
Today's Dale (MM/DD/YYYY)

Please allow our stafl to photocopy your drive/s license and insurance details.

All information you supply is confidential. We comply wilh all federal privacy standards.

Please print clearly.

Have you consulted a chiropnclor belore?

O trlo O Yes When?

ll so, whom?

CONFIDENTAL
HEALTH INFORMAflON

Dukes Ghiropractic Heahh Glinic, P.A.
24O1 WaldenWoods Dr,

Plant City, FL 33566
813-752-2:524

81$754.4967 (Fax)

Palienl Number (once use onry)

Whom may we lhank lor relerring you?

Your Lasl Name Your Social Security Number Birlh Oale (MM/DDiYYYY)

Yoltr Middle Nalne (0r htitial) Gender 
-' 

OMale OFemale

Aoe

Your Firsl Name

Stale/Province ZIPlPostal Code

Marital Slalus O Manied

O Single O Divorced

OWidowed OSeparated Prelerred Language

Ethnicity

City

Home Phone Gell Phone Spouse's Name

EmailAddress Ghild's Name and Age

Emergency Conlact Emergency Gonlact's Phone Child's llame and Age

Your 0ccupalion Childl Name and Age

Your Employer

Stale/Frovince Z|PlPostal Gode

Work Phone

May we contacl you al work?

OYes ONo

Prelerred method ol contact?

OHome Phone OCell Ptrone

OWorkPhone OEmail

Cily

Primary Gare Provider's Name
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Policy ilumberlnsurance Carrier

Birth Dale (MMiDDiYYYY) Who carries lhis policy?

OSell OSpouse OParenl

lnsuredb Lasl Name

lnsured's Middle Name (or lnitial)lnsured's Finl Name

lnsured's Employer

Cily Slate/Province ZIPlPostal Gode Employer's Phone



1. The symptom(s) that havc promptcd ms l0 $esk care today include:

Palient name

2. And are lhe result ol (datken circle): Q An accident 0r injury

O Work O Auto O Other

O A worsening long-term problem

OAn interest in: O Wellness O Other

Patienl Number
{olllce use only}

3. 0nset {Whon did you lirst notice
your current symptoms?)

4. lntensity (How extreme are your

cunent symptoms?)

o@10
Absent Uncomforhble Agonizing

6. oualily ot symptoms (What d0es 7. Localion (Where does it hurf.r)

Circle the area(s) on the illustration.
"0" for currenl condilion
"X" l0r conditi0ns experienced in the pasl

5. Duntion and Timing (When did it start and how often d0 you leel in)

O Constant O Comes and goes, How 0ften?

8. Radialion (Does it allect other areas of your bodf To what areas does the
pain radiate, shoot or travel.)

9. Aggravatinq or relieving lactots (What makes it better 0r worse, such as

time of day, movements, certain activities, etc.)

What tends to worsen

the problem?

What tends to lessen

the problem?

10. Prior interuenlions (What have you d0ne t0 relieve the symptoms?)

O Prescription nedication O Surgery Otce

O 0ver-the-counterdrugs O Acupuncture Otteat

O Honeopatricrernedies O Chiropractic Other

O Ptrysicattrerapy O tr,tassage

it leel like?)

Q Numbness

OTinsling

OStiltness

Ooutt

ORctring

OCramps

ONagging

Osnarp

O Burning

O Shooting

O Throbbing

Ostabbing

Oother

11. What else should 0ukes Chlropractic Heallh Gllnic know about your Gurrent condilion?

s
o
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sG(-)12- How does your cunent condition inledere wilh your:

Work or career:

Reff6ational actlvilies:

Household responsibililios:

Personal relationships:

13. Review ol $ystems
Chiropractic care focuses on the integrity of your nervous system, which controls and regulates y0ur entire body. Please darken the circle beside any condition that you've

Had 0r currently Have and initial t0 the right.

a, Musculoslelelal
llad tlav6

O O0steoporosis

O OKnee injuries

b. l{curological
Had llaro

O OAnxiety

c. Cardlovascular
Had Havg

O OHighblood O OLowblood O OHighchotesterolpressure pressure

d. Res0iralory
llad llav8 llad llavs

O OAsthma O OApnea

o. Dlgosllva
Had Havo llad Havo

O OAnorexia/bulimiaO OUlcer
Had H3ve llad navs

O OFoodsensitivities O OHeartburn

l, Ssnsory
Had Havo

O OBluredvision

g. Skln
Had ll|ee
O O Skin cancer

Had Hauo Had llavc Had Havo Had Havc llad Havs llnllFc)
O OArthritis O OScoliosis O ONeckpain O OBackproblems O OHipdisorders

O OFooVanklepain O OShoulderproblemsO OElboVwristpainO OTMJissues O OPoorposture lnitials...........

