CHIROPRACTIC FIRST

The Spine & Nerve Clinic

Confidential Patient Health Record (i information will be treated with the strictest privacy and confidentiality)

Surname: First Name: Title: Dr/ Mr/ Mrs / Ms / Miss (Circle)

Passport/ IC No.: Birth date: Age: Gender: O Male O Female

Marital Status: S/M /D /w Languages Spoken: English / Mandarin / Malay / Cantonese / Hokkien / Tamil / Japanese / Others

Address: Postal Code:

Email:

Telephone: (HP) (Office) (Home)

Race: Malay / Chinese / Indian-Sikh / Caucasian / Others Religion: Muslim / Buddhist / Taoist / Christian / Hindu / None / Others

Occupation: Employer:

Spouse Name: Contact No.:

Children’s Names and Ages: 1. 2.

3. 4. 5.

Whom may we thank for referring you? Friends / Doctor

Where did you hear about us? Brochure / Yellow Pages / Talks / Exhibition / Website / Newspaper / Others:

Experience with Chiropractic

Have you been adjusted by a Chiropractor before? O No OIfYes, Doctor's name:

Approximate date of last visit: Reason for the visit:

Has any child or adult in your family seen a Chiropractor? 0 No O If Yes, Doctor's name:

Awareness of Chiropractic Principles

Did you know that...

= Doctors of Chiropractic work with the nervous system and the spine? O Yes 0ONo
= The nervous system controls all bodily functions, organs, cells and systems of the body? O Yes 0ONo
= Chiropractic is the largest natural healing profession in the world? OYes 0ONo
= Chiropractic treatment is safe, gentle, precise, drug-free and without surgery? OYes 0ONo
= |f Chiropractic care starts at birth, you can achieve a higher level of health throughout life? O Yes 0ONo
4 I

Consent to Treatment / Examination

| hereby give my consent to the doctors, associate doctors and assistants from Chiropractic First Clinics to perform a
thorough examination, which includes a radiological exam, and administers appropriate and necessary chiropractic

treatment and physiotherapy on/for me.

Guardian/Patient’s Signature: Date:
- J

Clinic Registered: Registration Date:




“Subluxations can put pressure on the nerves for a long time even before you feel it.”

Your HISTORY and DETAILS will help our doctors to understand and make better examination and
diagnosis for you. Please provide details below. 75 LA /¥ il @£ 51 N A& TR, A B T B A XS 10 T fig

Please indicate your area(s) of pain: Medications Currently Taking
BT A B IR A I 2590 -

O Pain Killers (Including Aspirin) 153§ 24
O Muscle Relaxants 47524

O Anti-Inflammation 74 4 2y

O Anti-Depression YL ABSE 254

O Stimulants Y4777

O Blood Thinners 7% .25

O Insulin i % %

O Tranquilizers #i#

O Blood Pressure Medicine 5 1fil 'k 254

O Others:

* Please list your Spine / Health problems in order of severity below: TRFHF], B FEEZERRR:

1) For How long? $A? O Comes and Goes O Constant
Is the pain sharp / dull / burning / aching? What makes it better? or worse?

How did it happen? O Old problem O Don't know Injuries: O At Home O Sports O At Work O Car Incident O Fall O Explain:

2) For How long? $A? O Comes and Goes 0O Constant
Is the pain sharp / dull / burning / aching? What makes it better? or worse?

How did it happen? O Old problem O Don't know Injuries: O At Home O Sports O At Work O Car Incident O Fall O Explain:

3) For How long? $A? O Comes and Goes O Constant
Is the pain sharp / dull / burning / aching? What makes it better? or worse?

How did it happen? O Old problem O Don't know Injuries: O At Home O Sports O At Work O Car Incident O Fall O Explain:

4) For How long? &A? O Comes and Goes O Constant
Is the pain sharp / dull / burning / aching? What makes it better? or worse?

How did it happen? O Old problem O Don't know Injuries: O At Home O Sports O At Work O Car Incident O Fall O Explain:

5) For How long? $A? O Comes and Goes O Constant
Is the pain sharp / dull / burning / aching? What makes it better? or worse?

How did it happen? O Old problem O Don't know Injuries: O At Home O Sports O At Work O Car Incident O Fall O Explain:




“Subluxation can affect the nerves to different parts and organs of the body”

The Nervous System controls and regulates all the functions of every organs and cells in the body.
SUBLUXATION (misalignment) and injuries to the spine can lead to many signs and symptoms that
commonly affect people. Please tick any of the following symptoms you have experienced at any time
in the past twelve months:

BERNOFHER BA, BAKHERERSZIEW, FEEERFEAEA IR FERE KRR TITAA:

Cervical (Neck) & #:

Those nerves also affect over the head, ears, and sinuses causing symptoms listed below:

O Headaches /Migraine k% / fik% When did it first start?
How often? Everyday, On & Off, Constant How long do they last?
Location? What makes it better/worse?

O Dizziness k% When did it first start?
How often? Everyday, On & Off, Constant How long do they last?
What makes it better/worse?

O Ringing in Ears B When did it first start?
How often? Everyday, On & Off, Constant How long do they last?
Which ear? What makes it better/worse?

