Treatment Application
The Office Of Active Chiropractic

This treatment application is the first step in assisting the doctor in determining if you are a candidate for
our non-surgical procedures and specialized treatment technology. Please answer the following questions
honestly and to the best of your knowledge.

XA AR AL BRI 2 @ B R BN T ARG LI IaTr BOR . TF IS 3125 DL 1 L

Surname Name # Date H it
Address# it Postal Code#B s 1id (
IC or Passport & fiiiF 54 i # Date of Birth 4= H Age it

Gender % M5 F#% Home Phone {5 i Mobile FHL55%
Occupation B2 Employer’s Name Ji&3:4

E-Mail s -Filp

Do you wish to receive our newsletter through email on the latest health tips on wellness, nutrition and exercise? Y N
PRAs S LT IS PFUC B A5G TR, T IR NZ Bl A S e e 2 TR 2

Marital Status 4§48k %: S M D w No. of children ¥ Pregnant {£44?
Spouse/Guardian Name Spouse Occupation/Employer
I THAEAUN 24 FiC A R/ e 3=

How Did You Hear About Us? % & i fa] 5 34112

) Wanbao Biffz — Shin Min % — Today & H “ TV d1l ) Website (3
L) MD Referral 2242 DChiropractic Referral FFHEMZ A 44

O Physical Therapist Referral 4 i 77 JfifE 77 L) Event Booth J2 43

O Facebook Ji 3 = Internet Search [ [k % 2% O Other HAh

If you were referred, whom can we thank for referring you? Pl 15 Bigh e i 7 145 2

Medical Doctor Name [Z 4 ] 4 <7 Phone Hi 1

M.D. Address [Z= 4= ) st it
® What Is Your Main Problem / Symptom Prompting Your Request For A Consultation With Our Doctor?

SEHIT AR B W BATT AR B 2 i A2 B ) BB AE R A A 2

® Would You Consider This Problem (check one): /<> f&ix AN a] i (i%—) -

— MINIMAL (Annoying but causing NO limitations)t /N A%, {H3%A i R = R

— SLIGHT (Tolerable but causing a little limitation) 32/ (RT&Z, (HE R — &SRR )

MODERATE (Sometimes tolerable but definite cause of limitations) 145 (FIf Al & Z, HE —EHRRE)

SEVERE (Causing Significant limitations) 2 (i il 2 K 1= R

(]

EXTREME (Causing near constant limitations) #fui (i Bl A = FR 14D



® Since your problem began, what three things has it caused you to miss the most?

I+ DA B AR, W =FE GG AT S B R

1) 2) 3)

® Onascale of 1 -10 (10 being unbearable pain, 0 being NO Pain or Discomfort) Please rate the following:
1310 (10 MELLEZ AT, 0 B AIMEANIED 1E5ILAT:
The HIGHEST level of pain WITHOUT medication ™ 5 A {H T 75 254
The LOWEST level of pain WITHOUT medication /NS 1H TG 75 254
The HIGHEST level of pain WITH medication ™ 555/ {H IR £ 254
The LOWEST level of pain WITH medication #/NEJRHAR & 254

® What kind of treatments have you received for your problem/pain? { &t A AR R TT 2
= — Physical Therapy YBEiNEE N O Chiropractic ¥ I O Acupuncture &4
) Pain Medications 15254 oM W&

Which Meds Are You Taking % £ il e 254

e Spinal Injections & #&7E 5 How Many £ /b2 Date of Last Injection 75+ H 31

® Spinal Surgery Type and Date ¥ #&F AR A4F1 H H#H

Using the key below mark the drawing in the location(s) you have pain or altered sensation, with the letter that best
describes what you are feeling:

EH U T KT R AR R, JRERIAK EdnidhrE.

A = Ache &
B = Burning #| s it
D = Dull T

N = Numbness /5

S = Stiffness &1

SH = Sharp Pain I 19
ST = Stabbing Pain %I/

T = Tingling &1l i

TH = Throbbing fikz/




® Does your pain wake you up at night? %11 £ PRl v 171 Fil sk nd 2
IYess& [INo% How Often % % ?

® What activities/movements guarantee to make your problem worse? {14 1% sh/3z 22 Jin Ji 48 1) n) 3 ?

® During a typical day, when is your pain the worst? 7£— K H., 414 i B i e s 2

® What position do you sleep in at night? 4B - i 5 (1 28 34 ?

® Due To Your Main Problem;  H-T-48 i) 5 22 i i1
a) Have You Lost Any Time From Work (If Applicable)? #& & ARt 7 LAERFA]? [ Yes & 1 No

iyl

Average Lost Work Time? ~F- 245 2 1) T /£ B 8] ?

What Work Tasks Have Been Limited? {14 FEf) TAEAT55 B 52 3 JR PR 2

b) Any Specific Chores or Tasks At Home You Are Limited In or Can No Longer Do?
FEAT BAR B, BRAE S b BOA R R BT 55 AN R fig ?

