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姓名Name: ____________________________________________________________________________________________________________

 

 

人体本身的生长应该是健康的。人生一生经历发生的各种事件可

能会损害您的健康。这个健康病史调查可发现损害的程度，特别

是可能导致对健康造成不良影响的神经系统的损害程度。在进一

步检查后，脊神经按摩治疗师将为你制定一系列治方案以开始修

正这些损伤，并使您恢复自然的健康潜质。 

 

 

 

 

 

脊椎神经按摩疗法提供三种治疗手段。第一种是初级强化疗法。

这个方法主要是纠正最近发生的脊椎和神经损伤。这个疗法通常

可减轻或祛除病发症状。接着进行重建性疗法，主要是修复多

年来发生的损伤，即便损伤发生时症状并不多。最后脊椎神经按

摩将为病人提供一个有效的手段，以达到让身体获得整体的健康

的目的。所有这些疗程都会解释在给您的检查结果的报告中，接

下来你将接受为达到您的健康目标而设计的疗程。 

 
当出生时，您的神经系统一开始就受到了损伤，您的健康开始受到影响，疾病自那时即开始发生。At birth, when your nerve system is first 
damaged, your wellness begins to decrease and the journey to ill health starts. 

是Yes 不是No ( 出生到五岁Birth – Age 5)                                    患者注明Patient Comment, 按摩医师注明Chiropractor’s Comment 
    (如果答案是yes,if answer is yes) 
1. 怀孕 Pregnancy 您的母亲怀您时是否 Did your mother: 
  抽烟或饮酒？ Smoke or drink alcohol?             _____________________________      _______________________________ 
  是否饮食得当？Have a proper diet?                   _____________________________      _______________________________ 
  她怀孕时是否有运动？  
                         Exercise through her pregnancy?                          _____________________________      _______________________________ 
  怀孕时是否摔过跤或受伤？ 

       Experience any falls and injuries during her  
                         pregnancy?                                                            _____________________________      _______________________________ 
  是否受到过身体或精神上虐待？ 

             Experience any physical and/or mental abuse?    _____________________________      _______________________________ 
 
2. 生产过程 Birth Process 
  产程是否长？Was the delivery long?                 _____________________________      _______________________________ 
  生产是否困难？Was the delivery difficulty?     _____________________________      _______________________________ 
   是否用产钳？Forceps?                                       _____________________________      _______________________________ 
  是否剖腹产？Caesarean?                                   _____________________________      _______________________________  
  头位还是臀位？Breech/cephalic?                      _____________________________      _______________________________ 
  在家生产？Home birth?                                     _____________________________      _______________________________ 
  在医院生产？Hospital birth?                             _____________________________      _______________________________ 
  母亲生产时是否用药？ 

             Mother given drugs during delivery?                 _____________________________      _______________________________  
   生产是否用引产？Was labour induced?           _____________________________      _______________________________ 
 
3. 生长发育 Growth and Development 
  是否学过如何保护脊椎？ 

             Were you taught how to care for your spine?    _____________________________      _______________________________ 
  是否有滚翻下床？Did you roll out of bed?      _____________________________      _______________________________ 
  您是否曾爱晃头或喜爱摇动？ 

             Were you a headbanger or rocker                       _____________________________      _______________________________ 
  你是否用食母乳？Were you breast fed?           _____________________________      _______________________________ 
  儿童时期多病？Childhood sicknesses?           _____________________________      _______________________________ 
  有过事故么？Accidents?                                  _____________________________      _______________________________ 

有关您的健康About Your Health 有关对您的疗程About Your Care 

有关您的健康About Your Health 
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姓名Name: ____________________________________________________________________________________________________________

 
  做过手术？Surgery?                                         _____________________________      _______________________________ 
  用过的药物（包括打预防针） 

  Drugs? (including vaccines)                              _____________________________      _______________________________ 
  学走路时摔过跤？ 

             Did you fall while learning to walk?                 _____________________________      _______________________________ 
  您的兄弟姐妹是否欺负过您？ 

            Were you picked on by siblings                          _____________________________      _______________________________ 
  受到过虐童待遇？Child abuse?                       _____________________________      _______________________________ 
  挨巴掌(具体如何挨的)？Spanking (how)?     _____________________________      _______________________________ 
  被揪耳朵或下巴？Pulled ear/chin?                   _____________________________      _______________________________ 
  其他？Other?                                                      _____________________________      _______________________________ 
  坐下时被抽椅做空？ 

  Chair pulled out when sat down?                        _____________________________      _______________________________ 
  从椅子上掉下来？Did you fall down stairs?    _____________________________      _______________________________ 
  被拉拽胳膊？Were you yanked by your arm?  _____________________________      _______________________________ 
  还有其他创伤么？什么？何时？ 

             Did you have other traumas? What? When?      _____________________________      _______________________________ 
 
 
 
 
 

随着损伤加深，您可能开始出现一些症状和不时发作的病状。As layers of damage increase, you probably began to experience symptoms and 
random bouts of sickness. 

