
 
Health	History	
Name:	_____________________________________________________				Date:	____________________________	
Date	of	Birth:	_______________________	Age:	_______	Gender:	🔲  Male	🔲  Female 
Mailing	Address:	___________________________________________	City:	_____________________________	
State:	_____	Zip:	________	Home	Phone:	__________________	Cell	Phone:	________________________	
Email:	__________________________________________________		
Occupation:	_______________________	Do	you	primarily:		🔲  Sit	🔲  Stand	🔲  Perform	repetitive	tasks 
Height	(ft):	_______	Weight	(lbs):	_______		
Marital	Status:	🔲  Single	🔲  Partnered	🔲  Married	🔲  Separated	🔲  Divorced	🔲  Widowed 
How	many	children:	_____	Ages:	_____________________________	
How	did	you	hear	about	Plaisance	Chiropractic?	_____________________________________	
How	do	you	prefer	to	be	contacted?	🔲   Home	Phone	🔲   Cell	Phone	🔲  Text	🔲  Email 

QUESTIONNAIRE: 
What	are	your	three	most	important	current	health	concerns?	
1.	__________________________________________________________________________	
2.	__________________________________________________________________________	
3.	__________________________________________________________________________	
List	any	medical	problems	currently	being	managed	by	a	physician:	______________________	
____________________________________________________________________________________________________	
List	any	hospital	stays	and/or	surgeries	with	dates:	_________________________________________	
____________________________________________________________________________________________________	
Have	you	been	diagnosed	with	any	clinical	condition	or	disease?	🔲  No	🔲  	Yes 

If	yes,	what:	________________________________________________________________________	
Have	you	ever	been	in	a	motor	vehicle	accident?	🔲  	No	🔲  	Yes 

If	yes,	what	kind	and	when:	_______________________________________________________	
Were	you	evaluated	and	treated	after	each	accident?	🔲  	No	🔲  	Yes 

Have	you	had	any	non-vehicle	accidents	or	falls?	🔲  	No	🔲  	Yes 
If	yes,	please	explain:	______________________________________________________________	

Have	you	had	any	imaging	performed	in	the	last	year?	🔲  	No	🔲  	X-ray	🔲  	MRI	🔲  	US	🔲  	PET 
Have	you	had	blood	work	performed	in	the	last	year?	🔲  	No	🔲  	Yes 

Were	your	test	results	in	medically	normal	ranges?	🔲  	No	🔲  	Yes 
If	not,	which	results	were	abnormal?	_________________________________________	

GENERAL	LIFESTYLE:	
What	is	your	activity	level	on	a	scale	from	1-10?	(10	being	very	active)	____________________	
What	is	your	average	energy	level	on	a	scale	of	1-10	(10	being	the	optimal	energy	level	you	think	you	should	have)?	
_________________________________________________________ 
On	average,	how	many	hours	do	you	sleep	per	night?		
Do	you	feel	you	get	adequate	sleep?	🔲   Yes	🔲   No	________________________ 
Do	you	wake	rested?	🔲   Yes	🔲   No	________________________ 
Do	you	wake	during	the	night?	At	what	time?	🔲   Yes	🔲   No	________________________ 
Do	you	sleep	next	to	any	electronic	devices?	🔲   Yes	🔲   No	________________________ 
Do	you	exercise?	🔲   Yes	🔲   No	________________________ 



Do	you	follow	any	particular	diet?	🔲   Yes	🔲   No	________________________ 
Do	you	consume	caffeine	daily?	🔲   Yes	🔲   No	________________________ 
Do	you	use	tobacco?	🔲   Yes	🔲   No	________________________ 
Do	you	consume	alcohol?	🔲   Yes	🔲   No	________________________ 
Do	you	feel	you’ve	ever	had	a	problem	with	overuse	of	drugs	or	alcohol?	🔲   Yes	🔲   No	
___________________________________________________________________________________________ 

