
Oz.'S # GLASSES IDIET:O HIGH FAT 0 HIGH PROTEIN 0 LOWCAlORIE 0 LOW FIBER 0 LOWo DAILY 0 MONTHLY CONSUMPTION ONLY I0 LIQUOR ~:~~OHIGH FIBER 0 HIGH SAlT 0 LOW CARB 0 LOW SAlT SUGAR

PA$THE,~(rttH!~"()RV(CON'rf" .

NON·DRUG 0 ANiMAlS

ALLERGIES:
I0 DENY ANY NOtWRUG AlLERGIES

o DAIRY o EGGS o FOOD COLORING o MOLD o POLLEN

SURGERIES:
10 DENY ANY
SURGERY (IES)

o ANGIOPLASTYo APPENDECTOMYo CAESAREAN SECTIONo CARDIAC CATHETERIZATIONo CARPAl TUNNEL REPAIR

o CORONARY ARTERY BYPASSo COSMETIC

OD&Co DENTAl SURGERYo GAlL BLADDER

o HEMORRHOIDECTOMYo HERNIA REPAIRo HYSTERECTOMYo JOINT RECONSTRUCTIONo JOINT REPLACEMENT

o LAMINECTOMY 0 TONSILLECTOMYo MASTECTOMY 0 OTHER (PLEASE BE SPECIFIC)o PACEMAKER INSERTION Io ROTATOR CUFFo SPiNAl FUSION

OB/GYN:
10 DENY ANY
OB/GYN ISSUE(S)

o I HAVE NEVER BEEN PREGNANTo I HAVE BEEN PREGNANT IN THE PASTo I AM CURRENTLY PREGNANT

MENSTRUALHISTORY: 0 MY MENSES IS REGULARo MY MENSES IS IRREGULARo I AM CURRENTLY IN MENOPAUSE DATE OF LAST MENSES I I------,--AGE OF ONSET _

INJURIES:
I o DENY ANY
INJURY (IES)

o BACK INJURY 0 FRACTUREo BROKEN BONES 0 DISABILITYo SEVERE FAlL 0 HEAD INJURY

o INDUSTRIAl ACCIDENT 0 MOTOR VEHICLE ACCIDENT

D JOINT INJURY 0 MILDIMODERATE SOFT TISSUE INJURYo SEVERE LACERATION 0 SEVERE SOFT TISSUE INJURY

IMMUNIZATIONS: 0 DTaP (DiPTHERIA, 0 FLU

I 0 DENY ANY TETANUS & 0 HEPATITISA

IMMUNIZATION(S) PERTUSSIS) 0 HEPATITIS B

o HEPATITIS Co INFLUENZAo IPV (POLIO)

o MMR (MEASLES, MUMPS & RUBELLA) 0 SMAlL POXo PNEUMOCOCCAl 0 TBo PPD (MANTOUX TEST-TB) 0 VARNfV.. (CHICKEN POX)

o WHUPPING COUGH

(PERTU,SSIS)

. PREVIOUS'TREA'TMENT

ARE YOU CURRENTLY TAKING ANY 0 YES IF YES, PLEASE MARK 0 AlLERGY MEDICATION 0 BLOOD PRESSURE MEDS. 0 MUSCLE RELfV..ERS

PRE SCRIPTION [,iEDICATIONS? 0 NO OR LIST (BE SPECIFIC). 0 ANTI-DEPRESSANTS 0 INSULIN 0 NERVE PILLS

o PAIN KILLERSo OTHER

(PLEASE SPECIFY)

PREVIOUS CHIROPRACTIC CARE? 0 YES IF YES, WHO? (NAME)

ONO

HAVE YOU SEEN OTHER DOCTORS 0 YES
FOR THIS CONDITION? 0 NO

IF YES, WHO? (NAME) T LOCATION OF
OFFICE TTYPE OF

TREATMENT

VIERE YOU SATISFIED WITH THE 0 YES
RESULTS OF YOUR TREATMENT? 0 NO

EXPLAIN:

DO YOU WEAR ANY OF 0 HEAL LIFTS 0 ARCH SUPPORTS PLEASE LIST MY OTHER CONDITIONS YOU FEEL
THE FOLLOWING? 0 INNER SOLES 0 ORTHOTICS 'NE SHOULD KNOW AJBOUT - EVEN IF UNRELATED:

. FAMILY HISTORY· ENTER INITIALS BELOW: A = ALIVE D = DECEASED

FATHER PATERNAL GRANDFATHER MATERNAL GRANDFATHER __ SON(S) __ BROTHER(S)

GENERAl FM1ILY MOTHER PATERNAl GRAADMOTHER __ MATERNAl GRAADMOTHER __ DAUGHTER(S) __ SISTER(S)

NAME RELATION PAST & PRESENT HEALTH PROBLEMS

DRUGS: o DENY ANY ILLEGAl DRUG USE 0 HAVE NOT USED DRUGS SINCE __ ITOBACCO:0 DENY TOBACCO USE 0 QUIT # PER 0 DAY 0 MONTHID # CHEWo DENY USE OF IV DRUGS 0 HAVE USED DRUGS FOR 0 LIVE W/A SMOKER SMOKING __ 0 'NEEK 0
T~, • PLEASE READ CAREFULLY AND SIGN BELOW

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself,
Furthermore, I understand that the Chiropractic Clinicwill prepare any necessary reports and forms to assist me in making collection from the
insurance company and that any amount authorized to be paid directly to the Chiropractic Clinic will be credited to my account upon receipt.
However, I clearly understand and agree that all services rendered me are charged directly to me and that I am personally responsible for
payment. I also understand that if I suspend or terminate my care or treatment, any fees for professional services rendered me will be
immediately due and payable, I hereby authorize the Doctor to treat my condition as he or she deems appropriate through the use of
Chiropractic Health Care, and I give authority for these procedures to be performed. It is understood and agreed the x-rays are for examination
only and the x-ray negative will remain the property of this office, being on file where they may be seen at any time while a patient of this
office, I also agree that I am responsible for all bills incurred at this office, I acknowledge that I have received the Chiropractic Clinic's Notice
of Privacy Practices for protected health information.

GUARDIANOR SPOUSE'S SIGNATURE OF AUTHORIZING CARE: DATE:
(SIGNlATURE INDICATES CONSENT TO TREAl)

PATIENT (PRINT NAME): I';;IENl'S SIGNATURE: DATE:

----Rs't ()6129



Foxridge Chiropractic Clinic PATIENT INFORMATION FORM
Dr. Wayne Enloe (608) 831-0453

TODAYS DATE: DATE OF BIRTH:

NAME: o MALE !AGE: o MARRIED0 SINGLE 0WlDO'M:Do FEMALE .0DIVORCED0 SEPARATED0
ADDRESS: CITY: STATE: ZIP:

HOME PHONE: CELL: FAX:

SOCIAL SECURITY #: DRIVER'S LICENSE #: STATE: E-MAIL ADDRESS:

SPOUSES NAME: AGES OF CHILDREN: OCCUPATION/JOB TITLE:

EMPLOYER/BUSINESS NAME: BUSINESS ADDRESS:

BUSINESS PHONE: TYPE OF WORK:

HOW DID YOU
HEAR ABOUT US?

!>!.:,.\~
PHONE #:

ADDRESS: RELATIONSHIP:

WHO IS RESPONSIBLE o SELF o AUTOINSURANCE0MEDICAID
FOR YOUR BILL? o WORKER'SCOMP0 MEDICARE o OTHER(BESPECIFIC):

PERSONAL HEALTH HEALTH 10 CARD #:
UJ INSURANCE CARRIER:0
Z iNSURED PERSON'S GROUP#:«
0:: NAME:
::>
CJ) INSURED PERSON'S PRIMARY CARE PHYSICIAN:z DATE OF BIRTH:

INSURED PERSON'S PHARMACY:
SOCIAL SECURITY #:

..;< '!" ~ ~.

CURRENT HEALTH CONDITION>

)] Jl< CHIEF COMPLAINT: (WHY ARE YOU HERE TODAY?)

, " I ~_

!J~~~~0J·\~~
.. I . .

Please circle) areas of

••• ~t ) t discomfort,

L J l...)
BODY AREA 0CERVICAL (NECK) o UPPER EXTREMITY (ARMS, WRIST, HANDS)
INVOLVED: o SPINE (MID-BACK), RIBS, PELVIS (LOW BACK) o LOWER EXTREMITY (LEGS, FEET, TOES)

ONEW o EXACERBATION
CONDITION 0 RECURRING o CHRONIC

MECHANISM 0 AUTO o FALL o OVER EXERTION o UNKNOWN o SLIP OR FALL o OTHER
OF ONSET: o WORK o LIFTING o REPETITIVE MOTION o SLEPT WRONG ONO INJURY

SYMPTOMS 0 PAIN 0 STIFFNESSEi NUMBNESS EiWEAKNESS ...

