CAROLINA CHIROPRACTIC
FAMILY HEALTH HISTORY

Place a checkmark (V) after any condition that is a past or present
health problem for you or your family members.

CONDITION YOU FATHER MOTHER SPOUSE BROTHERS SISTERS CHILDREN

Arthritis
Asthma

Back Pain
Bursitis

Cancer
Constipation
Diabetes

Disc Problems
Emphysema
Epilepsy
Headaches
Heart Trouble
High Blood Pressure
Insomnia
Kidney Trouble
Liver Trouble
Migraines
Nervousness
Neuritis
Pinched Nerves
Scoliosis

Sinus Trouble
Stomach Trouble
Syphilis
Tuberculosis
Other
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If any family members are deceased, please list their approximate ages at death and
cause of death, if known:
Father Mother Spouse Brothers Sisters Children

Patient, Parent or Guardian Signature




