
Robert I. Jeffrey, D.C., L.Ac.

Confidential Patient Health Record

PLEASE PRINT CLEARLY:

Date:






Name:






  Address:








City:






  State:



  Zip Code:


 Home Phone:





   Cell Phone:_______________________________________________ Birth Date:

 ____ Age: 

 Sex:     M      F

E-mail Address _______________________________________________________________________________________________

Shipping Address _____________________________________________________________________________________________

____________________________________________________________________________________________________________

Business Employer: 




  Circle one:   Single    Married    Divorced     Widowed     Separated 

Business Phone: 





  Type of Work: 






 

Name of Spouse: 




  

Spouse’s Employer:




  Business Phone:





 

Type of Work:





 

Referred to this office by:












Name and Number of Emergency Contact: 










 

CURRENT HEALTH CONDITION

Overall health (circle one):  Excellent   /  Good   /   Fair   /   Poor   /   Other ____________________________________

Chief Complaint (reason you are here) (use a separate sheet if more room is needed):











_________________________________________________________________
Insurance Policy:
I have a cash practice. I will provide you with a superbill that you can submit to your insurance. Unfortunately, I do not take medicare patients.

I have read and understand the office insurance policy,

__________________________________________                    ___________________________

                      Signature







Date
Other doctors seen for this condition?  _____ Yes   _____ No    

Who? 





 Type of treatment:






  

Results:








 When did this condition begin? 


 

Has this condition occurred before? ____ Yes   ____ No   Do you wear a shoe lift? ____  Yes   ____ No   Orthotics? ____Yes   ____   No
MEDICAL HISTORY

Check any of the following you or your relatives have had:                           
	Arthritis
	Asthma
	Cancer


	Diabetes
	Epilepsy
	Glaucoma
	Heart  Trouble
	Hypothyroidism
	Kidney Trouble
	Nervous Breakdown
	Stomach Ulcer
	Stroke
	Ulcer

	You
	
	
	
	
	
	
	
	
	
	
	
	
	

	Father
	
	
	
	
	
	
	
	
	
	
	
	
	

	Mother
	
	
	
	
	
	
	
	
	
	
	
	
	

	Brother
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sister
	
	
	
	
	
	
	
	
	
	
	
	
	

	Spouse
	
	
	
	
	
	
	
	
	
	
	
	
	

	Children
	
	
	
	
	
	
	
	
	
	
	
	
	

	Grandparents
	
	
	
	
	
	
	
	
	
	
	
	
	


Check any other illnesses you have had:

	____ Anemia
	____ eye disease
	____ gall stones
	____ thyroid disease
	____ polio

	____ eczema
	____ hemorrhoids
	____ liver
	____ chicken pox
	____ rheumatic fever



	____ bronchitis
	____ hepatitis
	____ malaria
	____ measles
	____ jaundice



	____ diverticulosis
	____ hernia
	____ mumps
	____ mononucleosis
	____ herpes



	____ emphysema
	____ pancreatitis
	____ HIV
	
	


Check any tests of immunizations you have ever had and the year you had them:

 (  ) 
year

test


  

 (  ) 
year

Immunization




___
_____

chest X-ray



___
_____

small pox

___
_____

kidney x-ray



___
_____

tetanus

___
_____

G.I. series



___
_____

polio

___
_____

colon x-ray



___
_____

typhoid

___
_____

gall bladder x-ray



___
_____

flu

___
_____

electrocardiogram


___
_____

mumps

___
_____

T.B. Test



___
_____

measles

___
_____

other x-rays



___
_____

overseas

_______________________________



___
_____

others
Allergies you have: 

Food:















Animals:
















Drugs:
















Please check and describe:

Major Surgery/Operations: ____ Appendectomy     ____ tonsillectomy        ____ Gall Bladder        ____ Hernia    ____     Back Surgery

____ Broken Bones ____ Other:













Major Accidents or falls:














Have you ever been hospitalized (other than above):











Previous chiropractic Care: _____ None    If yes, Doctor’s Name and Approx. Date of Last Visit:






Acupuncture Care: _____ None    If yes, Acupuncturist’s Name and Approx. Date of Last Visit:






Other healthcare physician: _____  None  If yes, Doctor’s Name and Aprox. Date of Last Visit:_________________________________

Describe health of spouse: ___________________________________________                         Number of children if any __________

Name of child                                                          Age        Sex        Any physical conditions or concerns?