LOCATION:
o LEFT o BILATERALo RIGHT

QUALITY
o BURNING o DULUACHING o SHARP o STABBING o TIGHTNESS o RADIATINGo DIFFUSE o LOCALIZED o SHOOTING o THROBBING o TINGLING o OTHER



! '« CURRENT HEALTH CONDITION (CON'T)

ON A SCALE OF 0-10, (10 BEING THE WORST) RATE YOUR SYMPTOMS (RESTING) 0 1 2 3 4 5 6 7 8 9 10

ON A SCALE OF 0-10, (10 BEING THE WORST) RATE YOUR SYMPTOMS (WITH ACTIVITY): 0 1 2 3 4 5 6 7 8 9 10

DURATION SYMPTOM(S) STARTED

SYMPTOM(S) WORSENED

SYMPTOM(S) LAST OCCURRED

SYMPTOM(S) LAST EPISODE:

INJURY OCCURRED

ACCIDENT OCCURRED

TIMING WORSE o MORNING o AFTERNOON 0 NIGHT o W/ACTIVITY o CONSTANT o INTERMITTENT
IN THE

ASSOCIATED o BLURRED VISION o HEADACHES o NAUSEA o SLEEP DISTURBANCE
SIGNS o DEPRESSION o IRRITABILITY/MOOD SWING o RADIATING o STIFFNESS
& SYMPTOMS o DIZZINESS o LOCALIZED TINGLING o RINGING IN EARS

QUALITY OF o DULL o THROBBING o AURA IRADIATION o lEFT o RIGHT 8 BILATERAL
HEADACHES o SHARP o STABBING o NO AURA WEAKNESS o lEFT o RIGHT BILATERAL

OTHER o ACHES o FEVER o NUMBNESS o RUNNY NOSE o TINGLING
ASSOC o COLD LIMB o HEARTBURN o PALE BLUISH SKIN o STIFFNESS DVOMITlNG
SIGNS & DDIUINESS o MUSCLE SPASM o PANIC o SWEATING o WEAKNESS
SYMPTOMS o FATIGUE o NAUSEA o PINS & NEEDLES o SWELLING

MODIFYING FACTORS - o ACTIVITY o COLD o MASSAGE o OTCMEDS 0 REST o SITTING o T'MSTING 0 NOTHINGHELPS
SYMPTOMS BEDER WITH o BENDING o HEAT o MOVEMENT o RXMEDS o STRETCHING o STANDING o WAlKING

SINCE CONDITION BEGAN, HAS DYES
ANYTHING PERMANENTLY HELPED YOU? 0 NO

HilS ANYTHING THAT YOU HAVE DONE, DYES
THUS FAR, FIXED YOUR PROBLEM? ONO

EMPLOYMENT

OCCUPATION: WORK
(HRS/DAY):

JOB o SITIlNG o LIGHT o MODERATE o HEAVY LIFTING LIFTING o CONSTANT o FREQUENT o OCCASIONAL

CLASSIFICATION FREQUENCY (66-100%DAY) (33-65%DAY) (0-32%DAY)

WORK ACTIVITY POSTURES (HRS/DAY)
o SITTING oWALKING 0 PUSHING 0 KNEELING 0 T'MSTINGo STANDING o CLIMBING 0 PULLING 0 REACHING0 BENDING

REPETITIVE ACTIVITIES (HRS/DAY)
o COMPUTER o MACHINERY o ASSEMBLY
Fi PHONE Fi HANDTOOLS nGRASPING

HOW DOES THIS CONDITION o MILD~INFUL (CANDO) o SEVERE(UNABLETO PERFORM)

EFFECT JOB PERFORMANCE: o MODERATE~INFUl (LIMITED)0OTHER(EXPlAIN):

DAilY ACTIVITIES: TO WHAT LEVEL ARE YOU EXPERIENCING SYMPTOMS WHILE PERFORMING THESE ACTIVITIES
ACTIVITY NO MILD MODERATE SEVERE ACTIVITY NO MILD MODERATE SEVERE

(place a check in coJUflIl appficable) EFFECT (CAN DO) (LIMITED) (UNABLETO DO) (place a chea. in column applicable) EFFECT (CAN DO) (LIMITED) (UNABLETO DO)

Bending Lifting
Carrying Groceries Reading (concentration)

Change Posn-Sit·Stand Running
Child Care Self Care - Drenlng
Climb Stairs Self Care - Bathing
Computer Use Sexual Ac:tlvities
Daily Pet Care Sleep
Driving Static: Sitting
Exercise Static: Standing ...