MENTAL/EMOTIONAL	HEALTH	
Do	you	have	a	good	support	system?	🔲   Yes	🔲   No	_______________________________________________________ 
Do	you	have	a	spiritual	practice?	🔲   Yes	🔲  No	____________________________________________________________ 
What	are	the	main	stresses	in	your	life?	________________________________________________________________	
Have	you	experienced	any	particularly	life-changing	stressful	events?	______________________________	
______________________________________________________________________________________________________________	
What	do	you	do	to	de-stress?	____________________________________________________________________________	
What	are	your	some	of	your	hobbies?	___________________________________________________________________	
Rate	the	current	level	of	personal	stress	in	your	life:	🔲 	None	🔲 	Low	🔲 	Moderate	🔲 	High 
Rate	the	current	level	of	relationship	stress	in	your	life:	🔲 	None	🔲 	Low	🔲 	Moderate	🔲 	High 
Rate	the	current	level	of	health	stress	in	your	life:	🔲 	None	🔲 	Low	🔲 	Moderate	🔲 	High 
Rate	the	current	level	of	family	stress	in	your	life:	🔲 	None	🔲 	Low	🔲 	Moderate	🔲 	High 
Rate	the	current	level	of	occupational	stress	in	your	life:	🔲 	None	🔲 	Low	🔲 	Moderate	🔲 	High 
How	do	you	manage	the	stress	in	your	life?	_____________________________________________	

CHEMICAL	HEALTH	
Do	you	choose	to	get	annual	^lu	shots?	🔲 	No	🔲 	Yes 
Have	you	used	antibiotics	in	the	last	year?	🔲 	No	🔲 	Yes 
How	many	cups	of	water	do	you	drink	per	day?	🔲 	0	🔲 	1-3	🔲 	4-6	🔲 	7-9	🔲 	10+ 
How	many	cups	of	coffee/energy	drinks	do	you	drink	per	day?	🔲 	0	🔲 	1-3	🔲 	4-6	🔲 	7-9	🔲 	10+ 
How	many	glasses	of	juice/soda/sports	drinks	do	you	drink	per	day?	🔲 	0	🔲 	1-3	🔲 	4-6	🔲 	7-9	🔲 	10+ 
Do	you	eat	wheat	products	(bread/pasta/crackers/baked	goods)?	🔲 	No	🔲 	Yes 

If	yes,	how	many	servings	per	day?	________________________________________________	
Do	you	eat	re^ined	sugar?	🔲 	No	🔲 	Yes 

If	yes,	how	many	servings	per	day?_________________________________________________	
Do	you	ingest	arti^icial	sweeteners	(Splenda,	Aspartame,	Equal,	diet	drinks,	gum)?	🔲 	No	🔲 	Yes 
Do	you	have	any	food/drink	allergies,	sensitivities	or	intolerances?	🔲 	No	🔲 	Yes:	________________ 
Do	you	smoke?	🔲 	No	🔲 	Yes	🔲 	I	used	it	for:	_______	years 

Are	you/have	you	been	exposed	to	second-hand	smoke?	🔲 	No	🔲 	Yes 
Do	you	take	probiotics?	🔲 	No	🔲 	Yes 
Do	you	take	Vitamin	D?	🔲 	No	🔲 	Yes 
Do	you	take	Omega-3?	🔲 	No	🔲 	Yes 
Other	supplements	or	homeopathics:	_______________________________________________________	
Please	list	any	medications	(prescription	&/or	over	the	counter)	that	you	take	regularly	and	why:	
____________________________________________________________________________________________________________________________________
________________________________________________________________________________________________	

FOOD	HEALTH	



Please	list	the	foods	you	commonly	eat	for:	
Breakfast:	______________________________________________________________________________________	
Lunch:	__________________________________________________________________________________________	
Dinner:	_________________________________________________________________________________________	
Snacks:__________________________________________________________________________________________	
How	many	cups	of	vegetables	do	you	eat	per	day?	🔲 	0	🔲 	1	🔲 	2	🔲 	3	🔲 	4	🔲 	5	🔲 	6	🔲 	7+ 
What	foods	do	you	crave?	____________________________________________________________________	

