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CHECK the symptoms you have had in the past six months

Spiaal
tr Neck Pain
tr Mid Back Pain
E l,owBack Pain
EJoint problems
EI Disc problems
E Degeneration
EI Stenosis

fl Spondolysis
tr Arthritis

Head & Neck
E Headaches
E Mgraines* "

El Dizziness
fl Sinusitis
E Allergies
EI Sensitive Teeth
trTW
tr StiffNeck

Are conditions

EI Getting up and down
tr Sirins
tr Standing
EI Bending Over

fl Running ' 
i':,',

Shoulders, Arms, Hands
tr Stiffshoulders
tr Pain RaisingArm
EITennis Elbow
EI Wrist Pain
tr Carpal Tunnel
ElNumbness

Lower Back & Legs
tr Hip Pain
fl Sciatica
EI Painful Knees
tr LS Cramps
E Nurnbness
E Poor Circulation

Neryes & Functions
E Radiating Pain
tr Hrgh Blood Pressure
E Short of Breath

checked above LIMITING any of
tr Sports
D Exercising

"-,[i,,91."r;r* ,

; fl Being Energetic
::r,.,E School
r, El Work

Ellndigestion
tr Acid Reflux
E Constipation
tr Irritable Bowel
EI Low energy
E Chronic Fatigue
E Fibromyalgia
tr Irritability
tr Difficulty Sleeping,
EI Other

Children
EI Frequent Colds
El'Frcquerrt Er.Infecton3= -
fl Digestive Dishrrbances
E Growing Pains
EI Attention Disorders
EI Hyperactivity
flAsthma
EI Seizures

the followingP

E Career
EI Social Ufe
tr Family Ufe
E Other

How long have you been,living this wayp Weeks (#) ____ Months (#) ____ years (#)
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