是Yes 不是No (五岁到现在Age 5-Present)                                     患者注明Patient Comment, 按摩医师注明Chiropractor’s Comment 
   (如果答案是yes if answer is yes) 
  是否学过正确的身体动作和保护？ 

    Were you taught proper body movements and care? _____________________________      _______________________________ 
  过去或现在是否抽烟？Did/Do you smoke?            _____________________________      _______________________________ 
  过去过现在是否饮酒？ 

  Did/Do you drink any alcohol?                                  _____________________________      _______________________________ 
  饮食(您的饮食是否健康)? 

  Diet (Do you eat healthy foods)?                               _____________________________      _______________________________ 
  有过事故么？Have you ever been in accidents?      _____________________________      _______________________________ 
  做过手术或器官去除／置换？ 

  Have you had surgery and organs removed/replaced? _____________________________      _______________________________ 
  用过的药物(处方和非处方药)？ 

  Drugs? (Prescriptive and non-prescriptive)                 _____________________________      _______________________________ 
  牙齿问题？Teeth problems?                                       _____________________________      _______________________________ 
  眼病？Eye problems?                                                  _____________________________      _______________________________ 
  听力问题？Hearing problems?                                   _____________________________      _______________________________ 
  是否经常锻炼？Exercise regularly?                           _____________________________      _______________________________ 
  睡觉习惯(噩梦)？Sleeping habits (nightmares?)  _____________________________      _______________________________ 
  过去或现在是否有职业压力？ 

  Did/do you have occupational stress?                          _____________________________      _______________________________ 
  身体压力？Physical stress?                                         _____________________________      _______________________________ 
  精神压力？Mental stress?                                           _____________________________      _______________________________ 
  业余爱好或运动造成的损伤 

  Hobbies/Sports injuries?                                              _____________________________      _______________________________ 
  其他创伤或问题？Other traumas or problems?         _____________________________      _______________________________ 

整体健康的损失Loss of Whole Body Health (五岁到现在 Age 5 – present) 
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姓名Name: ____________________________________________________________________________________________________________

 
 
 
 
未作治疗的损伤经数年后可显示为急性或慢性症状Years of untreated damage showed up as acute or chronic symptoms. 

其他症状Other Symptoms  
 
 头痛Headaches  面色潮红Faced flushed  光对眼有刺激Lights Bother Eyes 手冷Hands Cold 
 脖子痛Neck Pain  脖子发僵Neck Stiff  记忆力减退Loss of Memory  胃不适Stomach Upset 
 睡觉困难Sleeping Problems  腿发麻Pins & Needles in Legs  耳鸣Ears Ring  便秘Constipation 
 背痛Back Pain  胳膊发麻Pins & Needles in Arms  发烧Fever  冷汗Cold Sweats 
 神经紧张Nervousness  手指发麻Numbness in Fingers  晕厥Fainting  平衡不稳Loss of Balance 
 不安Tension  脚趾发麻Numbness in Toes  嗅觉丧失Loss of Smell  耳朵嗡嗡响Buzzing in Ears 
 烦躁Irritability  气短Shortness of Breath  味觉丧失Loss of Taste  经前／经期痛PMS/Menstrual Pain  
 胸痛Chest Pain  疲倦Fatigue  腹泻Diarrhea  更年期症状Menopausal Symptoms  
 眩晕Dizziness  忧郁Depression  足冷Feet Cold  尿失禁／性欲低下Impotence/Low  
           Sex Drive 
 
 
 
主诉 Major complaint: __________________________________________________________________________________________________ 

疼痛和问题开始的时间 Pain or Problem starteted____________________________________________________________________________ 

痛的性质Pains are :  锐痛Sharp  钝痛Dull  持续性痛Constant   间断性痛Intermittent  

疼痛是否在加重？Is condition getting progressively worse?           是Yes  不是No 

什么活动会加重疼痛？What activities aggravate your condition/pain? 
_____________________________________________________________________________________________________________________ 

