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Colchester Family Chiropractic, 794 Norwich Avenue, Colchester, CT 06415
REVIEW OF SYSTEMS

Please complete ALLAgumtions

Name

Initial Exam Date

Reexam/Final Date____

Initial Exam- Are you presently (or within the past 6 months) suffering from any of the following symptoms"
Reexam — In order to compare to your initial exam, use red pen to indicate any changes.

Check One

IF YES, PLEASE

SYMPTOMS Check One IF YES, PLEA

Depression

‘Weakness
Fever / Chills Memory Loss / Impairment
Weight Change 101bs+/- Phobias
Night Sweats
= Muscle Spasms / Cramps
Glasses / Contams Swelling in Extremities
Discharge Arthritis -Osteo, RA, Lupus
IR Other Scoliosis / Spma.l Curvature
megl‘rouble FEA S
Pain Lumps in breast(s)
Abnormal / Painful Menses
Discharge
Are you currently gr_e@gt‘?

Sinus Problems / Allergies

Absence of smell or taste

Abnormal smell or taste

Dld you have blood work Y or N ' If yes, whem

Date: Treating Physician:

ARE YOU CURRENTLY ON ANY MEDICATIONS?

leﬁculty Bmthmg e |

Asthma / Wheezing

Cough

"~ Gallbladder Disease

Hemorrhoids

Gas

Vomiting

Hypertension

Diarrhea

Coronary

Arthritis

Painful / Frequent Unnauo‘nw o

PAST INJURIES:

Kidney or Bladder Stones

Bleeding

Venereal Disease (STD)

PAST SURGERIES:

S~ s D A e e

Fainting

IMAGING INFORMATION:Recent over last 7 years/since last
Xray- Y or N? Where and When?

_Catscan- Y or N? Where and When?

MRI- Y or N? Where and When?

Convulsions / Seizures

Other

Thyroid Disease/Goiter

Diabetes

Patient signature Re exam initial

Dr.Leheny signature Re exam Initial

Rev




