
Comprehensive Health History Forms  

Chiroprac)c  Office 
Of 

Steven B. Wasserman, RN, DC, CFMP 
3772 Katella Ave., Ste, 100 

Los Alamitos, CA 90720 
tel 562-430-4949 
fax 562-381-9777 

drsw@adjustm.com 

(10 pages) 



COMPREHENSIVE HEALTH HISTORY 

Thank you for choosing our office to assist you with your health care. Our ability to draw effective 
conclusions about your state of health and how to optimize its improvement depends largely on the 
accuracy of the information in which you provide, including symptoms that you may consider minor.  
Health issues may be influenced by many factors; therefore, it is important that you carefully consider the 
questions asked in this form as well as those posed by the doctor during your consultation.  This will 
assist our goal to provide you with an optimal plan of health care, enhance our efficiency, and will provide 
effective use of your scheduled time.   

Date:  

First Name:     Middle:    Last:      

Address ________________________________ City _________________ State  _____  Zip Code  

Home Phone (____) _____-_______        Work (____) _____-_______            Cell  (____) ____-_______    

Email _____________________________________ 

Age _____  Date of Birth ____/____/_____  Place of birth________________ Gender: Female__Male___ 

                                                                                          City or town & country, if not US  

Referred by:             

Name, address, & phone number of primary care physician:       
             

Marital Status: 

Single____     Married____   Divorced____     Widowed____    Long Term Partnership____ 

Emergency Contact:             
                                                                  Relationship                                                    Name                                                                                              Phone 

               
                                                                                                                           Address 

Occupation _______________________________________ Hours per week _________  Retired   

Nature of Business            
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Genetic Background:  Please check appropriate box(es): 

When was the last time that you felt well?         

What seems to trigger your symptoms?          

What seems to make you feel better?          

How much time have you lost from work or school in the past year due to these conditions?   

FAMILY HEALTH HISTORY 
Please indicate current and past history to the best of your knowledge 

❑ African 

American

❑ Hispanic ❑ Mediterranean ❑ Asian

❑ Native 

American

❑ Caucasian ❑ Northern European ❑ Other 

CURRENT HEALTH STATUS/CONCERNS 
Please provide us with current and ongoing problems 

Problem Date of 
Onset Severity/Frequency Treatment 

Approach Success

Example: Headaches May 2006 2 times per week Acupuncture/Aspirin Mild improvement
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PAST MEDICAL AND SURGICAL HISTORY 
If you have experienced reoccurrence of an illness, please indicate when or how often under comments. 

ILLNESSES WHEN /ONSET COMMENTS

Anemia

Arthritis

Asthma

Bronchitis

Cancer

Chicken Pox

Chronic Fatigue Syndrome

Crohn’s Disease or Ulcerative Colitis

Diabetes

ILLNESS WHEN/ONSET COMMENTS

Emphysema

Epilepsy, convulsions, or seizures

Gallstones

German Measles

Gout

Heart Attack, Angina

Heart Failure

Hepatitis

Herpes Lesions/Shingles

High blood fats (cholesterol, 
triglycerides)

High blood pressure (hypertension)

Irritable bowel (or chronic diarrhea)

Kidney stones

Measles

Mononucleosis

Mumps

Pneumonia

Rheumatic Fever

Sinusitis

Sleep Apnea

Stroke
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Thyroid disease

Whooping Cough

Other (describe)

Other (describe)

INJURIES WHEN COMMENTS

Back injury

Broken bones or fractures (describe)

Head injury

Neck injury

Other (describe)

Other (describe)

DIAGNOSTIC STUDIES WHEN COMMENTS

Blood Tests

Bone Density Test

Bone Scan

Carotid Artery Ultrasound

CAT Scan (Please indicate type)

Colonoscopy

EKG

Liver Scan

Mammogram

Neck X-Ray

MRI

X-Ray (Please indicate type)

Other (describe)

Other (describe)

SURGERIES WHEN COMMENTS

Appendectomy

Dental Surgery

Gall Bladder

Hernia

Hysterectomy

Tonsillectomy

Tubes in Ears
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HOSPITALIZATIONS 

MEDICATIONS 

List all vitamins, minerals, and any nutritional supplements that you are taking now. If possible, 
indicate whether the dosage.  

Are you allergic to any medication, vitamin, mineral, or other nutritional supplement?   Yes___    No ___ 
If yes, please list:           

WHERE HOSPITALIZED WHEN REASON

List all medications. Include all over the counter non-prescription drugs. 

