- BRI i et ot el S | g T . e AN
- R ETR I O N TTT ] | LN I-EE B R el o
b o ot} = i :
- 1 -
I : m ol iEm g mE . == e e e !MﬁEI,IL i == —- 3”! !rlr !
1 1)

S A
Case History

AL F & P #E% PREPARED FOR:

PURPOSE, PASSION, & PROSPERITY



Z@ ﬁ% Name:
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MR, BIMARA TR R T UG, BRI IR Z R0, PO B AR RUJT 4R %4 . At birth, when your nerve system is first

damaged, your wellness begins to decrease and the journey to ill health starts.

B Yes ARZNo(H AR 2 Birth — Age 5)

1. tf %2 Pregnancy &[RRI AR /275 Did your mother:
O O MBI 2 Smoke or drink alcohol?

5835 13 B Patient Comment, 3% /2 [ Jifi 3 B Chiropractor’s Comment

(U2 & e yes, if answer is yes)

O O REETE247? Have a proper diet?

O O R R R IEE)?

Exercise through her pregnancy?

O O PRI I 15 R R B2 40 2
Experience any falls and injuries during her
pregnancy?

O O A 5 B0 D AR R A L RE A ?

Experience any physical and/or mental abuse?

2. £ 7=t 2 Birth Process
O FERERE K ? Was the delivery long?

A A5 R S ? Was the delivery difficulty?

T HP4? Forceps?

SETEHIEFS? Caesarean?

SkA I &AL ? Breech/cephalic?

LE 477 ? Home birth?

TEEE B E ™7 Hospital birth?

Oooooooad
I

PRI 22
Mother given drugs during delivery?

O O AP RG] 772 Was labour induced?

3.2 KB Growth and Development
O O ST 2R T OR A A 2

Were you taught how to care for your spine?

O O ETHEM TIK? Did you roll out of bed?

O O TR W 2 S B PR ) ?
Were you a headbanger or rocker

O O fRIETE A FEFL? Were you breast fed?

O
O

JLENWIZ %5 ? Childhood sicknesses?

O O HiEHFHA? Accidents?




O O Wit FA? Surgery?
a a HILz5d) CaRETmpiE)
Drugs? (including vaccines)
O | EaaINEE SUSy
Did you fall while learning to walk?
a O TR It o S R 7 S e 4 2
Were you picked on by siblings
SRS EFAFE? Child abuse?
B AR K) ? Spanking (how)?
P 25 N EL 2 Pulled ear/chin?
HAh? Other?
AR I A AR At 2 2
Chair pulled out when sat down?
KT L4 >k ? Did you fall down stairs?
B PLHAR I 2 Were you yanked by your arm?
O O AL A7 A2 fTnf?
Did you have other traumas? What? When?

OOoO0ooao
OoOoo0oaoan

O
O

O
O

BEE I, AT BETT 4R I — SR AN, A 9K . As layers of damage increase, you probably began to experience symptoms and
random bouts of sickness.

FYes FR:No(F % B|BLLE Age 5-Present) £ 34 ¥£ B Patient Comment, % BE = Jifi £ B Chiropractor’s Comment
(U2 % A yes if answer is yes)
O O T IE I SHA B AR 2
Were you taught proper body movements and care?
O O I ZERIAE & B 2 Did/Do you smoke?
O O I Fd B R R 2
Did/Do you drink any alcohol?
O O It BB R TR 2
Diet (Do you eat healthy foods)?
O O iRl ZH 4 ? Have you ever been in accidents?
oL FARES T b/ B#?

Have you had surgery and organs removed/replaced?

O
O

O O L 254 (W75 ANAEAL T 25) 2

Drugs? (Prescriptive and non-prescriptive)

ZF i 10 #1? Teeth problems?

HE9% ? Eye problems?

Wi #7082 Hearing problems?

RTRE TN ? Exercise regularly?

W5t > 5 (B 4%) 2 Sleeping habits (nightmares?)
R EIAE R T DN ?

Did/do you have occupational stress?

OoOooOooOooaod
Ooooooano

O
O

B {&kJE77? Physical stress?

O
O

KK 71 ? Mental stress?

O O b4 % i elia 2y i kK 4

Hobbies/Sports injuries?

O O HoAth G155 8 ) 512 Other traumas or problems?




Z@ ﬁ% Name:

FRAEWBIT B S 504 J5 T o oA Sk B8 E IR Years of untreated damage showed up as acute or chronic symptoms.

