 Health History
Please fill out your health history. Use to back to continue if you need more space. 

[bookmark: _GoBack]Today’s date ______________________ How were you referred to the office___________________________
Name _________________________________   Height________ Weight _______Date of Birth____________
Address ____________________City_______________ State________________ Zip__________________ 
Please authorize a phone number that we can contact you at if necessary. Home Phone____________________
Cell Phone ________________ Work ______________________Email_______________________________
Occupation ___________________________ Employer _________________________
Married    Single    Divorced Spouse Name_________________Spouse Birthday_________   Do you smoke__     
What problem brings you today _______________________________________________________________
When did your problem start _________________________________________________________________
What make your problem better or worse _______________________________________________________
List any medications that you are allergic to _____________________________________________________
List any medications you are taking at this time (use back if necessary) ______________________________
Have you been treated anywhere else for this condition (list where and results of treatment) _________________________________________________________________________________________
Please list any condition that you have now or have recovered from in the past __________________________
_________________________________________________________________________________________
List your family history _________________________________________________________________________________________
List any surgeries___________________________________________________________________________
Call in case of emergency____________________________________________________________________
Please list your Medical Doctor_______________________________________________  
Females only
Are you pregnant (females only) _______Have you had breast augmentation (breast enlargement)________
Are you on the birth control pill _________________________________________
As a patient you always have a right to you medical records. Copies of records are available for you use at any time for a small fee with written permission form yourself. We respect the privacy of your medical records and will protect that privacy. 

I the undersigned hereby authorize the chiropractor and staff to perform such services as deemed necessary by the physician to diagnose and treat my condition (s). I understand that this clinic does not accept insurance and I am responsible for my bill at the time of service. 
I authorize the health care practitioners at Schopp Nutrition Clinic to administer treatment to me and advise me with nutritional counseling. I authorize any additional procedures that the practitioners deem necessary on the basis of finding and determinations made during the course of my treatment. I understand that the purpose of a nutritional protocol is to provide supplements for dietary purpose. According to FDA law I understand that nutritional protocols are not intended to diagnose or cure and disease. I also understand that the intent of any nutritional recommendation is to support the physiological and biochemical processes of the human body. I acknowledge that I understand all of the above. PatientSignature________________________________________ 
Authorization to treat a minor: I the undersigned hereby attest and warrant to the above named that I am a legal guardian of __________________________________ Date of birth_____________________
Name of minor patient _________________________
A minor child as described by law. Further I warrant that my authority to act on the child’s behalf is by virtue of    
 ____ Being the child’s natural parent 
 ____Having been duly appointed legal guardian by a court of competent jurisdiction (order attached)
Signature _____________________________Witness_______________________      Date ________________