Medication Name Date 
started

Date 
stopped

Dosage

Type Date 
Started

Date 
Stopped

Dosage
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FEMALE MEDICAL HISTORY 
(For women only) 

OBSTETRICS HISTORY 
Check box if yes, and provide number of pregnancies and/or occurrences of conditions 

GYNECOLOGICAL HISTORY 
Age at first menses?______   Frequency:     Length:      

Painful: Yes_____  No_____       Clotting: Yes____ No____  

Date of last menstrual period:____/____/______ 

Do you currently use contraception?  Yes____  No____ If yes, what please indicate which form: 

___________________________________________________________________________  

Even if you are not currently using conception, but have used hormonal birth control in the past, please 
indicate which type and for how long.          

Do you experience breast tenderness, water retention, or irritability (PMS) symptoms in the second half of 
your cycle? Yes _____   No _____ 

Please advise of any other symptoms that you feel are significant.      
              
            

Are you menopausal? Yes_____  No_____  If yes, age of menopause     

Do you currently take hormone replacement? Yes___  No___  If yes, what type and for how long? ______ 

DIAGNOSTIC TESTING 
Last PAP test:_____/_____/______  Normal:    Abnormal   

Last Mammogram_____/_____/_____  Breast biopsy? Date:_____/_____/______ 

Date of last bone densitiy_____/_____/______  Results: High____   Low____  Within normal range____ 

❑ Pregnancies_____________ ❑ Caesarean 
______________

❑ Vaginal deliveries_________

❑ Miscarriage _____________ ❑ Abortion ________________ ❑ Living Children___________

❑ Post partum depression___ ❑ Toxemia _______________ ❑ Gestational diabetes______

❑ Estrogen ❑ Ogen ❑ Estrace ❑ Premarin ❑ Progesterone ❑ Provera

❑ Other ________________________________
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NUTRITIONAL HISTORY 

FOOD DIARY 
Place a check mark next to the food/drink that applies to your current diet. (List continues on next page.) 

Usual Breakfast Usual Lunch Usual Dinner

❑ None 
❑ Bacon/Sausage 
❑ Bagel 
❑ Butter 
❑ Cereal 
❑ Coffee 
❑ Donut 
❑ Eggs 
❑ Fruit 
❑ Juice 
❑ Margarine 
❑ Milk  
❑ Oat bran 
❑ Sugar 
❑ Sweet roll 
❑ Sweetener 
❑ Tea 
❑ Toast 
❑ Water 
❑ Wheat bran 
❑ Yogurt 
❑ Oat meal 
❑ Milk protein shake 
❑ Slim fast 
❑ Carnation shake 
❑ Soy protein 
❑ Whey protein 
❑ Rice protein 
❑ Other: (List below)

❑ None 
❑ Butter 
❑ Coffee 
❑ Eat in a cafeteria 
❑ Eat in restaurant 
❑ Fish sandwich 
❑ Fried foods 
❑ Hamburger 
❑ Hot dogs 
❑ Juice 
❑ Leftovers 
❑ Lettuce 
❑ Margarine 
❑ Mayo 
❑ Meat sandwich 
❑ Milk 
❑ Pizza 
❑ Potato chips 
❑ Salad 
❑ Salad dressing 
❑ Soda 
❑ Soup 
❑ Sugar 
❑ Sweetener 
❑ Tea 
❑ Tomato 
❑ Vegetables 
❑ Water 
❑ Yogurt 
❑ Slim fast 
❑ Carnation shake 
❑ Protein shake

❑ None 
❑ Beans (legumes) 
❑ Brown rice 
❑ Butter 
❑ Carrots 
❑ Coffee 
❑ Fish 
❑ Green vegetables 
❑ Juice 
❑ Margarine 
❑ Milk 
❑ Pasta 
❑ Potato 
❑ Poultry 
❑ Red meat 
❑ Rice 
❑ Salad 
❑ Salad dressing 
❑ Soda 
❑ Sugar 
❑ Sweetener 
❑ Tea 
❑ Vinegar 
❑ Water 
❑ White rice 
❑ Yellow vegetables 
❑ Other: (List below)
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How much of the following do you consume each week? 

Do you currently follow a special diet or nutritional program? Yes____  No_____ Ovo-lacto 
❑ Diabetic 
❑ Dairy restricted 
❑ Vegetarian 
❑ Vegan 
❑ Blood type diet 
❑ Other (describe)           
❑ Please tell us if there is anything special about your diet that we should know.    