疼痛在一天里是否在某些时间会加重？Is condition worse during certain times of the day?   是Yes  不是No  

如果是，什么时间？If so, when? _________________________________________________________________________________________ 

疼痛是否会因为以下原因加重：Is this condition interfering with (circle those that apply): 工作？Work? 睡觉？Sleep? 常规活动？Routine?   
其他 Other: ___________________________________________________________________________________________________________ 

有哪些医生看过您的问题？Other doctors seen for this condition: 
______________________________________________________________________________________________________________________ 

用过哪些自然疗法，草药等？Any home remedies: 
______________________________________________________________________________________________________________________ 

症状和疾病（目前疾病的现状）Symptoms and Ill Health (Present State of Ill Health) 
Health) 

现主诉Present Complaint 
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姓名Name: ____________________________________________________________________________________________________________

 

 

 
您用过药或医治过么？Have you been under drug and medical care?   用过Yes  没用过No 

如果回答是yes,请详细解释：If yes, please explain: 
_______________________________________________________________________________________________________________________ 

您用过什么药？What medications are you taking? ________________________________________用了多久？ How long? __________________

做过手术么？Have you had surgery?   做过Yes  没做过No 

什么手术？For what? 
________________________________________________________ 

什么时候？When? 
________________________________________________________ 

用药或手术的副作用或并发症（如果有的话）What side effects 
(if any) did you experience from the drugs and surgery? 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

 

 

 

 

父方Father’s side  母方Mother’s side 

 心脏病Heart Disease   心脏病Heart Disease 

 关节炎Arthritis   关节炎Arthritis 

 癌症Cancer   癌症Cancer 

 糖尿病Diabetes   糖尿病Diabetes 

 其他Other: ___________  其他Other: __________________ 

 

 

  

 

名字Name: __________________________________________________________________________________________________________  

日期Date: ______________________________ 

性别Gender:    男Male     女Female       生日Date of Birth: (日／月／年 dd/mm/yyyy)_____________________ (年龄Age: __________ ) 

地址Address: _____________________________ 城市City: ________________省Province: __________ 邮编号Postal Code: ____________ 

家用电话Home Phone: (         ) _______________ 工作电话Work Phone: (         ) _______________ 手机Cell Phone: (         ) _____________ 

电子邮件Email: ______________________________________________________________________________________________________  

 

如果是推荐来的，是谁或哪个机构？If you were referred, by whom? ___________________________________________________________ 

职业Occupation: _______________________________________________________________________________________________________  

雇主Employer: ________________________________________________________________________________________________________ 

婚姻状况Marital Status:     单身S     结婚M     同居CL     离婚D     丧偶W  

配偶姓名和职业Spouse’s Name and Occupation: ____________________________________________________________________________ 

子女数和年龄Number of Children and Ages: ________________________________________________________________________________ 

家庭医生名字：Name of Medical Doctor: _________________________ 医疗卡号码：Personal Health Number: ________________________ 

是否接受过脊椎神经按摩治疗？Have you ever received Chiropractic care?  有Yes  没有No 

有过事故么？Have you ever been in an accident?   有Yes    没有No   工作Work   交通Auto   其他Other: _____________________ 

事故的性质Nature of Accident: ____________________________________________________时间When? _______________________________ 

您的脖子或背是否感觉有过啪啪声或撕裂声？Did you feel a popping or tearing noise in your neck or back?   是Yes  不是No 

您是否需要在事故后住院医治？Did you require post-accident hospitalization?   是Yes  不是No 

症状和疾病Symptoms and Ill Health (续continued) 

家族病史Family History 

患者信息Patient Information 
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姓名Name: ____________________________________________________________________________________________________________

在哪住院Where? _________________________________________________________ 什么时候？When? _______________________________  

是否做过x-光检查？Were x-rays taken?  是Yes  不是No 

是否因受伤而误工？Did you lose days at work as a result?  是Yes        不是No 误工多少？How many? __________________________ 

是否有保险？Is insurance involved?  是Yes  不是No 那家保险公司？Which company? _____________________________________ 

律师名字Attorney’s name  n/a ____________________________________________________________________________________________   

理赔号Claim #: _________________________________________________________________________________________________________ 

注解（仅供诊所填写）Comments (office use only):____________________________________________________________________________ 

 


