rReE~ADULL FALIELINT FORM

DATE PATIENT NUMBER

NAME DATE OF BIRTH

SSN PHONE NUMBER

ADDRESS
REFERRED BY STUDENT: YES NO
"ARE V] ARDIAN INFORMALTIO

NAME OF PARENTS / GUARDIAN

PHONE NUMBER WORK NUMBER

ADDRESS (IF DIFFERENT)

MAJOR COMPLAINTS:
PAIN NUMBNESS TINGLING

HEAD (

)
NECK () (
UPPER BACK () (
MID BACK (3 (
LOW BACK £:) (
|SHOULDER () (

ARM () (
HAND () (
BUTTOCK () (
HIP £ (
LEG ) (
FOOT 3 (

PN I SN SIS p—p—~ p—~ p—  p—
N N N N N N N N N N N’

)
)
)
)
)
)
)
)
)
)
)
)

IS CONDITION DUE TO AN AUTO ACCIDENT ( ), FALL ( ), OTHER ( )

ILLNESSES: HAVE YOU EVER OR ARE YOU NOW EXPERIENCING ANY OF THE FOLLOWING?

Y N Y N
ASTHMA £) () HEART £ 1)
SINUS TROUBLE £y ) HIV / AIDS () ()
DIABETES () () CANCER () )
EPILEPSY () € POLIO () ()
KIDNEY TROUBLE () ) EMOTIONAL DISORDER () ()
MENTAL DISORDER () () OTHER (3 )