__________________________________         _____       M / F      ______________________________________________________

__________________________________         _____       M / F      ______________________________________________________

__________________________________         _____       M / F      ______________________________________________________

__________________________________         _____       M / F      ______________________________________________________

__________________________________         _____       M / F      ______________________________________________________

Any household pets or other animals you or family members are in close contact with:

SUBSTANCE SURVEY

Please list any prescription medications you are currently taking or have taken in the last year:


Medications








Diagnosis

Please list any over-the-counter medications you are currently taking or have taken in the last year:



Product



   
 Symptom


         Quantity and Frequency

Please list any vitamins, supplements, herbs, or homeopathic medicines you are currently taking or have taken in the last year. (Use other side of needed).



Product



   
 Symptom


         Quantity and Frequency

Have you ever taken:


______ Birth control pills

______ Thyroid Pills   

 ______ Estrogen (Premarin, etc.)


______ Allergy shots

______ Antibiotics
 
 ______ Cortisone/prednisone


______ Other hormone shots
______ Other (please explain):








Do you wear contacts? 


  Pacemaker? 






Have you ever had a hair analysis?


 If so, when?









DIET

Check the following items which apply to you and indicate the amount used:

______ coffee    ______ alcohol    ______ tea     ______ soft drinks    ______ candy    ______ Artificial sweetener    ______ antacids    

______ laxatives   ______ Ice cream   ______ cigarettes   ______ other tobacco products   

LIFE STYLE

How much time do you spend outside everyday?











Do you usually wear sunglasses when you are outside?









How often do you watch t.v.?












How often do you exercise?












Describe the type of exercise.



























What other type of exercise do you enjoy?












[image: image1.png]



Please outline on the diagram the area of your discomfort

[image: image2.png]



PART I
Please list the 5 major health concern in your order of importance:
1.

2.

3.

4.

5.

PART II        Please circle the appropriate number "0 - 3" on all questions below. 0 as the least/never   to   3 as the most/always.

	Category I (Colon)
	
	
	
	

	Feeling that bowels do not empty completely
	0
	1
	2
	3

	Lower abdominal pain relief by passing stool or gas
	0
	1
	2
	3

	Alternating constipation and diarrhea
	0
	1
	2
	3

	Diarrhea
	0
	1
	2
	3

	Constipation
	0
	1
	2
	3

	Hard dry or small stool
	0
	1
	2
	3

	Coated tongue of "fuzzy" debris on tongue
	0
	1
	2
	3

	Pass large amount of foul smelling gas
	0
	1
	2
	3

	More than 3 bowel movements daily
	0
	1
	2
	3

	use laxatives frequently
	0
	1
	2
	3

	Category II (Gastric Enzymes)
	
	
	
	

	Excessive belching, burping, or bloating
	0
	1
	2
	3

	Gas immediately following a meal
	0
	1
	2
	3

	Offensive breath
	0
	1
	2
	3

	Difficult bowel movements
	0
	1
	2
	3

	Sense of fullness during and after meals
	0
	1
	2
	3

	Difficulty digesting fruits and vegetables;
	
	
	
	

	undigested foods found in stools
	0
	1
	2
	3

	Category III (Gastric Irritation)
	
	
	
	

	Stomach pain, burning or aching 1- 4 hours after eating
	0
	 1
	2
	3

	Do you frequently use antacids
	0
	 1
	2
	3

	Feeling hungry an hour or two after eating
	0
	 1
	2
	3

	Heartburn when lying down or bending forward
	0
	 1
	2
	3

	Temporary relief from antacids, food,
	
	
	
	

	milk, carbonated beverages
	0
	 1
	2
	3

	Digestive problems subside with rest and relaxation
	0
	 1
	2
	3

	Heartburn due to spicy foods, chocolate, citrus,
	
	
	
