| Patient History Form ]

® & Your ( First, Middle, Last ) Name:

PERMANENT ADDRESS LOCAL ADDRESS USame
Address:

City: St: Zip:

Phone: ( ) Phone: { )

Work Phone: { 1 Occupation:

Employer: Address:

Emergency Contact Phone: ( ) Name:

Age:___ Date Of Birth: SS# ' 2 Driver Lic#

& Male O Female O Single O Married (1 Separated O Widowed O Divorced No. Children
. ‘OAre you pregnant? [JYes ONo ]
¥ How can we help you, today ?

[ e — e e s — — . — — — — —— e a— —— —— ——

& Please rate each area of pain and select the letter]s] to describe the pain on the pain diagram '
0 1 2 3 4 5 6 7 8 9 10
oAl tie gt - Sbedenae o . TOOMUCHEAN - 2
4 How long have you had this condition ?
@ Have you had this or similar conditions in the past?(d No OYes,
¢ What makes this condition better ? . Pain Description
€ What makes this condition worse ? : {Al Sh?m
¥ WHEN do you feel the pain ? [g] gr.ab:x_ng
& ®PAST HEALTH HISTORY: e
€ Have you had any (Serious health problems or OLife threatening condition [E] Buming
{A Tingling
{Gl Sensitive
@ Have you had any of the following - {H] Numb
JHigh Blood Pressure OEpilepsy OCancer/Tumor (IBroken Bone [OPaceMaker [l Boring
UHeart Attack/Stroke,  ODizziness OArthritis OScoliosis OBlackout iJ1 Achy/Sore
OBreathing Problem (Disc Problem QOLiver Problem QJAbusive Relationship ﬁ(]' Thmbbi"g_
UEmotional Problem OEye Problem  QOFainting OAssault ODomestic Violence ™ Just i__{ur“
“Tidriey Broblem OEarProblem ODisbetes - ClAkohol Abuse ODrugabuse [mfﬂ:f
JUrinary Problem OS5uddenCollapse OChronic Pain  Oother (O] Oth ;

% 0 Any condition or disease in the family
@ 0 Surgeries, OHospitalizations, QO Allergies, OCar Accidents, Qlnjuries, OWork Injuries
Please explain each incident with date. For example, skiing-broken right ankle 1987

¢ MEDICATION UONone OPrescribed, QOver the Counter, OVitamins & Minerals

@ Have you visited other DOCTORs for this condition? ONe  Date of Last Visit:
Name Diagnosis
Address
Doctor's Phone: ( }
TESTS: OX-rays. QUltraSound. OMRI, QCT-Scan, OBone Scan, OBlood Test, QUrine Test
Treatment you received 7

@ Insurance Coverage (Copy of the Insurance Card)

#® Please Note: Our office can process your-insurance forms; however, you are responsible for the full payment
of all our clinical services and any collection fee, attorney fee. and 12% interest rate for the past due amount.

Signature: Date:

Hagop Jack T. Hakimian, D.C.
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