              

Please complete the following chart as it relates to your bowel movements: 

Candy

Cheese

Chocolate

Cups of coffee containing caffeine

Cups of decaffeinated coffee or tea

Cups of hot chocolate

Cups of tea containing caffeine

Diet soda

Ice cream

Salty foods

Slices of white bread (rolls/bagels, etc)

Soda with caffeine

Soda without caffeine

Frequency √ Color √
More than 3x/day Medium brown consistently

1-3x/ day Very dark or black

4-6x/week Greenish color

2-3x/week Blood is visible

1 or fewer x/week Varies a lot

Dark brown consistently

Consistency √ Yellow, light brown

Soft and well formed Greasy, shiny appearance

Often floats

Difficult to pass
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Intestinal gas:   

❑ Daily    ❑  Occasionally    ❑  Excessive    ❑  Present with pain    ❑  Foul smelling     ❑  Little odor  

LIFESTYLE HISTORY 
TOBACCO HISTORY 
Have you ever used tobacco?   Yes ____ No _____       
 If yes, what type? Cigarette ___ Smokeless ___ Cigar ___ Pipe ___ Patch/Gum ___ 
  How much?      
  Number of years?  If not a current user, year quit    
  Attempts to quit: __________ 
Are you exposed to 2nd hand smoke regularly? If yes, please explain:_____________________________ 
____________________________________________________________________________________ 

ALCOHOL INTAKE 
Have you ever used alcohol? Yes____ No____ 
If yes, how often do you now drink alcohol?  

❑ No longer drink alcohol 
❑ Average 1-3 drinks per week 
❑ Average 4-6 drinks per week 
❑ Average 7-10 drinks per week 
❑ Average >10 drinks per week 

Do you notice a tolerance to alcohol (can you “hold” more than others?)  Yes____   No____ 
Have you ever had a problem with alcohol?  Yes____  No____ 
If yes, indicate time period (month/year)        From__________ to __________ 

OTHER SUBSTANCES 
Do you currently or have you previously used recreational drugs? Yes____   No____  
If yes, what type(s) and method? (IV, inhaled, smoked, etc)___________________________________ 

SLEEP & HISTORY 
Average number of hours that you sleep at night?    Less than 10__    8-10___    6-8___    less than 6___ 
Do you:  

❑ Have trouble falling asleep?       
❑ Snore 
❑ Feel rested upon wakening? 
❑ Have problems with insomnia? 
❑ Snore?   
❑ Use sleeping aids?

Diarrhea

Thin, long or narrow

Small and hard

Loose but not watery

Alternating between hard and loose/watery
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EXERCISE HISTORY  

Do you exercise regularly? yes____ No ____ If yes, indicate_________________________________ 

SOCIAL HISTORY
Because stress has a direct effect on your overall health and wellbeing that often leads to illness, immune 
system dysfunction, and emotional disorders, it is important that your health care provider is aware of any 
stressful influences that may be impacting your health. Informing your doctor allows him/her to offer you 
supportive treatment options and optimize the outcome of your health care. 

STRESS/PSYCHOSOCIAL  
Are you overall happy? Yes____ No____ 

Do you feel you can easily handle the stress in your life? Yes ____ No _____ 

Have you ever sought help through counseling? Yes____ No____ If yes, what type? (e.g., pastor, 
psychologist, etc) 

Did it help? __________________________________________________________ 

HOBBIES/LEISURE ACTIVITIES

Please indicate: ______________________________________________________________________________

READINESS ASSESSMENT 

Rate on a scale of: 5 (very willing) to 1 (not willing). 

In order to improve your health, how willing are you to:  

Significantly modify your diet   _____                               
Take nutritional supplements each day  _____                                                                                        
Keep a record of everything you eat each day  _____                                                                            
Modify your lifestyle (e.g. work demands, sleep habits)  _____                                                          
Practice relaxation techniques  _____                                           
Engage in regular exercise _____ 
Have periodic lab tests to assess progress _____

Comments __________________________________________________________________________ 
____________________________________________________________________________________ 

Thank you for taking the time to complete this health history medical questionnaire. The 
information derived from all of these forms will provide invaluable data in identifying the 
underlying problems of your health concerns rather than simply treating the symptoms 
alone.  We look forward to helping you achieve lifelong health and well being. 

Sincerely,  Dr. Steven B. Wasserman 
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