




Dr. Heidi Boehm Ware, D.C.     Dr. Kimberly Anderson, D.C. 

Patient’s Name:______________________________________ 

Preferred method of communication for patient reminders (Circle One)  Email / Phone / Mail 

Smoking Status (Circle One):  Every Day Smoker / Occasional Smoker / Former Smoker / Never Smoked 

CMS requires providers to report both race and ethnicity 

Race (Circle One):  American Indian or Alaska Native / Asian / Black or African American / White (Caucasian) Native 
Hawaiian or Pacific Islander / Other / Decline to Answer 

Ethnicity (Circle One):  Hispanic or Latino / Not Hispanic or Latino / Decline to Answer 

Are you currently taking any medications and/or supplements?  (Please include regularly used over the counter 
medications) 
  

Do you have any medication allergies? 

Case History 

Yes No 
[    ] [    ] Have any of your relatives had diabetes? 
[    ] [    ] Has your weight changed in the past year more than 10 LBS? 
[    ] [    ] Have you ever been addicted to drugs or alcohol? 
[    ] [    ] Have you ever been turned down for life insurance? 
In the Past Five years have you: 
[    ] [    ] Been Treated or examined by a doctor? 
[    ] [    ] Had an X-ray or any laboratory test or study? 
[    ] [    ] Had Observation or treatment in a hospital? 
[    ] [    ] Had a surgical operation? 
Have you ever had: 
[    ] [    ] Epilepsy, Nervous breakdown or other nervous disorder? 
[    ] [    ] High blood pressure, dizziness, or heart trouble? 
[    ] [    ] Tuberculosis or any respiratory disorder? 
[    ] [    ] Ulcer, indigestion or other disorder of the digestive tract? 
[    ] [    ] Sugar in the urine or problems with urination? 
[    ] [    ] Diabetes, gout, goiter or other glandular disorders? 
[    ] [    ] Diseases of the eyes, ears, skin muscles or bones? 
[    ] [    ] Cancer or Tumor? 
[    ] [    ] Any condition not listed above?

Medication/Supplement Name Dosage & Frequency (i.e. 5mg once a day, etc.) 

Medication Name Reaction Onset Date Additional Comments






