vveicome

Patlent Information -

Date
Patient Name '

Last Name'

First Name Widdle nitial * -
Addrass_ .
City ) -
State Zip
E-rnail
Sex (M [JF Age
Birthdate ASSIGNMENT AND RELEASE
[ Married ) Widowed [ Single 7 Minor | cerfify that I, and/or my dependent(s), have insurance coverage with
[} Beparated (] Divorced [ Partnered for years Naime of insurance Company(les} and aseign diractly to
Occupation or._. !&I o .{!\_.E |l _ all insurance benefits,

Pationt Employer/School

“If any, otherwise payable to me for services rendered. | understand that | am
financlally responsible for alt charges whether or not paid by insurance. |

Employer/School Address

authorlze the use of my signalure on all Insurance submissions.

The above-named doctor may use my health care information and may disclose
such informafion to the above-namad Ingsurance Company(ies) and their agents

Employer/School Phone ( )

for the purpose of cbtalning payment for services and delermining insurance
benefits or the benafits payabla for related services. This consent will eni when

Spouse's Nama

‘my current treatment plan Is completed or one year from the dale gigned below.
w

Birthdate

Signature of Patient, Parent, Guardian or Personal Representalive

-

Spous%'/s Employer.

Please print narme of Palient, Parent, Guardian or Personal Representalive

Whom may we thank for referring you?

Date Relationship to Patient

Home Phone { )

.Phone Numbers

Accident Information

Is condition due to an accident? [ Yes [] No

Cell Phone ( )

Date

Best time and place to reach yE)u

Type of accident [J Aute [JWork (JHome []Other

Name

IN CASE OF EMERGENCY, CONTACT

“don

To whom have you made a report of your accident?

Relationship

OJ Aute Insurance ] Employer [JWorker Comp. [ Other

Home Phone {

)

Attorney Name (if applicable}

Work Phone {

)

. Patient Condition

Reason for Visit

When did your symptorns appear?
ls this condition gatting progressively worse? [JYes [INo [ Unknown

Mark an X on the picture where you continue to have pain, numbness, of tingling.
Rate the severity of your pain on a scale from 1 {least pain) to 10 (severe paln)

Type of pain: [JSharp 1Dl [ Throbbing [ Numbness [} Aching [ Shooting
. {1Buring [1Tingling [J] Cramps [ Stittness ~ [J Swelling [ Other

How often do you have this pain?

I5 It constant or-does it come and go? :
Does it Interfers with your [JWork [ Slesp  [] Daily Routine [} Recreation-