Fishing Swimming
Golf Walking
Household Chores Weight Lifting
Hunting Yard Work



Below is a list of diseases that may seem unrelated to the purpose of your appointment.
However, these questions must be answered carefully as the problems can affect your overall course of care.

REVIEW OF SYMPTOMS - Please fill out all of the sections, even if "DENY"

..••.•

<
CONSTITUTIONAL: 0 I DENYD CHILLS D WEIGHTGAIN D WEIGHTlOSS
ANYCONSTITUTIONALISSUE(S)D NIGHTSWEATSD DAYTIMESOMNOLENCE(DROWSINESS)

D FATIGUE
DFEVER

EYEiVISION: 0 I DENY D BLINDNESS D EYEPAIN D TEARING
ANY EYESNISION ISSUE(S) D DOUBLEVISIOND PHOTOPHOBIA D BLURREDVISION

EARS, NOSE
AND THROAT:
01 DENY ANY
E/NfT ISSUE(S)

D BLEEDING
D DISCHARGE
D DIZZINESS
D SNORING

D FIELDCUTS D CATARACTSD CHANGEINVISION D 'M.AA GlASSESAND/OR
(VISUN..FIELDDEFECT)D GLAUCOMAD ITCHING(AROUNDEYES)D CONTACTLENSES

D FAINTING D NASAl CONGESTIOND EARDRAINAGE D POSTNASAl DRIP
D HEADACHES D SINUSINFECTIONS D EARINFECTION(S) D DIFFICULTV SWALLOWING
D LOSSOFSMELL D DENTALIMPLANTS 0 HEARINGLOSS 0 EARPAIN

D SORETHROATS(FREQUENT) D TINNITUS (RINGING
INEARS)

o HOARSENESSo RHINORRHEA(RUNNYNOSE)o SINUSINFECTIONSo TMJPROBLEMS

RESPIRATION: 0 I DENY D ASTHMA
ANY RESPIRATORY ISSUE(S)

CARDIOVASCULAR:
01 DENY ANY
CARDIOVASCULAR
ISSUE(S)

GASTROINTESTINAL
o I DENYANY
GASTROINTESTINAL
ISSUEtS,

D COUGHING
UPBLOOD

D SPUTUM
PRODUCTION

DCOUGH D SHORTNESS
OFBREATH

D 'MiEEZING

D ANGINA(CHESTPAINORDISCOMFORT)
D CHESTPAIN
D CLAUDICATION(LEGPAINORACHINESS)

D HEARTMURMUR
D HEARTPROBLEMS
D ORTHOPNEA(DIFFICULTY

BREATHINGWHILELYINGDO'Ml

D PALPITATIONS(IRREGULARORFORCEFUL D SWELLINGOFLEGS
BEATINGOFTHEHEART) D ULCERS
PAROXYSMAlNOCTURNAlDYSPNEA(WAKING

D ATNIGHTVvITHSHORTNESSOFBREATH) D VARICOSEVEINS

D ABDOMINALPAIN
D BELCHINGo BLACK,TARRYSTOOLS
D CONSTIPATION

D INDIGESTION
D JAUNDICE(yELLOWINGOFSKIN)o NAUSEAo RECTALBLEEDING

D ABNORMALSTOOLCALIBER(QUAlITY)
D ABNORMALSTOOLCOLOR D VOMITINGo ABNORMALSTOOLCONSISTENCY BLOOD
D VOMITING

D DIARRHEA
D DIFFICULTYSmLOWINGo HEARTBURNo HEMORRHOIDS

FEMALE I 0 DENY
ANY FEMALE ISSUE(S)

D VAGINALDISCHARGED BIRTHCONTROLTHERAPY D CRAMPSo BREASTLUMPIPAIN D FREQUENTURINATION
D BURNINGURINATION D HORMONETHERAPY

D IRREGULARMENSTRUATION
D URINERETENTION
D VAGINALBLEEDING

MALE I 0 DENYANY
MALE ISSUE(S)

o HESITANCYIVRlBBlING

ENDOCRINE:
o I DENYANY
ENDOCRINE ISSUEtS)