	

	peppers, alcohol, and caffeine
	0
	1
	2
	3

	Category IV (Pancreatic Enzymes)
	
	
	
	

	Roughage and fiber cause constipation
	0
	1
	2
	3

	Indigestion and fullness lasts 2-4
	
	
	
	

	hours after eating
	0
	1
	2
	3

	Pain, tenderness, soreness on left side
	
	
	
	

	under rib cage
	0
	1
	2
	3

	Excessive passage of gas
	0
	1
	2
	3

	Nausea and/or vomiting
	0
	1
	2
	3

	Stool undigested, foul smelling,
	
	
	
	

	mucous-like, greasy, or poorly formed
	0
	1
	2
	3

	Frequent urination
	0
	1
	2
	3

	Increased thirst and appetite
	0
	1
	2
	3

	Difficulty losing weight
	0
	1
	2
	3


Symptom groups listed in this flyer are not intended to be used as a diagnosis of any disease condition. For nutritional purposes only. All Rights Reserved. Copyright © 2008, Datis Kharra


	Category V (Biliary)
	
	
	
	

	Greasy or high fat foods cause distress
	0
	1
	2
	3

	Lower bowel gas and or bloating
	
	
	
	

	several hours after eating
	0
	1
	2
	3

	Bitter metallic taste in mouth,
	
	
	
	

	especially in the morning
	0
	1
	2
	3

	Unexplained itchy skin
	0
	1
	2
	3

	Yellowish cast to eyes
	0
	1
	2
	3

	Stool color alternates from clay colored
	
	
	
	

	to normal brown
	0
	1
	2
	3

	Reddened skin, especially palms
	0
	1
	2
	3

	Dry or flaky skin and/or hair
	0
	1
	2
	3

	History of gallbladder attacks or stones
	0
	1
	2
	3

	Have you had your gallbladder removed
	Yes
	
	
	No

	Category VI (Blood Glucose Fluctuation)
	
	
	
	

	Crave sweets during the day
	0
	1
	2
	3

	Irritable if meals are missed
	0
	1
	2
	3

	Depend on coffee to keep yourself going or started
	0
	1
	2
	3

	Get lightheaded if meals are missed
	0
	1
	2
	3

	Eating relieves fatigue
	0
	1
	2
	3

	Feel shaky, jittery, tremors
	0
	1
	2
	3

	Agitated, easily upset, nervous
	0
	1
	2
	3

	Poor memory, forgetful
	0
	1
	2
	3

	Blurred vision
	0
	1
	2
	3

	Category VII (Insulin Resistance)
	
	
	
	

	Fatigue after meals
	0
	1
	2
	3

	Crave sweets during the day
	0
	1
	2
	3

	Eating sweets does not relieve cravings for sugar
	0
	1
	2
	3

	Must have sweets after meals
	0
	1
	2
	3

	Waist girth is equal or larger than hip girth
	0
	1
	2
	3

	Frequent urination
	0
	1
	2
	3

	Increased thirst & appetite
	0
	1
	2
	3

	Difficulty losing weight
	0
	1
	2
	3

	Category VIII (Adrenal Fatigue)
	
	
	
	

	Cannot stay asleep
	0
	1
	2
	3

	Crave salt
	0
	1
	2
	3

	Slow starter in the morning
	0
	1
	2
	3

	Afternoon fatigue
	0
	1
	2
	3

	Dizziness when standing up quickly
	0
	1
	2
	3

	Afternoon headaches
	0
	1
	2
	3

	Headaches with exertion or stress
	0
	1
	2
	3

	Weak nails
	0
	1
	2
	3


	Category IX (Cortisol Elevation)
	
	
	
	

	Cannot fall asleep
	0
	1
	2
	3

	Perspire easily
	0
	1
	2
	3

	Under high amounts of stress
	0
	1
	2
	3

	Weight gain when under stress
	0
	1
	2
	3

	Wake up tired even after 6 or more hours of sleep
	0
	1
	2
	3

	Excessive perspiration or perspiration with
	
	
	