Activittes or movements that are painful to perform [J Sitting  [J Standing (2] Walking ) Bending T Lvina Down




What treatment have you already-recelved for ydur conditlon? ] Medications [ Surgery [ Physlcal Therapy
(I Chiropractlc 8ervices” [T None [ Cther
Name and address of ather doctor(s) who have treated you tor your condition
Date of Last:  Physical Exam Spinal X-Ray Blood Test
Spinal Exam Chest X-Ray . Urlﬁe Tast
Dental X-Ray MRI, CT-Scan, Bene Scan [
Place a mark on "Yes" or "No" to Indlcate f you have had any of the following:
ADSHIV .+ (DY (N0 Digbgtags oo [IYes [INo -Migraine - .+ gy a}@ﬁ ‘ _:i;__“'.No
Alcohollsm [JYes [INo Emphysema OYes CINo- ~ “Heedaches E] Ves. D No Soarlet Fever TINo
Allergy Shots . [Yas [JNo:™ Epilepsy CYes [JNo Misgarrlage Q Ye:? "ONo  groke ) No
Anamia OYes [JNo  Fractures JYes [JNe Mo.nonuclaosls QYes CINo  gygige Atempt [JYes [ No
Ancrexia CYes [JNo  Glaucoma CJYes [JNo MultiplerSclerosls [1Yes TINO  ypurgig problems [JY¥es [ No
Appendloitls [Yes [JNo  Goiter [)Yes JNo Mumps (2Yes (7 r?lo. Tonsliltls CYes (7 No
Arthritls [OYes (JNo  Qonoirhaa OYes [JNg ©Osteoporasis - 3 Yes. Tl No~ . 1i5arautosls [O¥Yes M No
Asthma ClYes (ONo  Gout [lYes [JNo Pacemaker CYes OINo  yymors,Growths [)Yes [ No
Bleeding Heart Disease  [JYes [JNo  Farkinson's Typhold Fever  [7Yes [JNo
Disorders OYes {JNo Disease C)Yes [No -
Hepatiis [vYes []No Pinched N Y N Ucars [Yss [ No
Hraast Lump OvYes [JNo nched-Nerve C] es () No ; )
Harnla [Yes [)No R | v Vaglnal Infactions [JYes () No
Bronchilig Jves [JNo . Nar [ nsumonia m o8 [:] No , abRen r
; . Hernlated Disk . [J¥es. ‘[No. Bollis €] Yes “TYNG " Venereal Digedsa,, (. Yes . [ No
Bullmia (CtYes (I No Herpes ClYes [C]No Prostats Probl v N Whooping Cough [JYes [JNo
Cancer {Yes [JNo ' Prostate Problem []Yes [J No
High Cholesterel [[]Yes [ No Prosthas Oy N Other
Cataracts Cives [INo fosinasls s [JNo
Kidney Disease [JYas [INo ¢ .
Psychlairle Cara [ Yes [JNo
Chemlcal Liver Disease ClYes [ No :
Dgpsndency  [JYes [JNeo Meas! Flves [JNo Rheumatoid
5 08
Chicken Pox OYss [No ease ‘ ‘ Arthritls D Yos [JNo
EXERCISE WORK ACTIVITY HABITS |
7 None [ Sitting O Smoklng Packs/Day _. S
(] Modarate [J Standing 3 Algohot Deinks/Week R
[7 Dally [0 Light Labor -] Coffea/Caffeins - Drinks - Cups/Day ._,
"] Haavy [0 Heavy Lahor | Hiéh Strass Level Reason
Ara you pregnant? [JYes ] No Due Date {_
Injurias/Surgerles you have had Dascription Dats
Falls
Head Injuries
Broken Bones
Dislocations -
Surgerles
o YMedications
Pharmacy Nafhe
Pharmaoy Phone ( ) ——




