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What conditions did you have when you entered our office? _ 7zeci ¥
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What length of time had you been experiencing these problems? _&z¢é4 & 7&(&/

List the medications you have tried to relieve your symptoms: __ —

What types of medical treatment have you had for these conditions? J/i% fﬁ f
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How many different doctors and specialists had you seen? 3

Did the medical approach solve the problem you were having? M No [ ] Yes

What changes have you noticed since starting care in this office? \/ %&/dw

do sk 220N S Apecei A fad, o Aeadachs

Mw Q@w&% dﬁ/éyyy—é ,44,4/.24,(_,/«) m
M 77, Al e %

S RTIAETR  Pr> Z{f"w?ai%‘”"/"’ va

J alao et
How did you hear of our office? Z&,evﬂo

What else would you like to share with those who will read this? T (/ Wdfj@y
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What have you learned about Chlropractlc since béginning care? fuzf
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THANK YOU FOR BEING A WONDERFUL PATIENT!
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