AMON CHIROPRACTIC &
WELLNESS CENTER				        	     DR. SHEILA AMON
10605 Concord Street, Suite 502						                240-242-3266
Kensington, Maryland 20895						      (fax)   240-242-3248




Chiropractic Case History:

Name_________________________________ DOB____________ Age______________
Referred By________________________________Social Security #_________________
Have you ever received chiropractic care?     Yes    No  If yes, when?_________________

Primary Reason for This Visit/Location of Pain:__________________________________

Date When Symtoms First Appeared:__________________________________________
Quality of Pain:  dull    aching    sharp    shooting    burning    throbbing    deep   nagging
Quantity of Pain:  From a Scale of 1-10, 10 being extreme pain how what you rate your pain?   0   1   2   3   4   5   6   7   8   9   10

Past Medical History:

Accidents or Injuries_________________________________________________________________________
Surgeries  (Type & Date) ____________________________________________________________________

Medications:__________________________________________________________________________________
Depression ________Fainting______Paralysis_______Skin Problems_________________________
Weight Gain/Loss__________________________Vericose Veins_________________________________
Hearing Problems__________________________Visual Problems_______________________________

Smoking: ________Yes________No       How long and how much? ___________________________
Heart Problems_____________________________Chest Pain_____________________________________
Breathing Problems________________________High/Low Blood Pressure____________________

Excessive Hunger__________________________Excessive Gas__________________________________
Constipation________________________________Diarrhea_______________________________________
Abdominal Pain____________________________Heartburn______________________________________
Bloating_____________________________________Abnormal Stools_______________________________
Last Colonoscopy and/or Endoscopy_______________________________________________________



Urinary Problems____________________________________________________________________________

Cancer_________________________________________________________________________________________
Low Back Pain________________________________________________________________________________
Neck Pain_____________________________________________________________________________________
Mid Back Pain________________________________________________________________________________

Shoulder Problem____________________________________________________________________________
Elbow Problem_______________________________________________________________________________
Wrist/Hand Problem______________________________Right Handed/Left Handed___________
Hip Problem__________________________________________________________________________________
Knee Problem________________________________________________________________________________
Foot/Ankle Problem_________________________________________________________________________
Swollen or Painful Joints____________________________________________________________________

Female:	Menstrual Problems_____________________________#Pregnancies____________
Male:		Prostate Problems___________________________________________________________

Previous X-rays and/or MRI’s_______________________________________________________________
Where & When_______________________________________________________________________________

Name of your Primary  Care Physician:____________________________________________________

Other Past Medical History Not Mentioned Above________________________________________



Family Health History:  Arthritis __________Cancer__________Diabetes_______
Heart Disease__________Kidney Disease__________Other________________________

I have read the above information and certify it to be true and correct to the best of my knowledge, and hereby authorize this office – Amon Chiropractic & Wellness Center – and Dr. Sheila Amon to provide me with chiropractic care, in accordance with this state’s statutes.

Patient’s Signature_________________________________________Date____________

Doctor’s Signature________________________________________Date_____________
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