
   

    

     

 

 

  
  
  
  
  

  
  
  

 

                        

 

                    HealtH plus wellness center, llc personal HealtH History confidential questionnaire 

The doctors and staff are happy to welcome you to Health Plus!
We want you to feel comfortable as you become a new patient in our office. 

Please read this step by step outline of 

“What to expect.” 

The purpose of today’s visit is to determine the cause of your health problem.1. This first step requires everyone to fill out this Personal Health History 
Questionnaire. 

When you complete this form, you will meet privately with the Doctor of 2. Chiropractic to discuss your health problems and any concerns you may have. 

An appropriate examination and evaluation will follow including tests3. necessary to determine the precise cause of your health problems.
 

You will be scheduled for a Report of Findings to go over the results of this
4. first visit along with any recommendations for treatment. 
On your Report of Findings visit you will be given:5. A thorough explanation of your problem.

Recommendations for treatment type, treatment schedule, and 
anticipated length of care necessary to attain the best possible results.
The cost of your treatment will be given to you at that time including any 
applicable insurance coverage and the amounts that you will need to pay. 

Our office procedures, payment options, and your treatment schedule6. will be explained to you.
If we can accept you as a patient, chiropractic care will begin right at this 
point and we will follow your treatment schedule so that a maximum 
correction for your condition can be obtained. 

All along the way of your treatment schedule, your improvements will be 7. monitored so that we make sure that we get the best results possible. 

After maximum correction has been attained, recommendations will be made 8. for future care to help prevent future problems and maintain good health. 

tHe  power tHat made tHe body Heals tHe body 
so  we  can Get  well and  stay well 

HealtH  plus  wellness center, llc • pHone  770-427-7387 • fax  770-426-1491 • 950 cobb park way soutH. (Hwy 41)  • suite 190 • mariet ta  Ga 30060 
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Health  plus  wellness center, llc  	  personal  health  history  	C onfidential   questionnaireHealtH plus wellness center, llc per s on a l H e alt H H is to ry confidential qu e s tion nai re 

dr.  joe  esposito, dc, bs,   
dabco, dcbcn
950 Cobb Parkway S., Suite 190 
Marietta, GA 30060
phone:  770-427-7387

 CHIROPRACTIC • ORTHOPEDICS • REHABILITATION
CLINICAL NUTRITION • PAIN MANAGEMENT • THERAPEUTIC MASSAGE

lasT 
na me: 
rof: 
daT e: / /

(  m  m /  d  d /  y y y y  )  

PERSONAL HEALTH HISTORY
 
confiDenTiAl PATienT HeAlTH RecoRD 

( 

( 

( 

( 

Today's daTe: 

address: 

cit y: 

s tat e: 

PaTienT’s 
name: 

day pHone: 

daTe of birTh: 

marital 
stat us: 

work pHone: 

cell pHone: 

sex: 

e-mail: 

work pHone: 

title: mr. 

social 
securit y no: 

-

-

-

-

-

-

-

-

- -

- -

) 

) 

) 

) 

sinGle married 

widowed separated 

divorced 

ziP code: 

male female 

mrs.ms. miss. rev.dr. hon. 

(mm/dd/ yyyy) 

@ . 

/ / Work 
sTaTus: 

occupation: 

employer: 

business pHone: 

address: 

cit y: 

s tate: 

( ) 

unemPloyed reTired 

self emPloyed 

full Time ParT Time 

disabled - noT Working 

ziP code: 

- -

spouse's name: 
spouse's HealtH 
insurance co no: 

spouse's ssn no: 

name & aGe of          

business pHone: 

spouse's employer: 

spouse's dob: 

t ype of work: 

cHildren:                                                   

- -

- -

- -

( ) 

referred to tHis office by: 

name of person to contac t in case of emerGenc y: 

pHone number: r el aT io nshi P: 
Who is resPonsible 
for your bill? you and: sPouse Workman's comP. auTo insurance medicare medicaid PrivaTe healTh insurance 

name of insurance comPany: healTh insurance card #: 
P l e a s e g i v e T h e f r o n T d e s k yo u r in s u r a n ce c a r d s o T h aT W e c an m a k e a co P y 

Have you been to a cHiropr ac tor before ? no if so Who ? dr. 

resulTs ? 

yes 

Poor commenTs: 

if yes, wHen was tHe l ast time you saw a cHiroprac tor ? 

good fair 

/ /
(  m  m /  d  d /  y y y y  )  

Have you seen otHer doctors for tHis condition ? no if so Who ? dr.yes 

please supply any of your HealtH records tHat you Have avail able. please list your primary care pHysician: 

Have you been in a car accident ? no if yes, wHen was tHe accident you were in ? yes 

office use only: 

comPleTed daTe : 
(  m  m /  d  d /  y y y y  )  

office loc aTion: 
marieT Ta 
duluTh 
sTockbridge 

scan daTe : 
(  m  m /  d  d /  y y y y  )  

accT id : 

case id : inT : / / 

/ / 

Health  plus  wellness center, llc   personal  health  history  questionnaire 05-01 -18 paGe 1 of 5 