	

	little or no activity
	0
	1
	2
	3

	Category X (Thyroid - Decreased Metabolic Activity)

	Tired, sluggish
	0
	1
	2
	3

	Feel cold - hands, feet, all over .
	0
	1
	2
	3

	Require excessive amounts of sleep to
	
	
	
	

	function properly
	0
	1
	2
	3

	Increase in weight gain even with low-calorie diet
	0
	1
	2
	3

	Gain weight easily
	0
	1
	2
	3

	Difficult, infrequent bowel movements
	0
	1
	2
	3

	Depression, lack of motivation
	0
	1
	2
	3

	Morning headaches that wear off
	
	
	
	

	as the day progresses
	0
	1
	2
	3

	Outer third of eyebrow thins
	0
	1
	2
	3

	Thinning of hair on scalp, face or genitals or
	
	
	
	

	excessive falling hair
	0
	1
	2
	3

	Dryness of skin and/or scalp
	0
	1
	2
	3

	Mental sluggishness
	0
	1
	2
	3

	Category XI (Thyroid - Increased Metabolic Activity)

	Heart palpations
	0
	1
	2
	3

	Inward trembling
	0
	1
	2
	3

	Increased pulse even at rest
	0
	1
	2
	3

	Nervous and emotional
	0
	1
	2
	3

	Insomnia
	0
	1
	2
	3

	Night sweats
	0
	1
	2
	3

	Difficulty gaining weight
	0
	1
	2
	3

	Category XII (Pituitary - Decreased Metabolic Activity)

	Diminished sex drive
	0
	1
	2
	3

	Menstrual disorders or lack of menstruation
	0
	1
	2
	3

	Increased ability to eat sugars without symptoms
	0
	1
	2
	3

	Category XIII (Pituitary - Increased Metabolic Activity)

	Increased sex drive
	0
	1
	2
	3

	Tolerance to sugars reduced
	0
	1
	2
	3

	"Splitting" type headaches
	0
	1
	2
	3


	egory XIV (Males Only) - Prostate
	
	

	Urination difficulty or dribbling
	0     1
	2     3

	Urination frequent
	0     1
	2     3

	Pain inside of legs or heels
	0     1
	2     3

	Feeling of incomplete bowel evacuation
	0     1
	2     3

	Leg nervousness at night
	0     1
	2     3

	Category XV (Males Only) - Male Hormones
	
	

	Decrease in libido
	0      1
	2     3

	Decrease in spontaneous morning erections
	0      1
	2     3

	Decrease in fullness of erections
	0      1
	2     3

	Difficulty in maintain morning erections
	0      1
	2     3

	Spells of mental fatigue
	0      1
	2     3

	Inability to concentrate
	0      1
	2     3

	Episodes of depression
	0      1
	2     3

	Muscle soreness
	0     1
	2     3

	Decrease in physical stamina
	0     1
	2     3

	Unexplained weight gain
	0     1
	2     3

	Increase in fat distribution around chest and hips
	0     1
	2     3

	Sweating attacks
	0     1
	2     3

	More emotional then in the past
	0     1
	2     3

	Category XVI (Menstruating Females Only) -
	Female Hormones

	Are you perimenopausal
	Yes
	No

	Alternating menstrual cycle lengths
	Yes
	No

	Extended menstrual cycle, greater than 32 days
	Yes
	No

	Shortened menses, less than every 24 days
	Yes
	No

	Pain and cramping during periods
	0      1
	2     3

	Scanty blood flow
	0      1
	2     3

	Heavy blood flow
	0      1
	2     3

	Breast pain and swelling during menses
	0      1
	2     3

	Pelvic pain during menses
	0      1
	2     3

	Irritable and depressed during menses
	0      1
	2     3

	Acne break outs
	0      1
	2     3

	Facial hair growth
	0      1
	2     3

	Hair loss/thinning
	0      1
	2     3

	    Category XVII (Menopausal Hormones)
	
	

	How many years have you been menopausal?


