*You are able to fill this form out on your computer
before printing, if you wish.

pDate | / # HEALTH QUESTIONNAIRE & File# |
First Name | M| Last] ss#| - -
Mailing
Address City State| Zip
Physical
Address City Statel Zip
2 2 2
Wt - - Wkd - - Mobilel - - E-Mail
Northern
Address City| State| Zip|
At Northern address from:| / / to| / / Phone:|
Date of Birth| /! Agel Sex: (1 Female CIMale DL# |
Marital Status: v s U p Ow #of children_ How did you [ Yellow pgs [J Radio [J News Publication [ ] Ins. Company
Spouse’s Name| hear about us? [ Friend/Othert>
Employer/School |
Address| City | State | Zip |
IN CASE OF EMERGENCY, CONTACT
Name Relationship to Patient Phone #:
Address| City| State | Zip |
Will we be filing insurance for you?[INo [ Health |3 Auto Accident pate, | ! Time| =

[1 Medicare [] Medicaid| C1Work Comp  Supervisor |
Additional accident paperwork must be completed )

Name of Insurance Co.| Policy#|

Policy Holder| Relationship to Patient|

PEOPLE AUTHORIZED TO ACCESS YOUR ACCOUNT:
Name Relationship to patient Allowed access to:

[Jscheduling [1Billing [JHealth Information

[[] scheduling [J Billing [ Health Information

[ scheduling [ Billing CIHealth Information

Patient Signature Date / /

e DR. ROB WATKINS =
PAGE 1


Dr Rob
Text Box
*You are able to fill this form out on your computer before printing, if you wish.


CURRENT PROBLEM: What pain are you feeling today? List your most painful symptoms first.
Problem which travels to: worse when: better when: pain level (10=Emergency) timing

§$ﬂ7plg Neck Pain Right Arm ReAching Sleeping 010 @@@@%@Bfgﬁt@nt

E 17 - Distressing 1] Constant
[ on/off

? 7 - Distressing ) O Constant
0 on/off

P 7 - Distressing ) OJ Constant

: I on/off
When did your pain start? Mark the areas of your pain = E Office Use
| / / Or| CJHours CIpays [CIweeks [ Ivears ago. He/'_c-] it
Weight:
Details: BPRL __ /
Pulse:
Temp:
Have you had this current problem before? |:|No Clyes Details:
PAsT HisTORY:[ [NONE  Have you been injured in the past? List the most recent injury first.
E / / Olauto Cwork CIsports CIFall Clother Details:
P / / CJauto Dwork Cdsports CIFallClother Details:
P / / Clauto Clwork Csports LFall Cother Details:
MEDICAL HISTORY: [ |[NONE
O High Blood Pressure ] Heart Trouble O Hiv [ Diabetes [ Previous Back Problems
||:| Kidney Problems I Currently Pregnant [d cancer [ stroke/Carotid Artery Disease O Surgeries, list with dates below:
[] Medications:
Doctor Name Last Visit Results related to current condition
Primary MD / / [IGood CIFair CINone CIworse CIN/A
Specialist / / CJGood CFair CNone CIworse CIN/A
Chiropractic / / [CJGood [JFair [None [Jworse [IN/A

SOCIAL HISTORY:
@ smoker: ONo Oves|  packs/TdayTweek @ alcohol: TINo Dves| drinksfJdaydweek or Jonly on occasion

Past or Current
9Work:| years Urull-Time Dpart-Time [Retired LDisabled Type of Work:

O Activities: (IGolf CITennis CIRunning CIBiking CIOther |

ALLERGIES: [ [NONE
[Jseasonal [CIMold CIPollen CIbust ClAnimals CIDrugs Clother |

FAMILY HISTORY: [C]NONE

Condition: Heart Disease  Blood Pressure  Cancer  Diabetes  Stroke  Other
Mother's Side: O OHigh Olow O | O |
Father’s Side: O CHigh Low O O O
Siblings: O CHigh Low O O O
Patient Signature Date / /

© DR. ROB WATKINS «
PAGE 2
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