MAIN STREET CHIROPRACTIC WELLNESS CENTER

Patient Questionnaire
Read and answer all questions carefully to ensure you receive the proper diagnosis & treatment.

Please indicate if you presently have or have you had any of the following conditions:

Y-N Compression fracture (lumbar) Y-N Stroke

Y-N Cancer (melastatic fabdominal) Y-N Pregnant

Y-N Bowel Bladder or Sexual Dysfunction Y-N Disc Infection

Y-N Severe Osteoporosis (diagnosed 45%) Y-N Lumbar Fusion

Y-N, Diabetes (severe peripheral neuropathy) Y-N Rheumatoid Spondylitis
Y-NDependence on Alcohol, tranquilizers or opioids Y-N Aortic aneurysm (diagnosed)
Y-N Any uncontrolled or untreated medical conditions Other

Please indicate all of the following that describes you:

Y- Smoker

Y-N Have a poor diet/nutrition

Y-N Consume prednisone or steroids

Y-N Consume more than 20mg/day equivalent of diazepam or four Percodan/Percocet/Tylox
(oxycodone/aspirin or acetaminophen)

Y-N Consume more than two cups of coffee, two cans of soda or three glasses of tea per day

Y-N Have a negative outlook as it relates to the condition of my back

Please indicate if you presently have or have you had any of the following conditions:
Y-N Spmal injunes

Y-N Famuly lastory of low back pain

Y-N Rectal problems

Y-N Genital problems

Y-N Prostate problems {men} (date of lastexam)

Y-N Gynecological problems {women} (date of last exam) s

Collagén diseases such as. ..

Y-N Rheumatoid arthritis?

Y-M Systematic Jupus eryvthematosus
¥-N Scleroderma?

Y-N Mixed collagen vascular disease?

Family History Side of Family

Y-N High Blood Pressure YouMother/Father
Y-N Stroke Y owMother/Father
Y-N Cancer Y ou/Mother/Father
YN Imabetes Y ou/Mother/Father
Y-MN Heart Trouble ' Y owMother/Father







