Family & Sports Rehabi!itation Clinic, Inc.
DR. DAVID N. TULLOS

3710 I-55 NORTH
JACKSON, MS 39211

PHONE 98t-CARE

CONFIDENTIAL PATIENT INFORMATION

-2273

DATE:
- LAST NAME: FIRST: MIDDLE:

STREET: CITY: STATE: ZIP

PHONE: . CELL: WORK:

DATE OF BIRTH: AGE: SOCIAL SECURITY #: o

EMPLOYER: | CITY: STATE: -

OCCUPATION: ' EMAIL ADDRESS:

NAME OF SPOUSE: DATE OF BIRTH:

SPOUSE SOCIAL SECURITY # EMPLOYED BY:

PHONE:

NAME OF RELATIVE: PHONE:

REFERRED TO THIS OFFICE BY- -

GENERAL PHYSICIAN: CITY: PHONE:

INSURANCE: PRIMARY SECONDARY

DO NOT WRITE BELOW THIS LINE! (FOR DOCTOR)




. CHIROPRACTIC/HEALTH

COMPREHENSIVE HEALTH QUESTIONNA!HE

“Patient Name

TULLGS CHIROPRACTIC'CLINIC, INC.

Reason for visit

‘FAMILY & SPORTS REHAB.

“981-CARE
3710 1-65 NORTH

JACKSON, MS 39211

Have you been treated before far this problem?

ifyes, by [1Physician

What did they do and/or recommend?
When did your symptoms appear?

Is it constant or does it come and go?

(] Doctor f Chiropractic (1 Physical Therapist

O Ne [ Yes

(Osteopath [ Other

Is this condition getting progressively worse? [] Yes [INe

[} Unknown

Does it interfere with your (JWark (Sleep CDaily routine CRecreation

Activities or movements that are painful to perform (] Sitting () Walking [ Bending C Lying down
Cther :

List an‘) Surgenes aor Hospitalizations:

Have you ever had chirapractic care for other problems? _No [ Yes (When? —

Do you take  J Muscle relaxers (i Pan<ilers O Irsulin ] Birth control piils T Cver-the counter mecs

T Cther prescription crugs - Please list ail medicaticns in the space at bottern of cags.

Date of last:  Physical exam Spinal x-ray Blecdwest |
Spinal zxam Chest x-ray Urine “est o
Cental x-ray MRI, CT-scan, bone scan

Sleep____hrsinight Dovousleeponvour [ Back T Side [ Stomach Non-job axercise Rrsiwk

List any auto accidents, sfips or falls: is your bed cemionabie . No o Yes

What kind of pillow do you use? [ Thick [ Medium [0 Thin T Nene (= Support

Coyouwear [ Heellits T Shoelifts ] Archsupports  [] Orthotics, describe
EGNI __,,,;[QNS*Check‘E";t eanc hmnayou.,haveﬁorhave-hdc !:"E_ﬁ?&ﬁraf‘g; SRR % . J
CAIDS (] Diabetes _ Liver disease O Hhcumatic faver i
{0 Alcoholism T} Emphysema 1 Measies (T Scarlet fever |
1 Anemia (] Epilepsy C Migraine headaches 1 Stroke
(] Ancrexia (] Fractures ] Miscarriage ( Suicide attempt
[0 Appendicitis 0 Glaucoma ] Mononuclecsis (] Thyreid problems
[ Arthritis ] Goiter J Muttiple sclerosis O Tensillitis
(0 Asthma [l Gonorrhea ™1 Mumps [J Tuberculosis
[l Bleeding discrders ] Gout U Osteoporasis O Tumors, growths
U Breast lump C Heart disease [ Pacemaker {J Typhoid fever
[ Bronchitis [ Hepatitis (] Pneumania C Ulcers _ ‘
{J Bulimia U Hemia M Polio [ Vaginal infections
(J Cancer [J Herpes (] Prostate problem [ Veneral disease
{ Cataracts [ High cholesterol ] Prosthesis ] Wheoping cough
U Chemical dependency LI HIV positive O Psychiatric care O Gther
[ Chicken pox [ Kidney disease [J Rheumatoid arthritis
%EBICMEN&N&M@@ jgirarecatrentErakings I TAMINSHERBS/MINERAT SHRs