SYMPTOMS:	Please	check	the	boxes	of	symptoms	that	you	are	currently	experiencing,	or	have	experienced	in	the	
past	6	months: 

Women:	
🔲   	Breast	masses	🔲   	Lack	of	periods	(premenopause)	🔲   	Menopause	(age)	_______ 
🔲   	Hysterectomy	🔲   	Painful/Heavy	periods	🔲   	Vaginal	discharge 
🔲   	Irregular	periods	🔲   	Spotting	🔲   	Yeast	infections 
🔲   	Pregnancies	#_________	🔲   	Miscarriage	#/date	____________	🔲   	C-section	#____________ 
Are	you/Do	you	plan	to	become	pregnant?	🔲   Yes	🔲   No	_______________________ 
Are	you	breastfeeding?	🔲   Yes	🔲   No	________________________ 
Are	you	taking	birth	control?	What	kind?	🔲   Yes	🔲   No	________________________ 
Are	you	on	hormone	replacement	therapy?	🔲   Yes	🔲   No	________________________ 
		 	
Other:	
🔲   	Autoimmune	disease	🔲   	Hernia			🔲   	Relationship	problems 
🔲   	Bleeding	gums	🔲   	History	of	abuse	🔲   	Restless	legs 
🔲   	Employment	dif^iculties			🔲   	History	of	antibiotic	use			🔲   	Schizophrenia 
🔲   	Erectile	dysfunction			🔲   	History	of	vaccine	reactions			🔲   	Serious	head	injury 
#	Bowel	Movements/day	_______	

Notes:	
_______________________________________________________________________________________________________	
_______________________________________________________________________________________________________	

BLOOD	WORK: 
If	you	have	recent	blood	work	(within	the	last	6	months),	please	include	a	copy	with	this	form.	It	is	not	required,	
but	can	be	extremely	helpful	in	understanding	your	full	health	picture.	

CONSENT	TO	TREAT:	
I______________________________________________,	hereby	grant	permission	to	receive	a	professional	and	complete	physical	
examination	and	consultation,	including	urinalysis	and	evaluation.	

FINANCIAL	AGREEMENT: 
I,	_____________________________________________,	agree	to	full	^inancial	responsibility	for	services	rendered	and	products	
purchased.	I	understand	that	payment	is	required	in	full	prior	to	service	or	purchase	unless	arrangements	were	
agreed	to	in	advance.	Cash,	check	and	Charge	are	the	only	accepted	forms	of	payment	at	this	time.	Notice	of	24	
hours	is	necessary	for	cancelled	appointments.	I	may	be	charged	full	price	for	a	missed	appointment.	We	reserve	
the	right	to	require	prepayment	to	reschedule	your	next	appointment.		This	advance	payment	will	be	applied	to	
your	next	appointment. 

Signature	(patient/parent/guardian):	

__________________________________________________________________________ Date: _________________ 

Fee is pa(ents’ responsibility and will not be covered by insurance or liabili(es. 



 

SYSTEMS SURVEY FORM
(Restricted to Professional Use)

PATIENT____________________________________ AGE_______ DOCTOR________________________________ DATE_______________

INSTRUCTIONS: Circle the number that applies to you. If a symptom does not apply, leave it blank.
Circle either: (1) for MILD symptoms (occurs rarely), (2) for MODERATE symptoms (occurs several times a month),

or (3) for SEVERE symptoms (occurs almost constantly).