Chiropractic Nutrition Selutions Plic
1931 Richmond Ave Houston, TX 77098

Patient’s Affirmation of Receipt of HIPPA Privacy Rights

[ hereby acknowledge receipt of Chirorpactic Nutrition Selutions HIPPA statement.

Affirmed,

Patient Name

Date

Cancelation/Reschedule Policy

You are required to provide a minimum of 24 hours’ notice to cancel or reschedule
an appointment. If you cancel, reschedule, or don’t show up for your appointment,
Chiropractic Nutrition Solutions has the right to charge and collect a $60 fee. We
understand life happens and will take into consideration extenuating circumstances
on a case by case basis.

By signing below, you acknowledge that you have read and understand this policy.

Printed, Last Name, First Name

Signature

Date




Metabolic Assessment Form
Name: Age: Sex: Date:

Please list the 5 major health concerns in your order of importance:

1.
2.
3.
4.
5.
Please circle the appropriate number “0 - 3” on all questions below. 0 as the least/never to 3 as the most/alwavs.
Category I Category V
Feeling that bowels do not empty completely . .. .. .01 2 3 Greasy or high-fat foods cause distress . .......... 1 2 3
Lower abdominal pain relief by passing stoolorgas. ¢ 1 2 3 Lower bowel gas and or bloating
Alternating constipation and diarrhea . .. .......... o 1 2 3 several hours affereating .................... ¢ & 2 3
FDIT: Ty ¢ 11T S ¢ 1 2 3 Bifter metatlic taste in mouth,
Constpation . ... o vv it iae e e 6 t 2 3 especially imthe morning . .......... ... .. g ¥ 2 3
Hard. dry,orsmallstool ... ... . ... o .. g 1 2 3 Unexplained itchy skin ....................... a6 1t 2 3
Coated tongue of “fuzzy™ debris ontongue . ... .. ... 0 1 2 3 Yellowishcasttoeves. ........... ... ... ...... 6 1 2 3
Pass farge amount of foul smellinggas . ...........0 1 2 3 Stool color alternates from clay colored
More than 3 bowel movements datly .............0 1 2 3 ronormalbrown . ... ... 6 1 2 3
Use laxatives frequently ... ... ... ... ... ... 0o 1 2 3 Reddened skin. especially palms . ............... 6 1 2 3
Dry or flaky skinandior hair . .................. 6 1 2 3
Category I1 History of galibladder attacks or stones ... .. ... .. 6 1 2 3
Excessive belching, burping, or bloating . . ...... ... 6 1 2 3 Have you had your gallbladder removed .. ... ... . ... Yes No
Gas immediately followingameal ............... ¢ 1 2 3
Offensivebreath . . ........ .. .. ... ... .. ... c ¥ 2 3 Category VI
Difficult bowel movements . ................... 6 1 2 3 Crave sweets during theday .. .................. 0 1 2 3
Sense of fullness during and aftermeals ... ... ... 6 1 2 3 Iryitable if meals are missed . . ... .o\ orenenn... 6 1 2 3
Difficulty digesting fruits and vegetabiss; Depend on coffee to keep yourself going or started ..0 1 2 3
undigested foods foundinstools . . .......... ... ¢ 1 2 3 Get lightheaded if meals are missed . .. ........... 6 1 2 3
Eatingrelievesfatigue . ....................... ¢ 1 2 3
Category Il Feel shaky, jittery, orhave tremors .. ............. 6 1 2 3
Stomach pain, buming, or aching 1- 4 Agitated, easily upset, nervous . ............... ¢ 1 2 3
hoursaffereating .. ... o ¢ 1 2 3 Poor memory/orgetful .. ...... .. ... . ¢ 1 2 3
Useantactds ... ... ¢ 1 2 3 Blurred VISION . .. ..ot 6 1 2 3
Feal hungry an hour or two after eating . ... ... ... 6 1 2 3
Heartburn when lying down or bending forwvard .. .. ¢ 1 2 3 Categorv VII
Temporary relief from antacids, food, F atisz:e al.fter meals .. .. .. 0 1 2 3
milk. carbonated be\‘e'rages """""""""" ¢ 1 2 3 Cra;e sweets during theday ... ............... .. ¢ 1 2 3
Digestive problems.subsade with rest and r.elaxanon .0 1 2 3 Eating sweets does not relieve cravings forsugar ... 0 1 2 3
Heartburn due to spicy foods. chocolate, citrus, Mustimve sweets aftermeals . . . ....... ... ... .. 6 1 2 3
peppers, alcohol_. andcaffemne . . ............... ] 1 2 3 Whaist glﬂh is equal or lﬂISET than hlp glﬂh """""" ¢ 1 2 3
} Frequent urination ... ..........c.oovineenononn. 6 1 2 3
Category IV o Increased thirst and appetite . .. .. ............... ¢ 1 2 3
Roqghag_e and ﬁ!.)er cause constipation . .. ... ...... ¢ 1 2 3 Difficulty losing weight . .. ... ................ ¢ 1 2 3
Indigestion and fullness lasts 2-4
hoursaftereating . . ... .. .. .. oL 0 1 2 3
Pain. tenderness, soreness on left side Category VII
undertibeage.. ... ... ... il 01 2 3 Cannot stay asleep ... .- .oouvuenenenrienenes 0 1 23
Excessive passageofgas......... ... ........... 0 1 2 3 Crave salt . ettt prrrrrrrrrrmmrmTnt 01 2 3
passage o1 g
Nanseaand/orvomiting . ... ... . ... ... ... g 1 2 3 Slow starter m the moming.................... 0 1 2 3
Stool undigested, fou! smelling, Aﬁerpoon fatigue . . SEERRERE ERTEERERPRERERREE 0 1 2 3
R y Dizziness when standingup quickly . .. ........... 6 1 2 3
mucous-fike, greasy, or poorly formed ... ... ... o 1 2 3
Frequent GHNAtON -+« re e 0123 Afternoon hegdaches’ .......................... 0 1 2 3
Increased thirstand appetite . .. .. ........ ... .. 0 1 2 3 H‘eadach'es with exertion or stress .. ... 61 2 3
Difficulty losingweight . .. ... .. ... ... . ..., 0 1 2 3 Weaknails ..o o 1 2 3