Allergies

Pharmacy Name

Phene




: ;:'iﬁiﬁj;ﬂ'{.ﬂau'aga"i(iz'

GENERAL -
O Bruise easily
{JChills
(I Dental problems
[JDepression
(i Difficulty sleeping
CDizziness
(] Fainting
OFever
"I Forgetfulness
OHeadache
OLiver
{JLossof sieep
[JLess of weight
(i Nervausness
C Numbness
O Tiredness
[Weight gain

GENITO-URINARY
(CBlood in urine
O Frequent urination
OLackafbladdercontrol
U Painful urination
JKidney problems

-

BT P ek 1RO PR e el el
‘.‘”331‘5"1:317_333;3"13‘-(:,('::(31*J;ﬁ_i;:.a_ae‘ﬂi;‘i’:ﬁx:;'3_"_'2:-1.-1_., L ey

GASTROINTESTINAL ~  EYE,EAR,NOSE,THROAT
] Appetite poor O Bleeding gums
{ Bloating [ 8iurred vision
(] Bowel changes {J Crossed eyes
O Colen [ Difficuity swallowing
{1 Constipatien "1 Couble vision
(I Diarrhea ] Earache
L] Excessive hunger (J Ear discharge
U Excessive thirst U Hay fever
[] Hemorrhoids (J Hoarseness
[ indigestion O Loss of hearing
TINausea ] Nosebleeds
{_l Rectal bieeding [_ Persistent cough
(I Stomach pain T Ringing in ears
(J Vomniting T Sinus problems
U Vomiting blocd {_ Vision -flashes

CARDIOVASCULAR {1 Vision-halos
U Chest pain SKIN
L] Heart problems (] Bruise easily
{J High biocd pressure (] Hives
O irreguiar heart beat i ltehing
L Low biood pressure (] Change in mcles
" Poor circulation Ll Rash
_I Swelling of ankles _ Scars

T Varicose veins

{1 Scre that wen't heal

MENonly
[ Breast lump
{1 Erecticn difficuities
[ Lump in testicles
{7 Penis discharge
O Sore on penis
T Other
WOMENanly
{1 Abnarmai pap smear
O Bleeding between pericds
(] Breast iump
[} Extreme menstrual pain
 Hot flashes
U Nipple discharge
T Painful intercourse
{0 vaginal discharge
[ Cther
Date of last
menstrual perod

Dateof last
Pap Smear

Have you hada
mammogram?

Arsycupregnant?
Numberofcnildran

{0 Pain in neck
] Neck stifiness
C Neck weakness

(J Mid-back stiffness
(C Pain between shouid blades

[ Pain fr

U Muscle spasms in mid-back

T Muscle spasms in low back

s out of place

[ Low back weakness

ARMS & HANDS Right
C Pinched nerve in neck Tl Pain in upper arm OR
U Neck feels out of place ] Pain in sibow OR
U Muscle spasm: in neck 7 Pain in foream R
{1 Grinding/popping sounds in neck ] Pain in hand OR
(J Pain in fingers ORr
SHQULDERS Right Left [T Pins & needlesinarm IR
U Pain in shoulder joint R L O Pins & needles in fingers (JA
O Pain across shoulders (7 Numbness in arm oR
I Can't raise arm OR OL O Numbnessinfingers R
(] Above shoulder leve - [0 Weakness of arm R
- {1 Qver head _ [0 Weaitness of hand )
: Tension in shoulders ] Hands ¢old R
C Pinched nerve in shoulder (R (JL .
" LOW BACK
MID-BACK [J Low back pain
C Mid-back pain [ Low back stiffness

[ Pinched nerve in low back

HIPS,LEGS & FEET HRight  Left
{TPain in buttccks CR — L
[J Pain in hip joint TR Ot
(] Pain cown leg R Tt
(1 Pain in knee CR L
0 Pain in ankle OR Ot
] Pain in foot oR .JL
O weakness of leg JR 0L
[0 Weakness of knee g8 OL
[ Leg cramps JR OL

QOTHER SYMPTOMS

| certify that the above infarmation is correct to the best of my knowledge. | will not hold my doctor or any members cf his/her
staff responsible for any errors or omissions that | may have made in the completion of this form.

Aeviewed by

Patient Signature

Date

Doctor

Date




