer Name:




Emplyer Address: Street Address: Apartment/Unit #
City: State: Zip Code:

Employer Phone: Ext. Fax:

Start Date: / / End Date: (If you are no longer working here.) / /

Throughout the day do you primary: Usit Ostand  WBoth

Hobbies:

Patient (or guardian) Signature: Date:




QOutten Chiropractic - Current Complaints

Name: DOB: Date:

Your current concern(s):

UHeadaches Neck pain ULow back pain  Mid back pain ~ Shoulder pain ~ Elbow pain UHip
pain UKnee pain  Other concerns:
When did your symptoms begin? Mark the areas of your pain below:

If unknown please estimate:

[Female Patients] Are you pregnant? WYes  No

If yes, estimate your due date:

If no, date of most recent menstrual cycle:

Which word best describes the frequency of your symptoms:

WOccasional (0-25%)  Wintermittent (26-50%) UFrequent (51-75%) W Constant (75-100%)

Which phrases best describe changes in your symptoms during the day? (select all that apply)

Wworse in the morning  Worse in the afternoon  Worse at night  Changes with the weather [ Does not change

What helps to relieve your symptoms? (select all that apply)

Uice UHeat UMedication UPhysical therapy Acupuncture  Massage
UNothing Uother relief:

What activities are limited by your symptoms? (select all that apply)

UBending U Bowel movement Coughing U Daily routine W Driving UGetting up
ULifting ULying down UPulling UPushing UReading Usitting
U Sleeping USneezing U standing UTurning head ~ Qurination Wwalking
Uworking U Other activities:

Date of your last Physical Exam:___ Date of your last Spinal x-ray:__ Date of your last MRI:

Date of your last CT scan: Date of your last Dental x-rays: Date of any other scan and description:

PRIOR TREATMENT

Have you tried other medical treatments for this condition? Yes UNo
Specify treatment provider:

UHospital or Urgent care W Medical Physician W Chiropractor WMassage Therapist [ Physical Therapist
U Acupuncturist U oOther treatment provider:

Start date of prior treatment: End date of prior treatment:




This office requires a copy of the medical report detailing your treatment:

U1 will provide a copy Wi will fax it~ L1 will e-mail it U1 will sign an authorization for my records to be released.

Are you symptoms the result of an auto accident or workers compensation case? WYes UWNo

Patient (or Guardian) Signature: Date:




Outten Chiropractic

Health History Form

Patient Name: DOB: Date:

Prescription medication, over-the-counter medication, vitamins, minerals, herbs, or dietary supplements taken on a regular or
ongoing basis:

Medication: Dosage: Frequency: per Day week WMmonth oOther
Medication: Dosage: Frequency: per WDay week WMmonth oOther
Medication: Dosage: Frequency: per WDay week WMonth Other
Medication: Dosage: Frequency: per WDay week WMonth WOther
Medication: Dosage: Frequency: per WDay week WMonth Other

Diet and Exercise:

Check if you have ever smoked cigars or cigarettes. Yes
Check if you still smoke. UYes
How much do you smoke? ULess than one pack per week  [1-2 packs per week

1 pack every two days (1 pack per day (More than one pack per day

Check if you drink alcoholic beverages. UYes

How many alcoholic beverages do you consume per week?

Check if a physician has ever diagnosed you as an alcoholic. Uves
Check if a physician has ever diagnosed you with any liver-related problems.  Yes

Check if you exercise regularly. Uves

How many days do you exercise each week?

Allergies:
Check if a physician has ever diagnosed you with any allergies. Yes

Do you have Airborne allergies? UYes
UAnimal UMolds/Fungus  WPollens Ucat Hair W cCockroach UDog Hair
UFeather Mix U Guinea Pig Hair Dust Mites Uother:

Do you have Chemical allergies? UYes
UAcetone UAcetylcholine W Auto Exhaust ~ Benzyl Alcohol  Chlorine Ucitric Acid
UcCologne (all)  UDiesel Exhaust (Dopamine UEstradiol U Ethanol WFluorine
UFormaldehyde  ULatex UMelatonin UNewspaper Print WNorepinephrine  Progesterone
UPropylene U Serotonin U silicone Implant Sponge Rubber Toluene WTrichloroethylene
Uwood Pulp UXylene Wother:

Do you have Drug allergies? Uves



UAnticonvulsants Codeine Winsulin Preparations Wlodine UMorphine UNovocain

Qpenicillin Usulfa Uother:

Do you have Food allergies? UYes
U Artificial Colorings W Artificial Flavoring [ Beef UCoffee/Tea UDairy UEggs
UFish/Shellfish W Fruits ULamb UNuts UpPork UPoultry

UVegetables Uother:

Surgical History:
Check if you have any implants, screws, plates or other foreign objects in your body. UYes

UBullet Wound(s) Winfusion Catheter LEar Implant UPacemakers UEye Implant UBrain Plate(s)
UHeart Valve(s) Shrapnel Uother:

Musculoskeletal Surgeries (Check if you have had any of the following surgeries)

UAnkle Year(s) of surgery: UHead Year(s) of surgery:
UBack Year(s) of surgery: UHip Year(s) of surgery:
U cosmetic or Augmentation Year(s) of surgery: UKnee Year(s) of surgery:
UElbow Year(s) of surgery: UNeck Year(s) of surgery:
UFoot Year(s) of surgery: UsShoulder  Year(s) of surgery:
UHand Year(s) of surgery: Owrist Year(s) of surgery:
Uother Please describe: Year(s) of surgery:

Organ System Surgeries (Check if you have had any of the following surgeries)

UBrain Year(s) of surgery: Uintestine large Year(s) of surgery:
Wcolon Year(s) of surgery: ULiver Year(s) of surgery:

W Esophagus Year(s) of surgery: ULung Year(s) of surgery:

UEye Year(s) of surgery: U Mastectomy Year(s) of surgery:
UHeart Year(s) of surgery: UReproductive Organs ~ Year(s) of surgery:
UKidney Year(s) of surgery: Uskin Year(s) of surgery:
Wintestine, small Year(s) of surgery: UThroat Year(s) of surgery:
Uother Please describe: Year(s) of surgery:
WTransplant Please describe: Year(s) of surgery:

Your Cancer History:
Check if a physician has ever diagnosed you with cancer. vYes

Check all that apply



UBladder ULung UBrain UNon-Hodgkin’s Lymphoma UBreast
Uovarian Ucervical WPancreatic UcColon or Rectal WProstate U Endometrial
Uskin UEye UBasal Cell Carcinoma UKidney (renal cell)

L Squamous Cell Carcinoma ULeukemia UMelanoma U Stomach W Thyroid
Quterine Uother:

Family Cancer History:
Check if a physician has ever diagnosed your family with cancer. dYes

Check all that apply and the family member(s) who had this condition:

UBladder (M, F, S, MG, PG) ULung (M, F, S, MG, PG)
DNon-Hodgkin’s Lymphoma (M, F, S, MG, PG)

Uovarian (M, F, S, MG, PG) Ucervical (M, F, S, MG, PG)
UcColon or Rectal (M, F, S, MG, PG)  Prostate (M, F, S, MG, PG) UEndometrial (M, F, S, MG, PG)

Uskin (M, F, S, MG, PG) UEye (M, F, S, MG, PG) UBasal Cell Carcinoma (M, F, S, MG, PG)
UKidney (renal cell) (M, F, S, MG, PG) dSquamous Cell Carcinoma (M, F, S, MG, PG)

ULeukemia (M, F, S, MG, PG) UMelanoma (M, F, S, MG, PG) UStomach (M, F, S, MG, PG)

UThyroid (M, F, S, MG, PG) Wuterine (M, F, S, MG, PG) Uother: (M, F,S, MG, PG)

WBrain (M, F, S, MG, PG)
UBreast (M, F, S, MG, PG)
WPancreatic (M, F, S, MG, PG)

Your Cardio-Pulmonary / Circulatory Health:

Check if a physician has ever diagnosed you with any of the following:

UAnemia UHIV/AIDS U Hemophilia UHepatitis WHypertension (high blood pressure)
UHypotension (low blood pressure)  Hemorrhoids ~ Lung Disorders W Acute Respiratory Distress Syndrome
UAlpha-1 Antitrypsin Deficiency UAsbestos/Dust Disease UAsthma UBronchiectasis
U Bronchitis (chronic)(dBronchopulmonary Dysplasia (BPD) W chronic Obstructive Pulmonary Disease ~ (Cystic Fibrosis
UEmphysema UFarmer's Lung  Hantavirus UHistoplasmosis  Legionellosis
ULymphangioleiomyomatosis UPleurisy UPneumonia dPneumothorax WpPrimary

Alveolar Hypoventilation Syndrome (LdPulmonary Alveolar Proteinosis WPulmonary Embolus W Pulmonary Fibrosis
URespiratory Distress Syndrome URespiratory Syncytial Virus U sSarcoidosis (dSevere Acute Respiratory

Syndrome Spontaneous Pneumothorax UTuberculosis ~ Raynaud's Phenomenon [ Sickle Cell Anemia Sinus

Infections (chronic) U stroke Uwegener's Granulomatosis Uother:

Family Cardio-Pulmonary / Circulatory Health:

Check if a physician has ever diagnosed your family with any of the following:

UAnemia (M, F, S, MG, PG) UHIV/AIDS (M, F, S, MG, PG) (Hemophilia (M, F, S, MG, PG)

UHepatitis (M, F, S, MG, PG)

UHypotension (low blood pressure) (M, F, S, MG, PG)
ULung Disorders (M, F, S, MG, PG)
UAlpha-1 Antitrypsin Deficiency (M, F, S, MG, PG)

UAsthma (M, F, S, MG, PG)

U Bronchopulmonary Dysplasia(BPD) (M, F, S, MG, PG)
Ucystic Fibrosis (M, F, S, MG, PG) dEmphysema (M, F, S, MG, PG)
UHantavirus (M, F, S, MG, PG)
ULymphangioleiomyomatosis (M, F, S, MG, PG)
UPneumonia (M, F, S, MG, PG)
Alveolar Hypoventilation Syndrome (M,

(M, F, S, MG, PG)
MG, PG)

URespiratory Syncytial Virus (M, F, S, MG, PG)

UHypertension (high blood pressure) (M, F, S, MG, PG)

UHemorrhoids (M, F, S, MG, PG)

UAcute Respiratory Distress Syndrome (M, F, S, MG, PG)

U Asbestos/Dust Disease (M, F, S, MG, PG)

UBronchiectasis (M, F, S, MG, PG)Bronchitis (chronic) (M, F, S, MG, PG)

LI Chronic Obstructive Pulmonary Disease (M, F, S, MG, PG)
UFarmer's Lung (M, F, S, MG, PG)
UHistoplasmosis (M, F, S, MG, PG) WLegionellosis (M, F, S, MG, PG)
UPleurisy (M, F, S, MG, PG)

WPneumothorax (M, F, S, MG, PG) Wprrimary

F, S, MG, PG) Pulmonary Alveolar Proteinosis (M, F, S, MG, PG)  Pulmonary Embolus
DPuImonary Fibrosis (M, F, S, MG, PG) EIRespiratory Distress Syndrome (M, F, S,
U sarcoidosis (M, F, S, MG, PG)



U Severe Acute Respiratory Syndrome (M, F, S, MG, PG) [ Spontaneous Pneumothorax (M, F, S, MG, PG)

UTuberculosis (M, F, S, MG, PG) Raynaud's Phenomenon (M, F, S, MG, PG)

U sSickle Cell Anemia (M, F, S, MG, PG) U sSinus Infections (chronic) (M, F, S, MG, PG)
UsStroke (M, F, S, MG, PG) Wegener's Granulomatosis (M, F, S, MG, PG)
Uother: (M, F, S, MG, PG)

Endocrine, Gastrointestinal and Neurologic Health:

Check if a physician has ever diagnosed you with any of the following:

U Autoimmune Disorder: UDermatitis U Churg-Strauss (Allergic Granulomatosis)

U Eosinophilic Fasciitis U Dermatomyositis/Polymyositis UGoodpasture's Syndrome

Uinterstitial Granulomatous Dermatitis with Arthritis ULupus: Lupus SLE Lupus DLE WLupus SCLE
U Anti-Phospholipid Antibody Syndrome (Lupus Anticoagulant)(dMixed Connective Tissue Disease

