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Dr. Michael Gauthier          Dr. Mark Kasiban

PERSONAL HEALTH PROFILE

	Name: 
	Date:

	Home Address:
	City:
	Postal Code:

	E-mail Address:
	Home Phone:

(       )
	Work Phone:

(       )

	Gender:

( M    ( F
	Spouse’s Name:
	Cell Phone:

(       )  

	Date of Birth:

MM        DD        YY
	Age:
	Occupation:
	Employer:

	How were you referred to our office?
	Have you ever received chiropractic care before?       ( No ( Yes    Date of last visit?                      Doctor’s Name:

Years of Care?

	Person to contact in an emergency:                                     Phone: (       )                    

	Do you have children?

( No    (  Yes
	What are your children’s names/ages?
	If under 18, what are your Parents’ names?


Present state of health 


Years of continuing damage show up as acute or chronic symptoms.

Is this visit for a wellness checkup? (yes  (no   If this is for a specific concern, proceed below:  
	
	Primary concern
	Secondary concern

	Specific concern(s) and location
	
	

	How long have you had this?
	
	

	How would you describe the pain?


	( sharp              ( dull/achy

( burn               ( pins/needles
	( sharp              ( dull/achy

( burn               ( pins/needles

	How often does this happen?
	( constant         ( on/off
( daily
	( constant         ( on/off


	What makes it worse? (sitting, standing etc)
	
	

	What have you tried to address this concern?
	
	

	At its worst, this problem interferes with:
	( ability to work

( hobbies/sports

( family/social time

( sleep

( daily activities
	( ability to work

( hobbies/sports

( family/social time

( sleep

( daily activities


If uncorrected, do you think your problem will get worse in the next  ( 1 year ( 2 years ( 5years?

Besides the above concern, what is your main reason for wanting to get better/be healthy?  
(e.g. exercise, family, job, live longer, live easier) 

____________________________________________________________________________

On a scale of 1 to 10 (10 being the highest), rate your commitment to improving your health (circle number):


Birth, Growth and development

Some impacts begin at birth and have caused damage to your nervous system, do your best to recall if;

You’ve been a victim of birth trauma like: 
( long and/or difficult   ( forceps   ( vacuum extraction   ( caesarean   ( breech   ( epidural  
( induced     ( natural (no drugs or pulling/excessive force)  ( don’t know

Did you get checked regularly by a chiropractor as a child?       ( yes  ( no
Traumas and stresses
In your life, what were your 5 most serious physical traumas/stresses (e.g. automobile jarring/impacts, work stress, recreational activities, sports, falls, fractures) that you can remember?
	Trauma
	Date of trauma
	Office use

	1)

	
	

	2)

	
	

	3)

	
	

	4)

	
	

	5)

	
	


Mental/Emotional stress levels (1 =low ( 10 =high): _____

Stress caused by  ( work  ( home ( family ( health ( other _____________
Personal Satisfaction with Diet: ( Highly Satisfied ( Unsatisfied ( Highly Unsatisfied

Do you have a regular exercise program? ( YES  ( NO

Have you ever been hospitalized? If so, please describe ________________________________

What surgeries have you had? _____________________________________________________

What medications are you currently taking?___________________________________________

What medications have you taken in the last 5 years?___________________________________
Check off: (√) Any of the following symptoms that apply to you. 

Circle: (О)
 If you have experienced them in the past. 

Other health issues:_______________________________________________________________



Gall Bladder trouble


Digestive problems


Heartburn


Ulcers


Diarrhea/Constipation


Colon trouble


Hemorrhoids


Prostate problems


Impotence


Kidney trouble


Bed wetting


Bladder Problems


(   	Thyroid Problems


(   	Weight Trouble


(   	Immune Problems 


(   	Difficulty Sleeping


(   	Anxiety


(   	Poor Concentration /Memory


(   	Sexual Dysfunction


(   	Infertility


Ear infection 


AIDS/HIV 


Varicose Veins


Women only:


Pregnant


Menstrual problems


menopause








Difficulty with excessive:


Standing


Walking


Bending


Twisting


Lifting


Household duties


Shoulder pain R L


Dizziness


Ringing in ears R L


Hearing loss R L


Fainting


Loss of balance


Blurred vision R L


Double vision R L


Upper back pain/stiff


Low back pain/stiff


Numbness/Tingling/pain in buttocks, thighs, legs, feet, toes


Pain w/ cough/sneeze


Hip pain R L


Knee pain R L


Foot trouble


Chest pain


Asthma


Lung problems


Difficulty breathing


Heart problems


Stroke


High/Low Blood pressure


Liver trouble





Fractured bones


Auto accidents


0-1 yrs ago


1-5 yrs ago


More than 5 yrs


Other accidents/falls


Back curvature


Arthritis


Diabetes


Swollen/Painful Joints


Convulsions/Epilepsy


Skin Problems


Cancer. Type__________


Frequent colds/flu


Depression


Irritability


Anemia


Tremors


Allergies


Sinus problems


Eating disorder


Trouble sleeping


Trouble concentrating


Learning disability


Mood changes


Headaches


Pain/Stiff Neck R  L   


Numbness/Tingling/Pain in Arms/hands/fingers R L


Jaw pain/TMJ R  L


Tension in shoulders








1	2	3	4	5	6	7	8	9	10


		       


       	    	      





Highly committed





Somewhat committed





Not committed


At all
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