	
	

	Do you ever have uterine bleeding since menopause?        Yes
	No

	Hot flashes
	0      1
	2     3

	Mental fogginess
	0      1
	2     3

	Disinterest in sex
	0      1
	2     3

	Mood swings
	0      1
	2     3

	Depression
	0     1
	2     3

	Painful intercourse
	0      1
	2     3

	Shrinking breasts
	0      1
	2     3

	Facial hair growth
	0      1
	2     3

	Acne
	0      1
	2     3

	Increased vaginal pain, dryness or itching
	0      1
	2     3


PART III

How many times do you eat out per week? ___________

   How many times a week do you eat raw nuts or seeds? _________ How many times a week do you eat fish?  ___________

   
 List the three worst foods you eat during the average week? ____________________, ______________________, ________________________

 List the three healthiest foods you eat during the average week? ______________________,  _______________________, __________________
Rate your stress levels on a scale of 1-10 during the average week.  __________
All Rights Reserved. Copyright © 2008, Datis Khauaoan SMGEMAH)1(0208).DOC

SYMPTOMS








COMMENTS
General

Abnormal weight gain

unexplained fever or chills

Abnormal weight loss

loss of feeling of well being

Fatigue



overweight/underweight

Dental history

Do you currently need dental work?_________ If so, what?










# of fillings?


 Type? (amalgam, gold, resin, etc.)








# of teeth pulled?


  Do you wear dentures or partials?








Scars

Do you have any major scars anywhere on your body? _____________ If so,  where? ___________



































I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself. Furthermore, I understand that the Doctor’s Office will prepare a superbill that I can submit to my health insurance.  I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment at the time the services are provided.

I hereby authorize the Doctor to treat my condition as he deems appropriate through use of manipulation throughout my spine, acupuncture, myotherapy and nutritional/herbal support.  The patient also agrees that he/she is responsible for all bills incurred at this office. The Doctor will not be held responsible for any pre-existing medically diagnosed conditions, nor for any medical diagnosis.

Patient’s Signature X







Date






Guardian or Spouse’s

Signature Authorizing Care






 Date






Informed Consent For Chiropractic Care

PATIENT NAME: ________________________________ 

To the patient: Please read this entire document prior to signing it. It is important that you understand the information contained in this document. Please ask questions before you sign if there is anything that is unclear. 

The nature of the chiropractic adjustment. 

The primary treatment I use as a Doctor of Chiropractic is spinal manipulative therapy.  I will use that procedure to treat you. I use my hands or a mechanical instrument upon your body in such a way as to move your joints. That may cause an audible “pop” or “click,” much as you have experienced when you “crack” your knuckles. You may feel a sense of movement.   

Analysis / Examination / Treatment 

As a part of the analysis, examination, and treatment, you are consenting to the following   

 procedures: 

___ spinal manipulative therapy  ___ palpation      ___ vital signs 

___ range of motion testing        ___ orthopedic testing

___ basic neurological testing                         

___ muscle strength testing                 

___ postural analysis        

___ laser (please explain) 

_________________________________________________________________

Patient should initial each procedure they are consenting to. 

The material risks inherent in chiropractic adjustment. 

As with any healthcare procedure, there are certain complications which may arise during chiropractic manipulation and therapy. These complications include but are not limited to: fractures, disc injuries, dislocations, muscle strain, cervical myelopathy,costovertebral strains and separations, and burns. Some types of manipulation of the neck have been associated with injuries to the arteries in the neck leading to or contributing to serious complications including stroke. Some patients will feel some stiffness and soreness following the first few days of treatment. I will make every reasonable effort during the 

examination to screen for contraindications to care; however, if you have a condition that would otherwise not come to my attention, it is your responsibility to inform me.     

The probability of those risks occurring. 

Fractures are rare occurrences and generally result from some underlying weakness of the bone which I check for during the taking of your history and during examination and X-ray. Stroke has been the subject of tremendous disagreement. The incidences of stroke are exceedingly rare and are estimated to occur between one in one million and one in five million cervical adjustments. The other complications are also generally described as rare.   

