Dr. Brian Colquitt 410-381-PAIN
New Pdatient Health History Form

In order to provide you the best possible wellness care, please complete this form
and bring it to your first appointment. All information is strictly CONFIDENTIAL.

Patient Data

First Norr'-el ILc:sT Name ]Dc:fel |Er‘r'=<::i:"’

* Y our email will NOT be shared with any 3d parfies, and is used for occasional office announcements and promotions.

Mailing address

Addrer;r ]Cityi ]S*mel |Z'p|
Telephone (Work) | | ;’home}' |Refer'eo Ey'

Age I Birth DUTQI | Social Security :i INun"er of Chiéd’erl |
Occupation [ | Emplnver[

Marital Src'.usl ISpouse's N::mel |Spouse‘s Occupcﬁonl

Spouse's Employer[ |Spouse s Heclth Status I
Emergency Cor‘ructl ]Phore l

Curmrent Complaints

Nafure of Injury: [] automobile*  [] Work [] Other

Plecse describe:

Date if Injury Date symptoms sppec:redl l

I itione f en? [
Hove you ever had same condifion® o No O Yes If yes, when? |

List of other practifioners seen for this ir*.juryr'c::nciﬁml

Hove you ever been under chiropractic care? o No O Yes
[ yes, please describel

Insurance Information

Name of party responsible for pcyn’eml | Pncnel I

Do you have health insurance? D No O Yes Name of compc:ryl |
* If an auto aoccident, please provide:
Insurance Company Name [Contac‘ PQ!’SDI"‘-I ]

Phone:| | Claim #| |

Signatures

Name of the insured

1 understand and agree that health/accident insurance policies are an arrangement between an insurance carrier
and myself. 1 understand and agree that all services rendered to me and charged are my personal
responsibility for timely payment. 1 understand that if [ suspend or terminate my care/treatment, any fees for
professional services rendered to me will be immediately due and payable.

Patient's signature Date

Spouse’s or guardian's signature Date




Medical History

Hove you been rected for ony conditions inthe los yeerf O Ne (O Yes

If yes, placse C’GSC’DB[

Date of iast physica! exom| |isthere o chance thot you ore pregrontz O No ) Yes

Hove you hod X-reystokens O No O Yes  If Yes. whered |

whot medicafions ore you foking ond for what conditions (Plecse st dosoge ond amounts, eic)

What vitamins, minerals, or herbs do you curently toke? .,’T’ ecse Ist for what condifions, dosoge, and frequencyl.

!

| Have you ever: No Yes | Briefly Explain
Broken bones? Q00
Been hospitolized? OO0
Been in an auto accident? (e
Had Sproins/Strains? OO0
Been struck unconscious? 00
Hod surgery? o0

Family History

Family Members - Present and past health conditions (Example: heart disease, cancer, diabetes, arthritis, etc.)

Do you expenence pain every doy? OnNo O Yes |
Do your symptoms interfere with daily life? OnNe O ves
Does poin wake you up of night? O nNe O Yes
Are your symptoms worse during certain times of the doy? OnNe O ves
Do changes in weather affect your symptoms? OnNe O Yes
Do you weor orthotics? O Ne O Yes
Do you take vitamin supplements? OnNe O Yes
what activities aggravale your symploms?

Habits None Light Moderate Heavy
Alcohol

i o 8 S
Tobocco 8 8 8
Drugs

Exercise

Seep

Appafite

Scft Drinks

warer

Saolty Foods

Sugary Foo

Artificial Sweeteners O




Hove you ever sufiered from:
cono 5m Pecse use the following letters to indicate TYPE and

ages LOCATION of the symptams you curently ore axpariancing.

namioa
EOoCIercss A=Acne O=0tner
rritis B=8urning P=Frg & Nesoes
sthmao N=Numbness §=Stoboing
ock Pain
ost Lump
onchifis
Jse Eosly
ancer
hast Pain/Condifions
oid Extremities
cnsfipotion
rames
orassion
coetes
gestion Prooems
ITNess
[Eos Rng
camive Manstruation
e Fon o Difficuties
afigua
reguent Urination
ecdoche
maorrhoics
gh Bood Pressure
of Fosnes
reguior Heort Beot
eguar Cycla
sdney infection
dnay Stones
oss of mamery
oss of bolonce

umps in Braost
[Check Poin or Stifiness
[Nervousnass
[Noseoieads

ocamoser

oor Poshre
ostate Troune
cigtico

nortness of creatn
nus Infection
eap problams or insomnia
pingl Curvaturas
froce

waling of andes
wolan Joints
hyroid Condifion
Josrcuosis

cers

Varicose Vains
Veneea Discze

[otrec| |