Please List i& %1 H

® Have you ever had a surgical repair of an abdominal aortic aneurysm? % /& 75303t I8 F kB AR 1B E
JYes & 7 No 75

® Have you ever fractured your spine or pelvis? &2 A B S @532 O Yes2& 0 No &

If yes, please explain {4, 1R

® Have you ever been diagnosed with osteoporosis? 1 & £ 12 W7 BB FUBRAAAE? [ Yess2 [ No /3
If yes, did you receive a bone density test? 4157, EHEGHMRXEEE? O Yes& [1.No G

® What is your biggest concern if you are unable to find a solution to your main problem?
A0SR TCER AR B ) B R TT = A A R B URE 2

® Any reason that you would not be able to follow doctor’ s recommendations f1-4 ¥ 1, & TC28 MBS AR 1 Ei?

Financial £:%%__ Time 7 [A] Location i1 & Other H:Ath,

The last section of this application is the General Health History Section. Please complete this section thoroughly and
answer to the best of your knowledge. #% /5 — T — M MR SR, MR EIF4 T RS L.



Do you have or had in the past any trouble with:
R GARE A :

Musculoskeletal AL - #

“Muscle Stiffness /L A {Efifi

Pain in Upper Arm/Elbow/Wrist - 55/ I 2 1 i & 9
Pain in Hip & Upper Leg & &5 5 K e # 2Jm
CPain in Lower Leg & Knee /[N &% B 76 <
TPain in Ankle & Foot HR#5 % f& # <
JSwelling in Joints 5% 5 fif

_Other Joint Pain HAth <15

CINeck Pain 2 #5495

CShoulder Pain J& #5298

TJaw Pain N 2U& S

[Upper Back Pain 15 _I- &5 5/

CIArthritis 55 ¢

ClLow Back Pain 1 #5408

Nervous Systemt# 2 &4

“Pins & Needles %F il &

“INumbness

Tlnsomnia 2R

CFainting &

[IDizziness k%

“IMuscular in Coordination fJL I AN #i 43
“Tinnitus Cear noise) H-1Y

DImpaired Vision #8545 44

CParalysis

[IBurning Sensation Il #

Depression JH. 2 /&

T Bed Wetting J& &

“IConvulsion 177

"Headache k7

THearing Loss 2% 25 W7 4

CEar PainH-2& /&

TEye Pain B #7

Cardiovascular System:0 L R4t

IRapid Heart Rate:U» JIfE fifi%

“Heart Attack /0 IiE 7

[JHeart Palpitations «(»12

"High Blood Pressure = IflL [

[ICold & Hot Hands or Feet = 1K ¥4 B A #4
Poor Circulation ILYEIEH A B

“IChest Pain i I i

"IStroke H X,

CAngina ‘04

"High Cholesterol 7= fIH [#]

JOther Troubles, please specify HAhE P, 1% %518:

Endocrine SystemW Mk R4
“Weight Gain/Loss 14 5 & i/ K [%
[Hot Flashes

CILoss of Appetite A B K

Digestive Systemi§H. &%k
Tindigestion/Heartburn JE b AS R /00K AR
CReflux Gas 5= Al

_IConstipation £

“JAbdominal Pain i 54 9

Clrritable Bowel Syndrome

"Gall Bladder Problem JiH %% ] 5
“Black/White Stool 5/ #&(#

" Bloating, Burning ik, il
CDiarrhea 815

TDifficult Swallowing 7 £ [K] %k

CUlcer #5957

Urinary Systemib R 2%

“Retained Fluid HHEAE, HIRE
TPainful Urination FkfR %9/

_Kidney Stone & 45 41

[ Bleeding it IfiL

CILoss of Bladder Control it 25 i
CFrequent Urination 47l J&

TBladder Infection B bt Jak 4
Reproductive System/ 58 & 4t
ITrouble with Erection or Ejaculation A~Z5 5l A1
CLow Fertility 4= & &
“Miscarriage Vi

Pain during Menses £ 7/
“IMenopausal Symptoms 5 4FH4EJk
CTesticular Pain 52 }LJq
Dlrregularity Menses 22 AN

SkinfZ ik
CSkin Rashes 7 ik [Eczema {22
IltchinessE TAcnefs il

Respiratory SystemPEiR &

[ISinus problem £ 3 ja] @ [TEmphysema i
“IChronic Cough £ H#Ar%  CIAsthma B fi;
Shortness of Breath A%/,

OtherHAth

_Frequent Cold 1514 /& E [iICancer J&#iE
DAllergies i “Hemorrhoids 55
TFlu A5 4 "Diabetes i K I
CRheumatic Heart Disease A {4 2 B45 95
CHIV Positive/AIDS ¥ #3152 #4975

IDrug or Alcohol Dependency {5 ik 24547+ 75

Signature:

10rchard Blvd #07-01

Camden Medical Centre
Singapore 248649
Tel-(65)6836 0833
Fax-(65)6836 083



