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PURE CHIROPRACTIC

HISTORY OF SYMPTOMS
Patient’s Name: _______________________

                                                                       

Date: _____________
VITALS:     Weight:__________     Height:__________   Blood Pressure:__________     Pulse:__________
I Am:     Right Handed:_______      Left Handed:_____ 
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DoctorNotes:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

OTHER COMPLAINTS (PLEASE CHECK ANY THAT APPLY):
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  Diarrhea   [image: image522.jpg]
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  Difficulty dressing yourself  
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