Dr. Kelly M. Spore
Chiropractic Physician

Confidential Patient Health Record

Please Circle Type of Care Desired:  Temporary Relief  Lasting Correction

Name: Date:
Home Phone: Work Phone:

Address: City:

State: Zip Code: Date of Birth: Age:
Social Security #: Insurance #:

Business Employer: Occupation:

Circle One: Married Single Widowed Divorced Separated

Name of Spouse: Number of Children and Ages:
Spouses Employer: Occupation:
Referred to Our Office By:

Method of Payment: Cash Check Credit Card

Current Health Condition
Reason for Visit:
Other Doctors Seen for This Condition: YES /NO Who?

Type of Treatment: Results:

When Did This Condition Begin? Has this Occurred Before? YES/NO
Is Condition: Job Related Auto Accident Home Injury Fall Other:

Date of Accident: Time of Accident:

How Did This Condition Develop?

Has This Problem Been Getting Better, Worse, or Staying The Same?

Do You Suffer From Any Condition Other Than That Which You Are Now Consulting Us?

Drugs You Now Take: Nerve Pills  Pain Killers/Muscle Relaxers  Blood Pressure Medicine Insulin
Other:

Do You Wear A Shoe Lift? YES/NO
How Has This Condition Affected Your Life?

Home Life:

Occupational Life:

Recreational Life:

Rest and Sleep:

Have You Ever Been In An Automobile Accident: Past Year Past 5 Years Over 5 Years Never

Any Hospitalizations or Surgeries? YES/NO




Please Circle "P" for Past, "C" for Current, or leave blank if not applicable.

General Respiratory Neurologic
1 P/ C Fever 44 P / C Difficulty Breathing 83 P / C Weakness
2 P/ C Chills 45 P / C Chronic Cough 84 P / C Twitching
3 P / C Night Sweats 46 P / C Spitting Phelgm 85 P / C Tremors
4 P /| C Loss of Sleep 47 P / C Spitting Blood 86 P / C Headache
5 P/ C Fatigue 48 P / C Wheezing/Asthma 87 P / C Fainting
6 P / C Nervousness 49 P / C Pheumonia 88 P / C Dizziness
7 P/ C Weight Gain/Loss 50 P / C Tuberculosis 89 P / C convulsions
8 P / C Allergies 90 P / C Epilepsy
9 P / C Bleeding Problems Cardiovascular 91 P / C Numbness/Tingling
10 P / C Anemia 51 P / C Irregular Heartbeat 92 P / C Arm/Leg Pain
11 P / C Diabetes 52 P / C High Blood Pressure 93 P / C Mental Disorder
12 P / C Thyroid Disease/Goiter 53 P / C Pain over Heart
13 P / C Alcoholism 54 P / C Previous Heart Trouble Habits
14 P / C Drug Abuse 55 P / C Ankle Swelling 94 P / C Smoking
56 P / C Varicose Veins Packs/day
Eves/Ears/Nose/Throat 57 P / C Rheumatic Fever 95 P / C Drinking
15 P / C Poor Vision 58 P / C Stroke 96 P / C Recreational Drugs
16 P / C Painin Eye(s)
17 P /| C Deafness/Difficulty Hearing Genitourinary Musculoskeletal
18 P / C Nosebleeds 59 P / C Frequent Urination 97 P / C Neck Stiffness/Pain
19 P / C Nose Problems 60 P / C Painful Urination 98 P / C Pain Between Shoulders
20 P / C Sinus Trouble 61 P / C Blood in Urine 99 P / C Low Back Pain
21 P / C Dental Problems 62 P / C Kidney Disease 100 P / C Swollen Joints
22 P / C Hoarseness 63 P / C Urinary Infection 101 P / C Painful Joints
23 P / C Tonsillectomy 64 P / C Inability to Control 102 P / C Muscle Aches/Soreness
Urination 103 P / C Spinal Curvature
Gastrointestinal 65 P / C Difficulty Starting 104 P / C Arthritis
24 P | C Poor Appetite Urine Flow
25 P / C Poor Digestion 66 P / C Getup___ times/night Exercise
26 P / C Difficulty Swallowing to urinate 105 P / C None
27 P / C Belching or Gas 67 P / C Breast Lump/Pain 106 P / C 1-2times/week
28 P / C Frequent Nausea 68 P / C Venereal Infection 107 P / C 3-5times/week
29 P / C Vomiting 69 P / C Sexual Difficulties 108 P / C 6-7 times/week
30 P / C Vomiting Blood
31 P / C Pain over Abdomen Skin Family History
32 P/ C Ulcer 70 P / C ltching Include Information on
33 P / C Black or Bloody Stools 71 P / C Bruising Easily brothers, sisters, parents
34 P / C Liver Problems 72 P |/ C Changes in Mole(s) grandparents, etc.
35 P / C Gall Bladder Problems 73 P/ C Skin Cancer Do NOT Include Yourself
36 P / C Jaundice
37 P/ C Hernia Women Only 109 P / C Diabetes
38 P / C Diarrhea 74 P |/ C Painful Periods 110 P / C Thyroid Disease/Goiter
39 P / C Constipation 75 P |/ C Excessive Flow 111 P / C Tuberculosis
40 P / C Hemorrhoids 76 P / C Irregular Cycles 112 P / C Kidney Disease
41 P / C Appendicitis 77 P |/ C Vaginal Buring/ltching 113 P / C Heart Disease
78 P / C Hot Flashes 114 P / C Cancer
Men Only 79 Date of Last Period 115 P / C Muscle, Bone, Nerve
42 P / C Testicular Swelling/Pain 80 Date of Last PAP Test Disease
43 P |/ C Prostate Problems
81 Last Eye Exam

82

Last Dental Exam
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