D BURNINGURINATIONo PROSTATEPROBLEMS

D COLDINTOlERANCE
D DIABETES

D ERECTIlE
DYSFUNCTION

D EXCESSIVIEAPPETITE
D EXCESSIVIEHUNGER

D FREQUENTURINATION
D URINATIONRETENTION

D EXCESSIVIETHIRST D GOITER D HEATINTOLERANCE D VOICECHANGES
D FREQUENTURINATIOND HAIRLOSSD UNUSUALHAIRGROwrH

SKIN: I 0 DENY
ANY SKIN ISSUE(S)

D CHANGESINNAILTEXTURED HAIRGROwrH D HIVIES D PARESTHESIA(NUMBNESS, D RASH D SKINLESIONSIULCERS
D CHANGESIN SKINCOLOR D HAIRLOSS D ITCHING PRICKLING,ORTINGLING) D HISTORYOFSKINDISORDERSD \l\RICOSITIES

NERVOUS SYSTEM: 10DENyD DIZZINESS
NIY NERVOUSSYSTEM ISSUE(S)D FACIALWEAKNESS

PSYCHOLOGIC: 10 DENYANyD ANHEDONIA(INABILITYTO D ANXIETY D BEHAVIORAlCHANGE(S) D CONFUSION D DEPRESSION D MEMORYLOSS
PSYCHOLOGICSYSTEMISSUE(S) EXPERIENCEJOYORENJOYLIFE) D APPETITECHANGESD BIPOLARDISORDER D CONVULSIONS0 INSOMNIA D MOODCHANGE(S)

D HEADACHES D LOSSOFCONSCIOUSNESS D NUMBNESS D SLEEPDISTURBANCED STROKES D ~STEADlNESS
D LIMBWEAKNESSD LOSSOFMEMORY D SEIZURES 0 STIRESS D TREMORS OFGAIT

ALLERGY: 10 DENY ANY
ALLERGY ISSUE(S)

o SNEEZINGo ANAPHYlAXIS(HISTORY
OFSNEEZING)

DFOOD
INTOLERANCE

D'TCH'NG
D NASAl CONGESTION

HEMATOLOGY: 10 DENY
ANYHEMATOLOGICISSUE(S)

D LYMPHNODESWELLINGDANEMIA
D BLEEDING

D BLOODCLOTTING
D BLOODTRANSFUSION(S)

D BRUISESEASILY
D FATIGUE

PAST HEALTH HISTORY - Please fill out carefully as these problems can affect your overall course of care.

CHILDHOOD DADO D BEDWETTING D DIABETES D FOODAlLERGIES o MEASLES D SEIZUREDISORDER

ILLNESS: D AlLERGIESIHAYFEVER D CEREBRAlPAlSY D EARINFECTIONS D HEADACHES D MUMPS D SICKLECELLANEMIA
I 0 DENYANY D ASTHMA 0 CHICKJENPOX o FETALDRUG D HEPATms D RASH D SPINABIFIDA
CHILDHOOD ILLNESS(ES) D ATOPICDERMATITIS(ECZlEMA) D DEPRESSION D EXPOSURE DHIV D SCOLIOSIS D OTHER(PLEASEDESCRIBE)

ADULT D AlZHEIMERS D CVA(STROKJE) D FIBROMYALGIA D LUPUSERYTHEMA(DISCOID) D SEIZUREDISORDER

ILLNESS: DANEMIA D CYSTICKIDNEYDISEASE D HEARTDISEASE D LUPUSERYTHEMA(SYSTEMIC)D SHINGLES
10 DENY ANY DARTHRms D DEPRESSION D HEPATmS D MULTIPLESCLEROSIS D STD'S(UNSPECIFIED)
ADULT ILLNESS(ES) DASTHMA D DIABETES(INSULIN) DHIV o PARKINSON'SDISEASE D SUICIDEATIEMPT(S)

D CANCER D DIABETES(NONINSULIN) D HYPERTENSION D PLEURISY , .' D THYROIDPROBLEMS

D CHICKENPOX o EARINFECTIONS(FREQUENT) D INFLUENZALPNEUMONIA D PNEUMONIA o VERTIGOo CROHN'SICOLITIS o EMPHYSEMA D LIVIERDISEASE D PSYCHIATIRICPROBLEMS D PASTHISTORYOFSIMILARSYMPTOMS

D CRPS(RSD) D EYEPROBLEMS D LUNGDISEASE D SCOLIOSIS TOYOURCURRENTCONDmON

o OTHER
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