Family Chiropractic Clinic of Hillsborough

Family Health Survey
Please check all boxes that apply

Patient Name











Date






   |Father |Mother  |Spouse  |   Brother(s)
   |     Sister(s)         |       Children’s  Names                                     

           Family Member’s Names:
	 Disease, Problem          | Age
	
	
	
	
	
	
	
	
	
	
	

	  Deceased
	
	
	
	
	
	
	
	
	
	
	

	Jaw         
	
	
	
	
	
	
	
	
	
	
	

	Neck
	
	
	
	
	
	
	
	
	
	
	

	Shoulder
	
	
	
	
	
	
	
	
	
	
	

	Arm
	
	
	
	
	
	
	
	
	
	
	

	Elbow
	
	
	
	
	
	
	
	
	
	
	

	Wrist
	
	
	
	
	
	
	
	
	
	
	

	Hand
	
	
	
	
	
	
	
	
	
	
	

	Finger(s)
	
	
	
	
	
	
	
	
	
	
	

	Upper Back
	
	
	
	
	
	
	
	
	
	
	

	Low Back
	
	
	
	
	
	
	
	
	
	
	

	Hip
	
	
	
	
	
	
	
	
	
	
	

	Leg
	
	
	
	
	
	
	
	
	
	
	

	Ankle
	
	
	
	
	
	
	
	
	
	
	

	Foot
	
	
	
	
	
	
	
	
	
	
	

	Toe(s)
	
	
	
	
	
	
	
	
	
	
	

	Arthritis
	
	
	
	
	
	
	
	
	
	
	

	Bursitis/Tendonitis
	
	
	
	
	
	
	
	
	
	
	

	Scoliosis/Poor Posture
	
	
	
	
	
	
	
	
	
	
	

	Disc Problems
	
	
	
	
	
	
	
	
	
	
	

	Pinched Nerves/Neuritis
	
	
	
	
	
	
	
	
	
	
	

	Seizure/ Tingling/ Numb
	
	
	
	
	
	
	
	
	
	
	

	Dizziness &/or Loss of Balance
	
	
	
	
	
	
	
	
	
	
	

	Respiratory  &/or  Asthma
	
	
	
	
	
	
	
	
	
	
	

	Sinus Nose Allergies
	
	
	
	
	
	
	
	
	
	
	

	Bladder &/or Kidney
	
	
	
	
	
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	
	
	
	
	
	

	Heart -Palpitations -Attack - Hi B/P
	
	
	
	
	
	
	
	
	
	
	

	Stomach Intestines Digestion
	
	
	
	
	
	
	
	
	
	
	

	Diabetes – Hypoglycemia  Thyroid
	
	
	
	
	
	
	
	
	
	
	

	Female or Male Problems
	
	
	
	
	
	
	
	
	
	
	

	Liver Gallbladder 
	
	
	
	
	
	
	
	
	
	
	

	Mental  Emotional
	
	
	
	
	
	
	
	
	
	
	

	Anxiety   Panic Attacks
	
	
	
	
	
	
	
	
	
	
	

	Insomnia
	
	
	
	
	
	
	
	
	
	
	

	Stroke     Blood – Anemia
	
	
	
	
	
	
	
	
	
	
	

	Immune system 
	
	
	
	
	
	
	
	
	
	
	

	Endocrine -  Hormones
	
	
	
	
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	
	
	
	
	