 (MM / DD / Y Y Y Y) / /patient's full name :                         date:                         

- - :

A. B. C. D.

 (MM / DD / Y Y Y Y) 

Frequently (51-75% of the time)                     
occasionally (26-50% of the time)                     constantly (76-100% of the time)                        
Intermittently (1-25% of the time)                        

sharp 
dull 

diffuse achy 

burning
shooting

stiff 
stabbing with motion

electric like with motion

other: 

numb 

tingly 

sharp with motion
shooting with motion

getting worse

not at all

not at all

chiropractor

er physician

0               1               2                3                4                 5                 6                7                 8                 9                10            (please circle)

staying the same

a little bit 

a little bit 

physical therapist 
neurologist 

getting better

moderately

moderately

massage therapist

orthopedist

yes, at times

quite a bit

quite a bit

primary care physician no one

no

extremely

extremely

specialty clinic  or  hospital 

no

other:

days yearsmonths

yes

home injuryjob related other: auto accident fallis this condition:                         1.
If accident related - date:                         time of accident:                         

have you made a report of your accident to your employer ?                      

yes

yes

no

no

blood pressure medicine do you wear a shoe lift or orthotic:  
nerve pills

insulin

other

pain killers / muscle relaxersdrugs you now take:                         
N/A                         

dO you use or wear other assist devices ?                         

other

indicate on the drawing below where you have pain / symptoms:                         

How would you describe the type of pain ?                         

How are your symptoms changing with time ?       	

using THE BELOW scale  from  0-10      (10 being the worst)      How would you rate your problem ?                        

How much has the problem interfered with your work ?                        

How much has the problem interfered with your social activities ?                        

who else have you seen for your problem ?                        

how long have you had this problem ?                        

how do you think your problem began ?                        

do you consider this problem to be severe ?                     

what aggravates your problem ?                     

what concerns you the most about your problem; what does it prevent you from doing ?                     

How often do you experience symptoms ?       	 PLEASE - if needed - WRITE ADDITIONAL COMMENTS ON PAGE  4 OF THIS FORM .

PLEASE WRITE ADDITIONAL COMMENTS ON PAGE  4 OF THIS FORM.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

am pm

PLEASE WRITE ADDITIONAL 
COMMENTS ON PAGE  4 

OF THIS FORM

The  power 
that made the body

heals the body
so  we  can  get  well 

and  stay well

Health  plus  wellness center, llc  	  personal  health  history  questionnaire  

dr.  joe  esposito, dc, bs,   
dabco, dcbcn
950 Cobb Parkway S., Suite 190 
Marietta, GA 30060
phone:  770-427-7387

 CHIROPRACTIC • ORTHOPEDICS • REHABILITATION
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PATienT's full nAme : / / 

siT 
sTAnD 
comPuTeR woRk 
on THe PHone 

most of tHe day 
most of tHe day 
most of tHe day 
most of tHe day 

Half tHe day 
Half tHe day 
Half tHe day 
Half tHe day 

a lit tle of tHe day 
a lit tle of tHe day 
a lit tle of tHe day 
a lit tle of tHe day 

if you HAve PResenTly HAve A conDiTion lisTeD below, PlAce A cHeck in THe "present" column: 

PAsT PRese nT 
HeadacHes 
neck pain 
upper back pain 
mid back pain 
low back pain 
sHoulder pain 
elbow / upper arm pain 
wrist pain 
Hand pain 
Hip pain 
upper leG pain 
knee pain 
ankle / foot pain 
jaw  pain 
joint / pain stiffness 
artHritis 
rHeumatoid artHritis 
cancer 
tumor 
astHma 
cHronic sinusitis 

otHer:

 PAsT PRese nT 
HiGH blood pressure 
H e ar t at tack 
cHest pain 
stroke 
anGina 
kidney stones 
kidney disorders 
bladder infec tion 
painful urination 
loss of bladder control 
prostrate problems 
abnormal weiGHt Gain / loss 
loss of appetite 
abdominal pain 
diGestive problems 
ulcer

 Hepatitis 
liver / Gall bl adder disorder 
General fatiGue 
muscular coordination problem 
visual disturbances 
dizziness

 PAsT PResenT 
diabetes

 excessive tHirst
 frequent urination
 smokinG / tobacco use
 druG / alcoHol dependence
 allerGies
 depression
 systemic lupus
 epilepsy
 dermatitis / eczema / rasH 
Hiv / aids 
acid reflux 
Heart burn 
Gas 
b loat i n G

 diarrHea 
constipation 

foR femAles only 
birtH control pills 
Hormonal replacement

 preGnancy 

(mm/dd/yyyy) patient signature: 

PLEASE WRiTE AddiTiOnAL COMMEnTS  On 
PAGE 4 Of THiS fORM PLEASE inCLUdE QUESTiOn 

nUMBER(S) WiTH YOUR COMMEnTS 

tHe  power 
tHat made tHe body 

Heals tHe body 

so  we  can  Ge t  well 
and  stay well 

date: / / 
Place a check mark in The box if you added commenTs on Page 4 for any of The quesTions 1 Through 27. 

excellenT 

sTrenuous 

rheumaToid arThriTis 

very good 

moderaTe 

diabeTes 

fair 

lighT 

luPus 

Poor 

none 

hearT Problems cancer als 

wHAT is youR: HeiGHt : 15. 