s S e prowss fsted in 1h ey ave nat priended 16 be wed e o daguesis of on diseass rowdition
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Category IX Category XIV (Males only)
Camnot fallasleep .. ... ... ... .. ... ... 0 1 2 3 Urination difficulty ordeibbling . .. ... ... ... .. 6 1 2 3
Persprreeasily ... ... ... ... . o 0 1 2 3] |Frequenturination ...............c.cvvrvninnn ¢ 1 2 3
Under high amounts of stress .. ... .............. 0 1 2 3] |Paninsideoflegsorheels.................... 6 1 2 3
Weight gain whenunderstress . ... ... ........... g 1 2 3 Feeling of incomplete bowel evacuation . .. ..... .. g 1t 2 3
‘Wake up tived even after 6 or more hoursof sleep... 0 1 2 3 Legnervousnessatnight . .. ................... 6 1 2 3
Excessive perspiration ot perspiration with
fimleornoactvity .. ... Lo o 1 2 3 Category XV (Males only)
Decreasemlbibido. ....... . ... .. .. . oLl 0 1 2 3
Category X Diecrease in spontaneous mormng eractions . .. ... .. g 1 2 3
Tied.osloggish . .. ... 00 c 1 2 3 Decrease in fullness of erections . .. .. ........... g 1 2 3
Feel cold - hands, feet,allover .................. 0 1 2 3 Difficulty in maintaining moraing erections . .. .. ... D1 2 3
Require excessive amounts of sleep to Spells of memtal fatigue . ... . ... .. ... .. L 0 1 2 3
functionproperly .. ... ... . o 6 1 2 3 Inabality to concentrate . . ... ... ... . ... ... ... o 1 2 3
Increase in weight gain even with low-caloriediet ... 0 1 2 3] | Episodesof depression........................ 6 1 2 3
Gainweighteasily ... ... .. ... ... . ..., 0 1 2 3 Musclesoreness............ooveiriiinaaa.. 0 1 2 3
Difficult. infrequent bowel movements . ... ........ 0 1 2 3 Decrease inphysicalstamina . ........... ... ..., 0 1 2 3
Depression, lack of mofivation . .. ... ........... 0 1 2 3 Unexplained weight gain . .. ................... g 1 2 3
Morning headaches that wear off Increase in fat distribution around chestand hips ... 0 1 2 3
astheday progresses ... ... .. ... .. ... 0 1 2 3 Sweatingattacks . ............ ... .ol 0 1 2 3
Outer third of eyebrow thins . ... .. ... .. ....... 0 1 2 3 More emotional than inthepast................. ¢ 1 2 3
Thirmipg qf h_air on ‘scatp, face, or genitals or Category XVI (Menstruating Females Only)
excessive fallinghasr .. ... ... 0 1 2 3 Ar . i }
Drvnessofskinandiorscalp.................... 0 1 2 3 Ale YOU PEIUMENOPAUSAL . -+« + v vvvveeevermreee e Yes No
Memal sluggishness ... ... ... .o o 0 1 2 3 terating menstrual cycle lengths ... ... Yes  No
== Extended menstrual cycle, greater than 32 days. . .. .. Yes No
Category XI Sl19neneci menses, less. than every 29days.......... Yes No
o Pain and cramping dunng periods .. ... ... ... ... 8 1 2 3
Heart palpitations . .. .......... ... .. ......... o 1 2 3 Seanty blood flow
Inéwardtrembling ............... ........... ... 0 1 2 3 Lan_v [ ¢ 1 23
Hemvvblood flow .. ... .. . o G 1t 2 3
Increased pulse evenatrest ... ... ... .. o 1 2 3 Breast pain and swelling during menses . .. ... ... 0 1 2 3
Nervousandemotional .. ... g 1 2 3 L . N N
. Pelvic pain during menses . .................... 0 1 2 3
Insemnia . ... ... L e g 1 2 3 Irri .
. rritable and depressed dunng menses . ... ........ 0 1 2 3
Nightsweats .. .. ... . i e 0 1 2 3 Acne breakouts - o
. Tl enebreakouts . ......... ... s 0 1 2 3
Difficulty gaining wetght .. .. ................... 0 1 2 3 Facial hair growth .. -+ v 0 1 2 3
Category XII Hairlossfthinning .. ... ... ... .. .o 0 1 2 3
Dimninished sex drive ... oLl R 0 1 2 3 Category XVII (Menopausal Femates Onty)
Menstrual dl§(?!‘d&‘r§ ot lack of m.enstmanon ........ 0 2 3 How many years have you been menopausal?
Increased ability to eat sugars without symptorns . ... 0 1 2 3 Since menopause, do you ever have uterine bleeding? Yes No
Hotflashes............ .. ..., 6 1 2 3
Category XIIT Mental fogginess .. ........... ... ..., ¢ 1 2 3
Increased sexdrive. .. ... ... . .. L i, 0 1 2 3 Disinterest i SeX - - - oo oo 0 1 2 3
Tole:.*al.lce -to sugarsreduced ... 6 1 23 Moodswings ... .......... ..o i, o0 1 2 3
“Splithing” tvpeheadaches ... .. ... . .. L. 6 1 2 3 DEPIESSION - - .+ s o e s e e e 0 1 2 3
Painful intercourse . .. ... . ... ... . ... ..o ... g 1 2 3
Shrinking breasts . ... .. ... .. .. Lo 6 1 2 3
Facialhargrowth. . ... .. ... .. . ... ..., 60 1 2 3
ACIE ... e 6 1 2 3
Increased vaginal pain, dryness oritching ........ 6 1 2 3
How many alcoholic beverages do you consume per week? How many caffeinated beverages do you consume per day?
How mmany rimas do vou eat out per week? How many times a week do you eaf raw nuts or seads” B
How many tmes a week do you eat fish? How many times a week do you workout?
L1t the three worst foods ¥ou eat during the average week: \
List the thiree heatthiest foods you eat during the average week: . ,
Do vou smoke? If yes, how many times a day:

Rate your stress levels on a scale of 1-10 during the average week:
Please list any medications you currently take and for what conditions:

Please list any natural supplements vou carrently take and for what conditions:
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