DO YOU...

Smoke [ONo [Yes Drink Coffee (ONo [OYes
1-2-3-4 packs/day 1-2-3-4 cups
Drink Tea (ONo 0OYes Drink Diet Coke (ONo OYes
1-2-3-4 cups 1-2-3-4

Exercise Regularly [(INo OYes Eat a balanced diet [INo [OYes
Sleep 8 hours a night (/No JYes

Have you ever suffered from:Please indicate if before or after pregnancy.

Dizziness [OBefore ODuring [After Irritability OBefore [During [After
Backaches [Before [1During [JAfter Fatigue [Before (ODuring [After
Diabetes OBefore [JDuring OAfter Headaches = [OBefore (During [JAfter
High Blood Pressure [Before [JDuring OAfter Heartburn ~ [OBefore [During [Afiter
Asthma [Before [(IDuring (JAfter Constipation [Before ODuring [JAfter
Stomach Trouble (UBefore [1During UAfter Nervousness [IBefore [1During UJAfter
Sinus Trouble [1Before [1During [JAfter Neck Pain OBefore [(1During (JAfter

Leg Cramps [IBefore [(1During [1After Loss of Balance = [OBefore [1During [JAfter
Other Sleeping Problems [1Before FIDuring [1After
GENERAL INFORMATION

List all operations and their dates:

ks 2

3. 4.

I{ist any physical traumas from birth to the prese;t:

3 4.

List any significant emotional traumas since birth:

1. 2.

3 4.

How Stressful is your life? Occupation Personal

(1=No Stress/ 10=Extreme Stress)

[ understand that insurance is an agreement between the insurance company & myself and that billing is done as a
courtesy and is not a guarantee of payment. I agree to aid in timely collection from my insurance and I understand
that I am ultimately responsible for any unpaid balance on my account. I authorize Belcher Chiropractic Center to
administer care a deemed necessary and to release information acquired in the course of my examination or care. I
certify that all information on the form is true and correct.

Signature Date