How woulD you R ATe youR oveR All HeAlTH ? 

wHAT T yPe of e xeRcise Do you Do? 

inDicATe if you HAve Any immeDiATe fAmily membeRs wiTH Any of THe following: 

foR eAcH of THe conDiTions lisTeD below, Pl Ace A cHeck in THe "past" column if you HAve HAD THe conDiTion in THe PAsT: 

lisT All PRescRiP Tion meDic ATions you ARe cuRRenTly TAking: 

lisT All oveR-THe-counTeR meDic ATions you ARe cuRRenTly TAking: 

wHAT Ac TiviTies Do you Do AT woRk? 

wHAT Ac TiviTies Do you Do ouTsiDe of woRk ? 

PleAse noTe Any THing else oR oTHeR PRoblems you ARe HAving THAT ARe PeRTinenT To youR visiT ToDAy: 

HAve you eveR been HosPiTAlizeD? 

HAve you HAD signific AnT PAsT TR AumA? 

16. 

17. 

18. 

19. 

20. 

21. 

22. 

23. 

24. 

27. 

25. 

26. 

lisT All suRgic Al PRoceDuRes you HAve HAD: 

good 

nerve Pills 

Pain killers/muscle rela xers blood Pressure medicaTion 

weiGHt: waist: 

yes 

yes 

no 

no 
if yes, wHy: 

if yes, describe : 

(  m  m /  d  d /  y y y y  )  dat e : 

Health  plus  wellness center, llc   personal  health  history  questionnaire
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/ / (  m  m /  d  d /  y y y y  )  PATienT's full nAme : dat e : 

from QUESTiOnS 1 THROUGH 27 On PAGES 2 & 3 please include tHe QUESTiOn nUMBER(S) wHen writinG AddiTiOnAL COMMEnTS Here. additional comments: 

tHe  power 
tHat made tHe body 

Heals tHe body 

so  we  can  Get  well 
and  stay well 

Health  plus  wellness center, llc   personal  health  history  questionnaire
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dabco, dcbcn
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Health  plus  wellness center, llc  	  personal  health  history  	C onfidential   questionnaire

check The box To The lefT and Provide your email address if you Would e-mail: @ .like To receive dr. joe's healTh Wellness neWsleTTer in your in box. 

dat e : PATie n T's full nA m e : / / (  m  m /  d  d /  y y y y  )  

consent for treatment 

i, the undersigned, herby authorize the doctors of Health  plus wellness and whomever they may designate as their 
assistant(s) to perform diagnostic tests, including but not limited to radiographs, and to administer treatment as is necessary. 

i, also, cer tif y that no guarantee or assurance has been made to the results that may be obtained. 
i understand and agree that accident insurance policies are an arrangement between an insurance carrier and me. 
furthermore, i understand that this office will prepare any necessary reports and forms to assist me in making collection 
from the insurance company and that my amount authorized to be paid directly to this office will be credited to my 
account upon receipt.  i permit this office to endorse remittances for the conveyance of credit to my account.  However, i 
clearly understand and agree that all services rendered to me are charged directly to me and that i am personally 
responsible for payment. 

patient's signature: date: / / 
witness: 

autHorization to release medical information 

i authorize the release of any medical information necessary to process my insurance claim(s) and also certify that all 
insurance information given to this clinic is correct and complete.  

patient's signature: date: / / 
witness: 

request for payment of benefits to provider of care 

i hereby authorize the insurance company /insurance 
administrator to pay by check, and for it to be mailed directly to Health plus wellness the expense benefits allowable and 
otherwise payable to me under my current policy, as payment toward the total charges for professional services rendered. 
i have agreed to pay, in a current manner, any balance of said applicable charges.  i agree that this office be given power of 
attorney to endorse/sign my name on any and all drafts for payment of my bill. 

patient's signature: date: / / 
witness: 

acknowledGe and accept  Hippa notice  (located online on our website) 

i hereby authorize and accept Health plus wellness center's Hippa notice.  this notice and any alterations or amendments 
made hereto will expire seven years after the date upon which the record amendments made hereto will expire seven 
years after the date upon which the record was created.  my signature acknowledges that i have read and a copy of this 
notice and acknowledge i am able to review it online at any time. 

patient's signature: date: / / 
witness: 

consent for treatment of minor 

i hereby authorize the doctors of Health plus wellness and whomever they may designate as their assistant(s), to perform 
diagnostic tests, including but not limited to radiographs, and to administer treatment as they deem necessary 
to my  . 

relationship of child:
 
child’s name:
 

patient’s or Guardian signature:
 date: / / 
witness: 
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