CHIRO – FITNESS INC. DR. S. LAMBORN 6819 E 83rd St Tulsa, OK  74133
REVIEW OF SYSTEMS: Please circle that you’ve had or currently have the listed condition, or list in blanks.
MUSCULOSKELETAL:
Osteopenia


past /   present

Osteoporosis


past /   present

Arthritis
past /   present

Scoliosis
past /   present

Back problem
past /   present

Neck problem
past /   present

Hip problem
past /   present

Knee problem
past /   present

Foot/ankle problem
past /   present

Shoulder problem
past /   present

Elbow/wrist problem
past /   present

SENSORY:

Blurred vision

past /   present

Hearing loss 


past /   present

Ringing in ears

past /   present

Chronic ear infection 
past /   present
Loss of smell


past /   present

Loss of taste 


past /   present

Integumentary:

Skin cancer


past /   present

Psoriasis 


past /   present

Eczema 


past /   present

Acne 



past /   present

Hair loss 


past /   present

Rash 



past /   present

ENDOCRINE:

Thyroid issues 

past /   present

Immune disorder 

past /   present

Hypoglycemia 

past /   present

Hyperglycemia

past /   present

Frequent infections

past /   present

Swollen glands

past /   present

Low energy 


past /   present

GENITOURINARY:

Kidney stones 

past /   present

Infertility


past /   present

Prostate issues 

past /   present

PMS 



past /   present

Erectile dysfunction 
past /   present

CHIRO – FITNESS INC. Dr. Shawnie Lamborn  6819 E 83rd St Tulsa, OK  74133
PERSONAL, FAMILY, AND SOCIAL HISTORY:
Please identify your past health history, including accidents, injuries, illnesses and treatments.

ILLNESSES:
 

Alcoholism

Allergies

Arteriosclerosis

Cancer

Chicken pox

Diabetes

Epilepsy

Glaucoma

Goiter

Gout

Heart disease

Hepatitis

HIV Positive

Malaria

Measles

Multiple sclerosis

Mumps

Polio

Rheumatic fever

Scarlet fever

Sexually transmitted disease
Stroke

Tuberculosis

Typhoid fever

Ulcer

Other ____________________

INJURIES:

Fracture _________________

________________________

Spine disorders_____________

________________________

Concussion/year __________

Crutch/cane/brace use:

________________________

Tattoos_________________

________________________  
Body piercings___________
________________________

SIGNATURE ________________________________________________   DATE:___________________
NEUROLOGICAL:





Anxiety		past /   present		


Depression		past /   present


Headache		past /   present


Dizziness       	past /   present


Pins and needles	past /   present


Numbness		past /   present


 


CARDIOVASCULAR:





High blood pressure	past /   present


Low blood pressure	past /   present


High cholesterol	past /   present


Poor circulation	past /   present


Angina			past /   present


Excessive bruising	past /   present


 


RESPIRATORY:





Asthma		past /   present


Apnea			past /   present		


Emphysema		past /   present


Hay fever		past /   present


Shortness of breath	past /   present


Pneumonia		past /   present


 


DIGESTIVE:





Anorexia/bulimia	past /   present


Ulcer			past /   present


Food sensitivities	past /   present


Heartburn		past /   present


Constipation		past /   present


Diarrhea		past /   present


	


CONSTITUTIONAL:





Fainting		past /   present


Low libido		past /   present


Poor appetite	past /   present


Fatigue		past /   present


wt. gain / loss        past /   present


Weakness		past /   present


 





SIGNATURE___________________________________





DATE:________________________________________





Past  /   Present Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present


Past  /   Present





Cirlcle what applies to you:





Job Stress:


Mild/ moderate severe





Practice Prayer or meditation?





Recreational drug use?














OPERATIONS: (which may or


 may not involved hospitalization)


Appendectomy


Bypass surgery


Cancer


Cosmetic surgery


_____________________


Elective surgery


 _____________________


Eye surgery


Hysterectomy


Pacemaker


Spine _________________


Tonsillectomy


Vasectomy


Other _________________











TREATMENTS/


Acupuncture


Antibiotics


Birth control


Hormone replacement


Blood transfusion


Dialysis


Herbs


Homeopathy


Inhaler


Massage therapy


Physical therapy


Nutritional supplements


Medications Rx:


________________


________________


________________


________________


________________





FAMILY HISTORY: 


 AGE		ILLNESS





MOTHER_______________________________________





FATHER ________________________________________





SIBLING ________________________________________





SIBLING ________________________________________





SIBLING_________________________________________





SOCIAL HISTORY:			     Exercise type_________________


Alcohol use ______/wk		     exercise _________/day ____/wk


Coffee use_______/day		     soft drinks ______/day


Tobacco use____ pk/day____/yrs.    Water ______glasses/day


Pain meds daily /weekly/ _______    Hobbies______________________


					      _____________________________	