O Recurrent Flu/ Sinus How frequent? When? Duration?

O Neck Pain / Stiff Neck ZIERYE / BAE When did it first start?
How often? Everyday, On & Off, Constant How long do they last? Where?
What makes it better/worse? Type of pain: Sharp/numbness/dull/ache/burning?

O Shoulder Pain / Numbness J& B / BBWhen did it first start?

How often? Everyday, On & Off, Constant How long do they last? Where?
What makes it better/worse? Type of pain: Sharp/numbness/dull/ache/burning?

O Shoulder Tense / Stiff J&BE%4) / f24# How often? Left/Right?

O Numb /Tingling in Arms or Hands F&FH K / J8 When did it first start?
How often? Everyday, On & Off, Constant How long do they last? Where?
What makes it better/worse?

Thoracic (Mid Back) 35 %5 HE

O Pain Between Shoulder Blades fET## / & When did it first start?
How often? Everyday, On & Off, Constant. How long do they last? Where?
What makes it better/worse? Type of pain: Sharp/numbness/dull/ache/burning?

O Breathing Problems /Asthma MR A)H% How long? When? Duration?

O Chest/Ribs Pain M OJE/ &/ A% How often? Left/Right?

O Digestive/Gastric Problems /L R4 A K Bloated/Gas/Indigestion/Heartburn

Lumbar (Low Back) JEZR& Ht

Low Back Sour / Pain / Ache JETFE® / 8 How long? Comes and goes? Constant?
Hip Pain (Left/Right/Both) 3% (Z£/4) How long? Comes and goes? Constant? Left/Right?
Numb/Tingling/Pain in Legs or Feet il / BIER#K / 5% How long? Comes and goes? Constant? Left/Right?
Bowel Movements f@£# Any constipation?
Frequent Urination /MEWR$ %
Fertility Problems

0 O o o o Y

“Chronic bad posture at the workplace can put a large stress on your spine”

Workplace
What is your present occupation? How long? MIZEMEHATE?BEAT?

What is your past occupation? How long? LRI A A THF? T2 A T2

Nature of Work Involved LYEf:E [ ] Sitting 2 [ ] Sitting in front the computer AA7E B ik Fif i
[ ]Standing % [ 1Walking & [ ]1Bending &% [ ] Lifting heavy objects $ # 4

-3-




“Injuries, big or small, cause vertebral subluxation which then manifest as symptoms like
pain, numbness, stiffness, or organ dysfunction”

Injuries
Have you had any injuries or accidents while at work? How long ago? AR 3245 ?

What sports exercises or games do you play? A it 4izzh?
Current ¢ Past LI

Have you had any sports injuries or accidents outside of work? &7 TAELIAMREEH 5215 ?

Any serious injuries at home e.g. slips or falls? fREEMJUFER S AL ER BmE W25 ki, .

Motor vehicle accidents? How long ago? “#%? £ A LLHG?

Do you recall any significant falls or accidents or injuries as a child / teenager?
(Research shows that by the age of 12, children have had over 400 traumas to their spine)
RAEFAEVDER, AR, B3, 05542

Have you had any hospitalizations, operations or surgeries in your lifetime? K2 H T TFAR? FHFE41UH:

Broken bones / Reconstructions:

Any of the health conditions listed below:

0O Stroke X, O Allergies 254 | Ji JIk ek O Heart Attack / Heart Problems /Ui 35 9%

O Weight Problems A 7] O High/ Low Blood Pressure ik / = 1fi.)k O Diabetes / Kidney Problems 5 / # /X J%

O Liver Problems JH7 O Cancer/ Tumor J&4E / Jis O Psychiatric Problems ¥ #55

Women only:  Are you pregnant / nursing? (circle) O Yes 0O No Do you have irregular cycles? O Yes O No
AT R &5 HEf
Are you taking birth control pills? O Yes O No Do you experience painful periods? O Yes 0O No
A A 2 H&RTI

Do your health problems affect your daily activities? #RER IR &7 2 m4 K4 7% 211 ? (Please tick below)

[ ] Difficulty sleeping 2l [ ] Tiredness / Fatigue % 5% & [ ] Nervousness / Depression %5 %K / f&
Does this cause you to be: How does this affect your work? How does this affect your life?
0 Moody/Irritable? [ In decision making? [0 Do you lose patience with your spouse
O Have interrupted sleep? [ Resulting in a poor attitude? and/or children?
O Restricted in daily activities? | O Result in decreased productivity? O Are you restricted in household duties?
[ Are you exhausted at the end of the day? O Is your ability to exercise or participate
in sport hindered?
O Does it interfere with your ability to participate
in hobbies or other desired activities?

Lifestyle

Do you 127 (Please tick i&¥T4))

[ ]1smoke W4 Packs per day/week:

[ ]drink alcohol i Drinks per day/week:

[ 1drink coffee Mgk Cups per day:

How many hours do you sleep? HEiKE / day Spend at work? 7 TAE_L? / week
Do you exercise regularly? izz)j& O No O Moderate O Daily Type of exercise(s):

Do you wear: I /1 AZ5A %L O High Heels O Foot Orthotics [ Heel Lifts O Arch Supports
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