Offices of Keith S. Overland, DC, CCSP

Patient Health History
Today’s Date:  ___________________

Patient Title:   __Mr.   __Mrs.   __Ms.   __Miss   __Dr.   __Prof.   __Rev.   
First Name:  _________________  Nick Name:  ______________

Last Name:  __________________ Middle Name:  ____________

Address 1 ___________________________________________

Address 2 ___________________________________________

City ____________________ State _______ Zip +4 ___________

Primary Phone _____________ Secondary Phone _____________

Mobile Phone __________________

Home email ___________________ Work email _____________

Which email address would you like us to use to communicate with you?   H     W

Contact Method (check one)  

__Primary Phone   __Secondary Phone   __Mobile Phone   __ Home email   __Work email
Date of Birth  _____________  Age ___ Gender (check one) __F   __ M

Social Security Number:  _________________________**
Marital Status (check one) __Single   __Married   __Divorced   __Widow
Spouse’s Name:  ______________________________________

Emergency Contact (name and phone) ___________________________

Employment Status (check one)
__Employed   __FT Student   __PT Student   __Other   __Retired   __Self Employed
Employers Name and Address:  ___________________________

___________________________________________________

Race (check one)
__White   __Black/African American   __Hispanic   __American Indian/Alaskan Native

__Asian   __Asian Indian   __Chinese   __Filipino

__Japanese   __Koren   __Vietnamese   __Native Hawaiian or other Pacific Island

__Samoan   __Guamanian or Chamorro   __Other   __I Choose not to specify
Multi Racial (check one)   __Yes   __No   __Unknown

Ethnicity (check one)  __Hispanic or Latino   __Not Hispanic or Latino   __I choose not to specify
Preferred Language (check one)
__English   __Spanish   __American Sign Language   __Chinese  __French   __German

__Tagalog   __Vietnamese   __Italian   __Korean   __Russian   __Polish

__Arabic   __Portuguese   __Japanese   __French Creole   __Greek   __Hindi

__Persian   __Urdu   __Gujarati   __Armenian  __I choose not to specify
Verification Question (choose only one question by checking off the question, then give the answer to that question)
__What is the name of your favorite pet?   __In what city were you born?   __What high school did you attend?

__What is your favorite movie?   __What is your mother’s maiden name?   __On what street did you grow up?

__What was the make of your first car?   __When is your anniversary?   __What is your favorite color?
Verification Answer to Chosen question:  ____________________

Do you currently smoke tobacco of any kind? 
__Yes   __Former Smoker   __Never been a smoker
If yes, how often do you smoke:  

__Current every day smoker  __Current sometimes smoker
If yes, what is your level of interest in quitting smoking?

__0  __1  __2  __3  __4  __5  __6  __7  __8  __9  __10

Current medications, including dosage if known

If there are no current medications, check here ___

1.  ____________________________   5.  ___________________________

2. ____________________________   6.  ___________________________

3. ____________________________   7.  ___________________________

4. ____________________________   8.  ___________________________
List any known allergies you have had to any medications

If no allergies are known, check here ____

1.  ____________________________   3.  ___________________________

2.  ____________________________  4.  ___________________________
Briefly list your main health problems:  _____________________

__________________________________________________

Has any doctor diagnosed you with Hypertension presently?  __yes  __no    If yes what kind?  ____________________________________

Has any doctor diagnosed you with Diabetes presently?  __yes  __no

If yes, what kind?  __Type I   __Type II

If yes to Diabetes, was your blood lab-work test for hemoglobin A1c>9.0%?  __Yes   __No   __Not Sure
If yes, what kind?  __________________________________________

What is the reason for your visit today:  _____________________

__________________________________________________

Have you seen any other medical or chiropractic physician for this condition?  __Yes   __No   If yes, who/date:  ____________________________________

Have you had an X-ray or CT Scan or MRI in the past 28 days?  __Yes   __No

Were you injured due to:  Auto Accident ____  Worker’s Comp ____

If you checked one of the above, do you have an Attorney?  _______

Attorney name and phone number:  _______________________

__________________________________________________

Have you missed work due to your injuries?  __Yes   __No

Who may we thank for referring you?  ______________________

Please give our receptionist your insurance card so that we may copy it for our records and verify your coverage.  Thank you

INFORMED CONSENT WAIVER & AUTHORIZATION TO TREAT

I the undersigned, acknowledge by my signature, that I am aware that Dr. Keith Overland is a licensed Chiropractic Physician and although very rare, injury from treatment or manipulation may have adverse effects.  These may include or be associated with stroke, disc herniation, muscle strains or other injuries or complications.

Signature:  ______________________________  Date:  ____________

**In order to protect you from identity theft, The Federal Trade Commission requires our office to obtain your social security number and a copy of your valid state/government issued ID to comply with The Fair and Accurate Credit Transactions Act (FACT Act) of 2003.

To be performed by office staff:

Height:  __________ inches

Weight:  __________ pounds

BP:  ________ / ________