Had llile Had llavo Had Hauo Had Haw llad Havo

O ODepression O OHeadache O ODiziness O OPinsand O ONumbness
needles

Had llavs Had Havo Had Have Had Hars llad Havo

O OPoorcirculation O OAngina O OExcessive
bruising

Had llave Had Havc Had Hauc .
O OHayfever O OShortness O OPneumonia' 

ol breath

nolrQ

lnilials _
iloilr O

lnilials _

iloilrO

loilials _
nomO

hitials _
roreO

lnitials _

HorrQ

lnilials _

Had Hfle
O OPsoriasis

llad Hile
O OEmphysema

Had Ha[o

O OEczema

Had Have Had HavE

O OConstipation O ODianhea

Had Have Had Havo llad llava Had llile
O Oninginginears O OHearingloss O OChronicear O Olossofsmell

Had Havo

O O Loss of taste

Had HavG

O ORash
Had Hav6

O O Hair loss

Doctor's lnilials

Dukes Chiropraclic
Hcallh Clinic, P.A.

krsonNo 1437&Yi
O20l3Pe.e€dFcisl Ail

H
llad Havo

O O Acne



Pasi Pe60nal, Family and $oclal Hlslory
Please identify your past health history, including accidents, injuries, illnesses and treatments. Please complete each section fully.

(Conlinued hon prcvloas pago)

h. fndocrln8
llad Havs

O OThyroid issues

L Genllourlnary
Had Hrrs

O O Kidney stones

I. Conslllullonal
llad Havt

O OFainting
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O,,, Ooooooooooo

Had Hilo
O O lmmune

disorders

Had Hav6 Had llilo
O Otnfertility O OBedwetting

Had Hile Had Havo

O OHypoglycemia O OFrequent
in{ection

iloilEO

lnilials --*_

romO

lnilials _

nonrO

lniliah _

16:'Treatmonts,, :',:":' ::'::::::::

Check the ones you've received in the

Past or are receiving cunently.

PalN Cuninlly

O O Acupunctwe

O O Antibiotics

O O Birthcontrolpills

O O Blood transfusions

O O Ctrimotnerapy

O O Chiropracticcare

O O Dialysis

O Q Herbs

O O Homeopatny

O Q Hormone replacement

O O tnhater

O O Massagetherapy

O O Physiiatlherapy

O O Medicalions
(PIw lisl bdm all prescridion ovei-rreroGH.
mlural g,oolenEr8, enzfneg vilainins and

Had HaYo llad HaYo

O O Swollen glands O O Low energy

H8d Havo Had Havo Had Haw

O OProstaleissues O OErectile O OPMSsymptoms
dysfunction

Had Haw Had Havc Had Haye

O OFatigue O OSuddenweight O OWeakness
galn/loss rcirdeore)

Had Have Had Hm
O Olowlibido O OPoorappetite

14. lllnesses
Check the illnesses you have Had in the past or Have now

A|DS ,, .:,

Alcoholisfi,"'

Allergies

Aiteriosclemsis

Cancer ,,, :,:,

Chicken pox

Diabetes ,:,: ::

Epilepsy

Glaucoma,,,::":

Goitei: 
,

Gout ",' ,:

Heart'diiCase:,

Hepatitis

HIV Positive

Malaria

Measles :,:,

llad Haraoo
OOoooo

Tubereulosis

Typhoid lever

lJlcer

17. Aller0ies
Are y0u allergicl0: any medications?

llo

o

15. 0peralions
Surgical interventions, which may or

may not have includri hospitaliation.

O nppenoix removat

O Bypass surgery

O cancer

O c*trti, rurgrry

O Electivesurgery:

Eys:su1gs1y::::

Hyste{ectomy

Pacemaker :

Spine

Tonsillectomy

Vasectomy ,

0ther:

0ther:

i\(J

YB

o

LJ
-iLJ
\-/

Multi0le SclBrosis

Mumps :.',:.::': l

Polio 
,,,:,, ,,

Rheumatic lever

Scarlet lever

Sexually lnnsmilted diseam

Stroke ::"::

,1&::lnluries

Have you ever,..

O Had a lractured or broken bone

O Had a spine or nerve dlsoaddi:::

O,:,Been knocked rnconscious' "'

O' Been injured in an accident,,,,,,,,,,

Used a,,ciutch oi other support

Used noCk or back bracing

Received,a,talloo , l:",

Had a'bddy piercing

o
o
o
o

O.. O
O,,,,,,,O
O::::'::::O

O ,,,Ooo
oooo
OO
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19. Family Hi$lory
Some health isues are hereditary. Tell Dukes Chiropractic Health Clinic about the health 0l your immediate lamily members.