The availability and nature of other treatment options. 

Other treatment options for your condition may include: 

• Self-administered, over-the-counter analgesics and rest 

• Medical care and prescription drugs such as anti-inflammatory, muscle        

   relaxants and pain-killers 

• Hospitalization 

• Surgery 

If you chose to use one of the above noted “other treatment” options, you should be aware that  there are risks and benefits of such options and you may wish to discuss these with your primary  medical physician.   

The risks and dangers attendant to remaining untreated. 

Remaining untreated may allow the formation of adhesions and reduce mobility which may set up a pain reaction further reducing mobility. Over time this process may complicate treatment making it more difficult and less effective the longer it is postponed.   

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE. 

PLEASE CHECK THE APPROPRIATE BLOCK AND SIGN BELOW 

I have read [    ] or have had read to me [    ] the above explanation of the chiropractic adjustment and related treatment. I have discussed it with Dr. Jeffrey and had my questions answered to my satisfaction. By signing below I state that I have weighed the risks involved in undergoing treatment and have decided that it is in my best interest to undergo the treatment recommended. Having been informed of the risks, I hereby give my consent to that treatment.   

Dated: ______________     

_____________________________                        _______________________________ 

Patient’s Name       



          Doctor’s Name 

_____________________________                        _______________________________ 

Signature      




           Signature 

_____________________________ 

Signature of Parent or Guardian

Patient Consent Form for Deep Tissue Laser Therapy

Laser Therapy
Laser therapy is the use of monochromatic light emission from a laser used in treating musculoskeletal injuries, chronic and degenerative conditions.  The delivery system is placed in close proximity with the skin delivering energy in the form of photons allowing penetration of the tissue and having interaction with various intracellular bio-molecules such as cytochrome c oxidase, resulting in the normalization of cell function and enrichment of the body ability to heal.  The following information outlines the specific effects of Deep Tissue Laser Therapy.

Photonic energy delivered by specific wavelength lasers is absorbed by chromophores in the body’s cells.  These chromophores transform this photonic energy into cellular energy in the form of ATP, which is energy for the cell.   Photobiostimulation results in immediate pain relief as well as a cumulative healing response.

Typical treatments will last from 5 to 15 minutes in duration.  The treatments are very comfortable for the patient as they will feel slight soothing warmth on their skin.  The typical treatment schedule is 6 to 10 treatments. Upon completion of the initial set of treatments, evaluation will be made in order to access the ongoing treatment regime.   Unlike many other therapeutic modalities, Deep Tissue Laser Therapy has a curative component rather than simply treating symptoms of a disorder.  The potential for medical applications of Deep Tissue Laser Therapy exists in many medical fields in order to reduce pain, inflammation, and to increase circulation.

Consent:

I am aware of the following possible risks/complications with laser treatments.

DISCOMFORT: Some mild discomfort may be experienced during the treatment.  The treatment should not be “hot” and any uncomfortable heat should be communicated with the clinician.  If the sensation is not communicated there is a risk of burning the skin.  Although very rare there is a risk of hypo or hyper pigmentation upon laser exposure to the skin.  Treatment over a heavily pigmented area or over a tattoo may cause an increase of heat and discomfort.

Eye protection:  Protective eyewear will be provided. It is important to keep these goggles on at all times during the treatment in order to protect your eyes from accidental laser exposure.  Closing one’s eyes does not protect them from risk as the laser is designed to penetrate tissue.

Laser therapy is not recommended if any of the following conditions exist:

· Pregnant or Nursing Female

· Photosensitivity disorder

· Immunosuppressive disease

· Bleeding Disorder

· Seizure disorder triggered by light

· Currently taking photosensitive medication

· Active bleeding wounds

· Cancer

Consent Agreement

I have notified my treating clinician if I have one or more of the conditions above. 

I agree that the information listed above has been reviewed and presented with my clear understanding of what this procedure involves. All of my questions have been addressed to my satisfaction. 

________________________________               _______________________________

Patient’s Signature                            Date                Patient’s Name (Please Print)
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METABOLIC ASSESSMENT
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