
Ritacco Chiropractic 

OSTEOPATHY HEALTH HISTORY FORM  

 

First Name Surname Date 

Address: 

Home# Work# 

Email Address: 

Date of Birth: 

Emergency Contact: 

Family Doctor: Phone# 

Updated MH 

General Information  

Occupation_________________________________________________________  

Do you wear orthotic shoes? ___________________________________________  

Have you had any X-RAYS. MRI, CT SCANS? ___________________________  

Result, if any________________________________________________________  

Please describe your sleeping habits: _____________________________________  

Please describe eating habits/Diet________________________________________  

Smoke tobacco/ Alcohol/caffeine intake? __________________________________  

Chief Complaint and Duration:  

Medication taken:  

 
 
 



PAST AND PRESENT MEDICAL HISTORY  
 
O Osteoporosis o immune disorder  o Glaucoma  
o Osteoarthritis o Insomnia o Hepatitis 
o Gout o Respiratory Problems o Thyroid disease  
o High cholesterol o Scoliosis o Anemia  
o High blood  
pressure/Heart disease 

o Heart attack/  
Stroke/Aneurism  

o Bleeding disorder 

o Headaches/migraines o Orthodontic problems o Diabetes 
o Ulcers o Irritable bowel syndrome o TMJ 
o Urinary infection o Blood clots o Seizures/Epilepsy  
o Eczema/hives o liver disease o Asthma 
o Pneumonia o Depression o Gall/Kidney stones 
o Anxiety o Menopause o Cancer 
o Pregnancy o Ringing in the ears o Sinusitis 
o Dizziness/vertigo o Digestive problems o Painful/frequent urination 
o HIV/AIDS o Allergies o Skin/contagious disease 
o Heartburn/acid reflux o PMS/ Menstrual Irregularities  o Constipation 
o Diarrhea o Chronic fatigue syndrome o Sleep apnea 

Any surgeries in the past?______________________________________________  

Fractures?_________________________________________________________  

Knee/hip replacement? ________________________________________________  

Any accidents in the past?______________________________________________  

MUSCULOSKELETAL CONDITIONS:  
Degenerative disc disease 
 

Numbness/tingling in arms/hands 

Knee/Hip pain Carpal tunnel 
 

Shoulder/neck pain Low back/sciatic pain 
 

Numbness/tingling in legs/feet Pelvic/tail bone pain 



PLEASE MARK AREAS WHERE YOU HAVE PAIN 

 

Cancellation policy  

Please notice that at least 24 hours notification is required for cancelling appointments. 
Missed appointments without adequate prior notice may be subject to a charge  

Patient signature ____________________________ Date____________________  