GROUP ONE
1 –  1  2  3 Acid foods upset 8 –  1  2  3  Gag Easily 15 –  1  2  3 Appetite reduced
2 –  1  2  3 Get chilled, often 9 –  1  2  3 Unable to relax, startles easily 16 –  1  2  3 Cold sweats often
3 –  1  2  3 “Lump” in throat 10 –  1  2  3 Extremities cold, clammy 17 –  1  2  3 Fever easily raised
4 –  1  2  3 Dry mouth-eyes-nose 11 –  1  2  3  Strong light irritates 18 –  1  2  3 Neuralgia-like pains
5 –  1  2  3 Pulse speeds after meal 12 –  1  2  3 Urine amount reduced 19 –  1  2  3 Staring, blinks little
6 –  1  2  3 Keyed up - fail to calm 13 –  1  2  3  Heart pounds after retiring 20 –  1  2  3 Sour stomach frequent 
7 –  1  2  3 Cuts heal slowly 14 –  1  2  3  “Nervous” stomach

GROUP TWO
21 –  1  2  3 Joint stiffness after arising 29 –  1  2  3 Digestion rapid 37 –  1  2  3 “Slow starter”
22 –  1  2  3 Muscle-leg-toe cramps at night 30 –  1  2  3 Vomiting frequent 38 –  1  2  3 Get “chilled” infrequently
23 –  1  2  3 “Butterfly” stomach, cramps 31 –  1  2  3 Hoarseness frequent 39 –  1  2  3 Perspire easily
24 –  1  2  3 Eyes or nose watery 32 –  1  2  3 Breathing irregular 40 –  1  2  3 Circulation poor,
25 –  1  2  3 Eyes blink often 33 –  1  2  3 Pulse slow; feels “irregular” sensitive to cold
26 –  1  2  3 Eyelids swollen, puffy 34 –  1  2  3 Gagging reflex slow 41 –  1  2  3 Subject to colds,
27 –  1  2  3 Indigestion soon after meals 35 –  1  2  3 Difficulty swallowing asthma, bronchitis
28 –  1  2  3 Always seem hungry; 36 –  1  2  3 Constipation,

feels “lightheaded” often diarrhea alternating

GROUP THREE
42 –  1  2  3 Eat when nervous 49 –  1  2  3 Heart palpitates if meals 53 –  1  2  3 Crave candy or coffee
43 –  1  2  3 Excessive appetite missed or delayed in afternoons
44 –  1  2  3 Hungry between meals 50 –  1  2  3 Afternoon headaches 54 –  1  2  3 Moods of depression - 
45 –  1  2  3 Irritable before meals 51 –  1  2  3 Overeating sweets upsets “blues” or melancholy
46 –  1  2  3 Get “shaky” if hungry 52 –  1  2  3 Awaken after few hours sleep 55 –  1  2  3 Abnormal craving for
47 –  1  2  3 Fatigue, eating relieves - hard to get back to sleep sweets or snacks
48 –  1  2  3 “Lightheaded” if meals delayed

GROUP FOUR
56 –  1  2  3 Hands and feet go to sleep 63 –  1  2  3 Get “drowsy” often 68 –  1  2  3 Bruise easily, “black

easily, numbness 64 –  1  2  3 Swollen ankles and blue” spots
57 –  1  2  3 Sigh frequently, “air worse at night 69 –  1  2  3 Tendency to anemia

hunger” 65 –  1  2  3 Muscle cramps, worse 70 –  1  2  3 “Nose bleeds” frequent
58 –  1  2  3 Aware of “breathing during exercise; get 71 –  1  2  3 Noises in head, or

heavily” “charley horses” “ringing in ears”
59 –  1  2  3 High altitude discomfort 66 –  1  2  3 Shortness of breath 72 –  1  2  3 Tension under the
60 –  1  2  3 Opens windows in on exertion breastbone, or feeling

closed room 67 –  1  2  3 Dull pain in chest or of “tightness”,
61 –  1  2  3 Susceptible to colds radiating into left arm, worse on exertion

and fevers worse on exertion
62 –  1  2  3 Afternoon “yawner”



 



 