Rolatlvs ' Aoe (11 llving)

Mother

Father;:.:.

Sister 1

Sister 2

Brother 1

Brolher 2

State ol nea[h
000d:':P00r :,::,::

:Q':':'Q'

O O".'''"""oo

lllnsss6$ Ago at dEath Cause ol dealll
::::l{airml lllnoss,,

'::::::::O O"''''
'"',,'O Q,,,,,:

20. Ate thore any other hereditary health issues that you know abort?

q
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Patient name

Patienl Number
{ofilco uso only}

OAll other systems negative

Doctor's lnilials

0ukes Ghlropractic
Health Clinic, P.A.

21. Social Hi8tory
Tell Dukes Chiropractic Health Clinic about your health habits and stress levels.

o0aity Ql[tsekly

O Dalty,,,..QWssil,

ODaily, ::Oldeqkty

Onairy Oweekly

O oait1n. ,gqrt*,,

ODailt: :,:Otlv€ekly How

ONo

ONo

O,llo

ONo

Alcohol use

Collee use

Tobacco use

Exercising,:

Fain relievers

Solt drinks

Water'intake

How.:much? Prayer or medita{on?

Job pressure/stiess?

Finaneial Face?

Vaccinated?

OYes

QYes

OYes

QYes

How much?

How'm[eh?

How much?

How much? Mercuryfillings? , QYes ONo
Recreational drugs? O Yes O No

oDaily oweekly Howmuch?-

g &13 P@erBok FoFcl r"qhle,esery.c



22. Acllvllies ol Daily Living
How does this conditi0n currently interfere with your lile and ability t0 luncti0n?

,il&, J[ill, modolaro 
t.n]lJiSittins O C-----C-3

Rising out ol chair

Standing

Walkinq C----{t-{t-,3
Lying down

Bending over

Climbing stairs

Using a computer

Getting in/out ol car

Driving a car

Lookingovershoulder#
Caring lor lamily

23. What ls the maior stressor in y0ur lile?

til&' #li!, Modffiro 
t.n"li

Grocery shopping

Household chores

Lifting obiects

Reaching overhead C!-----O-----C)---4
ShoweringorbathinS#
Dressing mysell

Love lile

Getting to sleep

Staying asleep

Concentrating

Exercising

Yard work

24. How mush sleep d0 you avenge pel night?

26. Whal is your preleficd sleeping p0sition?

Patienl name

Patient Number
{olllco usB only)

25. Whal is lhs type and appr0ximale age 0l your mattre$s and pill0w?

27. Describe yout typical ealing habits: Q Skip breaklast O Tlrlo meals a day O Three meals a day O Snacking between meals

28. Whal would be lhe m0sl signilicanl thing lhal you could do lo improve your health?

29. ln addition t0 the main reason 101 your visil t0day, what addilional health goals d0 you have?

Acknowledgemenls
T0 set clear expectations, improve communications and help you get the best results in the shortest amount ol time, please read each statement and initial your agreemenl.

I instruct lhe chiropractor t0 deliver the care that, in his or her prolessional judgement, can besl help me in the

rniriars _ restoralion ol my heallh. I also undenland lhat the chiropraclic care offered in lhis praclice is lased 0n the besl

available euidence and designed to reduce ff correct uerlebral subluxalion. Chiropractic is a separale and distincl
healing art lrom mBdicine and does not proclaim t0 cure any named disease 0r Gnlily.

lnilials
I may request a copy 0l lhs Privacy Policy and undersland il describes how my personal heallh inlormation is
protected and released 0n my behall l0r seeking reimbursemenl lrom any involved lhird parlies.

I realize lhat an X-ray examination may be hazardous t0 an unborn Ghild and I ceilily that lo

q
E

=Es
sl

toq:

loilials

the besl ol my knowledge I am nol pregnanl. Dale ol last menstrual period (MM/I!D/YYYY):

rniriats _ I granl permission l0 be called l0 Dontirm 0r reschsdule an appointment and l0 be sent occasional cards, lellers,
emails or heallh inlormation to me as an exlension 0l my care in this otlice.

tniriah _ I acknowledge that any insurance I may have is an agreement belween lhe carrier and me and that I am responsible

n as- 'T,l'jfflTlffl,''J,T'T:ffi;ilffi1#Tffil*,no,rurhrur 
rhavenormisrepresen,ed,he

presence, seuerity 0r cause ol my heallh Goncern.

ll the patienl is a minor child, print child's lull name:

Doctor's lnitials

Dukes Ghiropractic
Health Cllnic, P.A.

Signature Date (MM/DD/YYYY)

@ S1 3 Palerv{qk Foi€l a i r shls reserveo


