Health & Wellness Center PSL

433 NW Prima Vista Blvd., Port St. Lucie, FL 34983
Phone: (772) 336-1770 Fax: (772) 336-1160

CONFIDENTIAL HEALTH INFORMATION
Please allow our staff to photocopy your driver’s license and insurance details.

All information you supply is confidential. We comply with all federal privacy standards.

Security Question: Name of favorite Pet or Name of City you where born in?
Today’s Date (must be 6 characters or more long)
Choose one of above:

Who may we thank for referring you?  Gender oMale oFemale Social Security number

Preferred Language:

Your Last Name

Your First Name Your Middle Name (or initial) Birth Date

Marital Status
oSingle oMarried oDivorced
oWidowed oSeparated oPartnered

Address
City State ZIP/Postal Code Home Phone Cell Phone
Email Address Spouse’s Name
Emergency Contact Phone
| give permission to be contacted by:
Phone o Phone o Mail o Email
Race/Ethnicity: oCaucasian
Your Occupation oBlack/African American o Asian
oHispanic o I choose not to specify
oQOther
Your Employer Work Phone

ASSIGNMENT AND RELEASE

I certify that I, and/or my dependent(s), have insurance coverage with and assign directly to Health
& Wellness Center/Dr. Lare Ziemba or Dr. Chris Snyder, all insurance benefits, if any, otherwise payable to me for services
rendered. | understand that I am financially responsible for all charges whether or not paid by insurance. | authorize the use of
my signature on all insurance submissions. This office may use my health care information and may disclose such information
to the above-named insurance company(ies) and their agents for the purpose of obtaining payment for services and determining
insurance benefits or the benefits payable for related services. This consent will end when my current treatment plan is completed
or one year from the date signed below. A copy of our office HIPPA form is available at your request.

Signature of Patient, Parent, Guardian or Personal Representative

Please print name of Patient, Parent, Guardian or Personal Representative

DATE: Relationship to Patient:




Patient Name:

Date

1. The symptoms that have prompted me to seek care today include:

2. And are the result of
o A worsening long-term problem EXPLAIN:
3. When did you first notice your current symptoms?
4. Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

5. Duration and Timing (When did it start and how often to you feel it?) o Constant

Explain?

o An accident

o Work

o Auto © Other

o Comes and goes © Occasional

6. Quality of symptoms (What does it feel like?) © Numbness o Tingling o Stiffness © Dull o Aching o Cramps o Nagging

© Sharp o Burning o Shooting © Throbbing © Stabbing o Other

7. Radiation (Does it affect other areas of your body? (To what areas does the pain radiate, shoot or travel? Arm, leg, hand, etc.)

8. Aggravating factors (What worsens the problem?) (Mark all that apply) o Sitting o walking o bending o sleeping o lifting

o movement © household chores o exercise o driving o shopping o dressing o reaching o yard work o other:

9. Relieving factors (What tends to lessen the problem) (Mark all that apply) o Sitting o standing olying down o rest

© no movement o stretching o ice o heat o medication o massage o topical ointment © other:

10. Prior interventions (What have you done to relieve the symptoms?) o Prescription medication o Surgery o Ice o Heat
o Over the counter drugs o Homeopathic remedies o Physical therapy o Acupuncture o Massage

o Chiropractic o Other :

11. Have you had an x-ray, MRI, CT Scan on your back or neck o No

o Yes

When ?

12. Does your current condition interfere with : © Work o Recreational Activities © Household responsibilities

o Personal relationships oSports/ golf

Review of Systems:

o Other:

the circle beside any condition that you’ve Had or currently Have.

Chiropractic care focuses on the integrity of your nervous system, which controls your entire body. Please darken

Neurological Cardiovascular Respiratory Musculoskeletal

oAnxiety oHigh blood pressure oAsthma o Osteoporosis oArthritis
oDepression oLow blood pressure oApnea oKnee pain oScoliosis
oHeadache oHigh cholesterol oEmphysema/COPD oHip pain oTM]J issues
oDizziness/vertigo oPoor circulation oAllergies oFoot/Ankle Pain oElbow/wrist
oPins & Needles oAngina oShortness of breath oNeck pain oPoor Posture
oNumbness oSwelling ankles/feet oAir hunger oShoulder problems

oSeizures oAnemia oCough oBack pain level
oTremors oMurmur OHerniated/Bulged discs
Sensory Integumentary Digestive Ears/ Nose/ Throat

oBlurred Vision oSkin cancer oAnorexia/Bulimia oBleeding gums

oRinging in ears oPsoriasis oUlcer/stomach pain oSinuses

oHearing loss oEczema oNausea/ vomiting oFrequent sore throat

oChronic ear infection ~ oAcne oHeartburn/reflux oSwollen glands

oLoss of smell oHair loss oConstipation oEaraches/ hearing loss

oLoss of taste oRash/itching oDiarrhea oMouth sores



Patient Name: Date

Please darken the circle beside any condition that you’ve Had or currently Have.

Endocrine Genitourinary Constitutional Women only
oThyroid hypo/  hyper o Kidney stones oFainting olrregular periods
olmmune disorders olnfertility oLow libido oPainful periods
oHypoglycemia oBladder incontinence oPoor appetite oVaginal discharge
oFibromyalgia oProstate Issues oFatigue oPregnancy
oSwollen glands oFErectile dysfunction olnsomnia oBreast pain/ lump
oSystemic Lupus oFrequent urination o Sudden weight change  loss gain

Past Personal, Family and Social History

Please identify your past health history, including accidents, injuries, illnesses and treatments. Please complete each section fully.
IlInesses

Check the illnesses you have Had in the past or Have now.

o HIV oEpilepsy oMalaria oRheumatoid arthritis Other

oAlcoholism oGlaucoma oMeasles oScarlet or rheumatic Fever o

oAllergies oGoiter oMultiple Sclerosis oSexually transmitted disease type

oArteriosclerosis oGout oMumps oStroke

oTuberculosis  oHeart Disease oParkinson’s oCancer- Type

oChicken Pox  oHepatitis oPolio oDIABETES —is A1C checked - Yes  No ___ AIC-Number

Accident/ falls/ injuries- describe (Past or recent)

Operations

Surgical interventions, which may or may not have included hospitalization.
o Appendix removal o Hysterectomy o Joint Replacement
o Heart Bypass surgery o Pacemaker o Spine

o Gallbladder removed o Tonsillectomy o Cancer- Type

o Elective o Vasectomy o Arthroscopic

o Eye cataracts o Other

Family History - Some health issues are hereditary. List any conditions or diseases of your immediate family members.
(Examples- diabetes, thyroid, arthritis, depression, cancer, hypertension, stroke, heart disease, liver disease, autoimmune, asthma, anemia etc.)
Mother-
Father-
Siblings-
Grandparent-

Social History - Tell Dr. Ziemba about your health habits and stress levels. Please check if appropriate.

oAlcohol Use drinks per day / week / month ~ TOBACCO USE__ NEVER Smoked Ex-smoker Smoke
oCaffeine Use drinks per day/ week/ month If you smoke, are you interested in quitting? YES NO
oExercising times per week/ month How many packs per day. pack/ or Occasional smoker

MEDICATIONS: (Prescriptions and over-the-counter)

Drug name Strength/ MG frequency (times per day)

ALLERGIESTOMEDICATIONS: __ Yes_ No List:

Previous / other Health Care Providers you have seen in last 5 years:

Name Type of Physician Problem cared for still seeing
Yes/ No
Yes/ No

Yes/ No