H At fE 4R Other Symptoms

O 3kJfHeadaches O THI ¢4 £1 Faced flushed O e HRA $13 Lights Bother EyesO ¥ Hands Cold

O Ji 7 Neck Pain O f#F K frNeck Stiff O ¢ 1Z F1983E Loss of Memory [ 5 /Rif Stomach Upset

O HiE5E 8 3t Sleeping Problems O K& & #kPins & Needles in Legs O F-"YEars Ring O {fFConstipation

O i Back Pain O %M & BRPins & Needles in Arms O &K %eFever O ¥¥TCold Sweats

O #4553k Nervousness O F¥5 & MNumbness in Fingers O % fXFainting O “F# A& Loss of Balance

O A% Tension O J ik 2 R Numbness in Toes O M5 % 2K Loss of Smell O H-ZE515 1 Buzzing in Ears

O 4 Bt Trritability O K JH Shortness of Breath O Wkt 3% 2 Loss of Taste O 251 / 49 PMS/Menstrual Pain

O MY Chest Pain O )% f&Fatigue O g5 Diarrhea O SE4ERE R Menopausal Symptoms

O B % Dizziness O A Depression O A Feet Cold O JRKEE / PEARAL T Impotence/Low
Sex Drive

[ B = JfPresent Complaint ]

F1f Major complaint:

P AN 1) LT 46 IR R]. Pain or Problem starteted

S )P FiPains are : O £t Sharp O £JDull O #7427 Constant O a1 7P i Intermittent

YR E T /EINTE ? Is condition getting progressively worse? O 2&Yes O AN JENo

2584 JINE X JH ? What activities aggravate your condition/pain?

PERAE— R H 2 AR LEIN ] £ N FE 2 Is condition worse during certain times of the day? O /2Yes O AJENo

WIRIE, A AHE? If so, when?

IR TSN LLU R JR IR INE: Is this condition interfering with (circle those that apply): Tf£? Work? HES? Sleep? % M350 ? Routine?
HoAlh Other:

A WS A= i #8511 1) FL 2 Other doctors seen for this condition:

I WBLE 54897, BE2456? Any home remedies:




Z@ %% Name:

i 258 ¥R 384 ? Have you been under drug and medical care? O it YesO % HidNo
WHR A S yes, WTEAIf#RE: If yes, please explain:

A4 25? What medications are you taking? 1T % /A? How long?

Mk F AR 4 ? Have you had surgery? O fifid Yes O %Al No

[ 5 e 5 Family History ]
4 FAK? For what?

A 77 Father’s side £ 77 Mother’s side
fHA % ? When? O .0l Heart Disease O /0> %5 Heart Disease
‘ - — O %45 % Arthritis O 25715 ¢ Arthritis
O ¥% )X Diabetes O ¥% K% Diabetes
O HAthOther: O HAhOther:
%4 “FName:
H WDate:
PGender: O 5Male O ZtFemale  4:HDate of Birth: (H / A / 4F dd/mm/yyyy) (8 Age: )
Mtk Address: W City: 44 Province: 14 5 Postal Code:
% 1 Hi i Home Phone: ( ) T /FH 1% Work Phone: ( ) F-HLCell Phone: ( )
L7 A Email:
WA R, SR UEEUENLA 2 If you were referred, by whom?
Pk Occupation:
Jf2 = Employer:
USURIR DiMarital Status: — F.ES  Z50SM [FJECL  &USD AW
it {3 4 44 F1 MK Spouse’s Name and Occupation:
F L HRF R Number of Children and Ages:
FKREPE 4 S Name of Medical Doctor: PE¥7K*540: Personal Health Number:

B IL B MEAN AL EEVR YT ? Have you ever received Chiropractic care? 00 HYes O % No

Rl H 4 ? Have you ever been in an accident? [ f5Yes O ¥ No O TEWork O il Auto O A Other:

) P fiNature of Accident: fif 1] When?
S B A2 15 I8 A L M 75 B 24 75 2 Did you feel a popping or tearing noise in your neck or back? O J/2Yes O R JENo
S0e 15 7 EAE F IR ¥8 2 Did you require post-accident hospitalization? O/ZYes OFRJENo



Z@ ﬁ% Name:

LEMRAE 5 Where? 2 % ? When?

REMILx— 6K A ? Were x-rays taken? 00 /£ Yes O AJENo

A Z 1M1 L ? Did you lose days at work as a result? O j£Yes O AN i&No % 1L %/>? How many?

A IREE? Is insurance involved? O /& Yes O A~ &No  HHEMRK A ? Which company?

HtIfi 4% F Attorney’s name O n/a

PRI 5 Claim #:

R (Y2 TS ) Comments (office use only):
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