Dr. Michael Johnson
Holistic Root-Cause Healing

**Please fill this form out with pen**

Patient Name: Date:
DOB: Age: SS#/SIN:
Phone Number: Work: Email:

May we Leave Messages/texts on this phone # Yes No

Check Appropriate Box: [JMinor []Single [JMarried []Divorced [JWidowed []Separated
Home Address:

City: State: Zip:

Gender: [ Male [CJFemale

Employer Name:
Spouse or Patient’'s Guardian:
Whom may we thank for referring you?
DNR: [ Yes [ No (If yes, bring paperwork)

Advanced Directives: [] Yes [ No (if yes, bring paperwork)
Emergency Contact:
In an emergency and the patient is a minor, it is okay for us to treat in absence of parents;

Parent/Guardian Signature Date

Responsible Party (Complete if different from above)
Name of The Person responsible for this account:
Relationship to Patient
Address:

Home Phone: Cell Phone:
Driver’s License #

DOB:

Is the person currently a patient at our office? [] Yes [] No

Health History

Chief Complaint:

History of Chief Complaint:

Location: Quality:

(Where is the pain/problem?) (aching, throbbing, stabbing, burning, shooting, etc.)
Severity: Duration:

(Scale of 1-10, 10 is worst pain) (How long have you had pain?)
Timing: Context:

(Does the pain/problem occur at specific times?) (What makes the pain/problem worse/better?)

Influential
Factors:

(What aggravates the pain? What alleviates the pain?)



Past Medical History
(Have you ever had the following: (circle “yes” or “no” / leave blank if you are uncertain.)

Anemia: YES/NO Gout: YES /NO Back Trouble: YES /NO
Hepatitis: YES / NO Anxiety: YES /NO Bladder Infection: YES /NO
COPD: YES/NO Ulcers: YES /NO Depression: YES /NO
High Blood Pressure:  YES /NO A-Fib: YES /NO Bipolar: YES /NO
Epilepsy: YES /NO Migraines: YES /NO Kidney Disease: YES /NO
Fibromyalgia: YES /NO Tuberculosis:  YES /NO Hemorrhoids: YES /NO
Thyroid Issues: YES /NO Incontinence: YES /NO Stroke: YES /NO
Bleeding Tendency: YES /NO Cancer: YES /NO Seizures: YES/ NO
Blood Thinners: YES/NO Diabetes: YES/ NO Hernia: YES /NO
Asthma: YES /NO Pneumonia: YES /NO Mood Disorders: YES /NO
Hives or Eczema: YES / NO Glaucoma: YES /NO Shingles: YES /NO
AIDS/HIV: YES /NO Bronchitis: YES /NO Thrombophlebitis YES /NO
Arthritis: YES /NO Implantable Herpes Simplex YES /NO
Congestive Heart Failure: YES /NO Device YES /NO

Deep Vein Thrombosis: YES /NO

Have you ever been told you take longer than normal to heal? YES/NO

Any Other Disease/Conditions:

Previous Surgeries
What Surgery? When? Hospital, City, State

Medications: (include nonprescription/ supplements/ vitamins and include dose and how often. may include extra page
if needed)

Allergies: (including medication allergies and reactions)

Doctors:
Primary Care Physician:
Primary Care Physician’s phone #:
Specialist:
Specialist's Phone #:

Patient Social History (Circle):

Marital Status:  Single Married Separated Divorced Widowed
Use of Alcohol:  Never Rarely Moderate Daily
Use of Tobacco: Never Rarely Moderate Daily

Use of Drugs: Never Type/Frequency:




Family Medical History:

Age Disease Cause of Death
Father

Mother

Siblings

Children

To the best of my knowledge, the questions on this form have been accurately answered. |
understand that providing incorrect information can be dangerous to my health. It is my
responsibility to inform the doctor’s office of any changes in my medical status. | also
authorize the healthcare staff to perform the necessary services | may need.

Signature of the Patient, Parent or Guardian Date

Reviewing Provider:

Signature of Provider Date

Printed Name of Provider