URelapsing Polychondritis U Rheumatoid Arthritis U Sarcoidosis U Scleroderma
UsSjogren's Syndrome U Skin Immunofluorescence Uvasculitis UBladder Disease
Ucandida U cChicken Pox U Chronic Fatigue Syndrome UCrohn's Disease UDiabetes
UEpilepsy UFibromyalgia  Gall Bladder Problems UHeadaches UCluster Headaches
UMigraine Headaches U Sinus Headaches Stress-induced Headaches UTension Headaches
Uincontinence  Wlirritable Bowel Syndrome (IBS) UKidney Disease UlLiver Disease  Liver Problems
UMeasles UMumps UsSeizures Ushingles U Stomach Ulcers WThyroid Dysfunction
QUrinary Tract Infection Uother:

Emotional and Mental Health:

Check if a physician has ever diagnosed you with an emotional or mental condition. Yes

U Anger Disorders Anxiety Disorders Asperger Syndrome U Attention Deficit Disorder with Hyperactivity

(ADHD) U Autistic Disorder LJAvoidant Personality Disorder (AvPD) UBipolar Disorder
UBorderline Personality Disorder Wcapgras Syndrome U child Behavior Disorders  (dCombat Disorders
U Cyclothymic Disorder Dependent Personality Disorder (DPD) Depressive Disorders (depression)
UDissociative Disorders W Dysthymic Disorders (mood disorder)dEating Disorders Firesetting Behavior
UHypochondriasis (Somatoform Disorder) Impulse Control Disorders UKleine-Levin Syndrome UKleptomania
U Multiple Personality Disorder WMunchhausen Syndrome Narcissistic Personality Disorder
UNarcolepsy U Obsessive Compulsive Disorder (OCD) UPhobic Disorders (Phobias) Psychotic Disorders
URestless Legs Syndrome Schizophrenia U Seasonal Affective Disorder
U Sexual or Gender Disorders U Sexual Dysfunctions (psychological, not physical) U Sleep Disorders
U Post-traumatic Stress Syndrome (JSubstance Abuse U Suicidal Tendencies
Uother:

Sensory Health:

Check if a physician has ever diagnosed you with any of the following:

UBlindness Ucataract UCholesteatoma Deafness or Hearing Loss UEar ringing
UEczema UGlaucoma ULaryngitis (chronic) WMacular Degeneration

UMumps UMeniere’s Disease UNasal Polyps W Perforated Eardrum Psoriasis
URhinitis U sSinusitis UTinnitus Wunusual Vision Impairment UVertigo
Uother:

Musculoskeletal Health:




Check if a physician has ever diagnosed you with any of the following:

U Arthritis UAnkylosing Spondylitis UBehets Disease Carpal Tunnel Syndrome
U Diffuse Idiopathic Skeletal Hyperostosis (DISH) UEhlers-Danlos Syndrome (EDS) UFelty’s Syndrome
UFibromyalgia ~ Winfectious Arthritis UMixed Connective Tissue Disease (MCTD)

Uosteoarthritis ~ (Osteoporosis UPaget’s Disease Polymyalgia Rheumatica
UPolymyositis and Dermatomyositis [ Pseudogout UPsoriatic Arthritis (AReactive Arthritis

URepetitive Stress Injury URheumatoid Arthritis Uscleroderma  WSjogren’s Syndrome
Ustills Disease Gout UHerniated Disk Lyme Disease ~ WMultiple Sclerosis

UMuscular Dystrophy UNumbness or Tingling in feet UNumbness or Tingling in hands
Uosteoporosis ~ Parkinson’s Disease UPinched Nerve  Polio URheumatism
Usciatica U Temporomandibular Joint Syndrome (TMJ) Uother:

Reproductive Health:

Check if you have ever given birth. UYes
How many births vaginally?

How many births by C-section?

Check if a physician has ever diagnosed you with any of the following:

Uchlamydia UDysplasia UErectile Dysfunction UGenital Herpes WGonorrhea
UHuman Papillomavirus (HPV) Uimpotency U syphilis Uinfertility UcCystitis
UMenopause WProstate Enlargement U Testicular Dysfunction WUterine Fibroid

UVaginal Yeast Infections (chronic) ~ Other:

Patient (or Guardian) Signature: Date:
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