
Patient Name:  

NETWORK HEALING ARTS 
Dr. Ellen Levy, D.C., N.D. 

404-256-2244 
 
 
Name:       Today’s Date:      
Home Phone:    Cell Phone:      
E-mail Address:          
Address:      City:    State:   Zip:    
Date of Birth:     Age:   SS#:      
Driver’s License Number:    State:   Expiration Date:   
Sex: M  F  Height:  Weight: Referred By:      
Marital Status: M S D W   Number of Children: Boys   Girls   
 
Employer:      Occupation:       
Address:      City:    State:   Zip:    
Work Phone:        Years at Job:    
 
Name of Spouse:    Birth Date:   SS#:    
Spouse’s Employer:      Occupation:      
Address:      City:    State:   Zip:    
Work Phone:        Years at Job:    
 
Emergency Contact Name     Relationship     
Address       Phone      
 
Person financially responsible if not patient (if patient is a child, complete employment 
information for a parent or guardian):         
 
Major Complaints:           
              
Is this due to an accident? Yes No Type of Accident: Auto Work Home Other 
 
Do you have health insurance? Yes No  
Insurance Company     Plan/Group #     
ID #:     Address:        
 
Major Medical:   Address:        
ID #:     Group #:        
Name of Insured:     SS# of Insured:     
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Patient Name:  

PAYMENT IS DUE AT THE TIME OF SERVICE 
I hereby assign all medical and/or surgical benefits to which I am entitled, including 
Major Medical, Medicare, private insurance, or any other health plans  
to      .  This assignment will remain in effect until revoked 
by me in writing. A photo copy of this assignment is to be as valid as an original. I 
understand that I am financially responsible for all charges, whether or not paid by said 
insurance. I hereby authorize said assignee to release all information necessary to 
secure the payment. 
 
Signed:        Date:     
 
 
Notice: Full payment for services rendered is due at the end of each visit. If for any 
reason this request cannot be met, arrangements must be made in advance. On all 
insurance the deductible must be met in the beginning unless prior arrangements are 
made. I (we) agree to pay for services rendered to the above-mentioned patient as the 
charges are incurred. I understand and agree that health and accident insurance 
policies are an arrangement between an insurance carrier and myself and that I am 
personally responsible for payment of any and all services covered or non-covered. I 
also understand and agree that if I suspend or terminate my care and treatment, any 
fees for professional services rendered me will be immediately due and payable. 
 
Patient’s Signature:        Date:     
 
Spouse or Guardian’s Signature:      Date:     
 
 
 

Family History 
Parents living: Father (age)    Mother (age)    
Brothers    Sisters    
Is there any family history of the following? 
Diabetes   Asthma   Cancer   Mental Disease   
Heart Disease   Lung Disease   Arthritis   Allergies  
Any other (specify)            

Personal History 
Childhood Diseases: Measles   Mumps   Chicken Pox    
Unusual Childhood Diseases:          
Do you smoke? How many?   Do you drink coffee?  How much?   
Do you drink alcohol?   How much?   
Do you take any drugs?   List names:        
Do you take any vitamins?   List names?        
Do you exercise?   Regularly   Infrequently   Seldom   
Are you pregnant now?   Last menstrual period:   
Do you have a pacemaker?   
Hobbies if any:            
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Patient Name:  

Past History: 
List any significant injuries (slips, falls, auto accidents, etc.) and give dates:  
             
              
Have you had any previous back trouble? Yes No If yes, describe and give dates: 
             
              
List all of your current health problems:        
              
List any past significant illness:         
              
List all surgeries (give dates):         
              
Are you taking any medications now?   List Names:     
              
List any known allergies:          
              
List all abnormalities:          
              
Have you seen a chiropractor before? Yes No Date of last adjustment:    
Name and address of your D.C.:          
Date of last physical exam:     Findings:     
              
List any other doctors seen and treatment received:      
             
              
Have you ever been in an automobile accident?   When?   
              
Have you ever been in a work-related accident or any work-related injury for which you 
received treatment?    When?       
              
Have you had x-rays taken during the past two (2) years? Yes No  
What part of your body?           
If you suffer from exhaustion or fatigue, describe in your own words how you feel and 
what time of day or night you experience these symptoms, including whether they occur 
daily, occasionally, etc.:          
             
              
Would you say you are under a lot of stress?   If yes, explain:   
             
              
Do you experience undue worry, difficulty in concentrating, forgetfulness, failing 
memory, etc.?           
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Women: Do you experience any pain or discomfort before, during, or after your 
menstrual cycle? Do you experience any pain or discomfort during the cycle week 
(regardless of whether you menstruate, are in menopause, skip your period periodically, 
or have had surgical removal of part or all of the reproductive organs)? During the cycle 
week, are you grouchy? Irritable? Have crying spells? Feel uptight, more nervous, or 
any other specific problems?         
             
              
Chief complaint:            
Describe present complaint fully:         
              
Duration of present condition:          
What do you believe caused this condition?       
              
If due to auto accident or injury at work, please explain:     
              
When were you last seen by a physician?        
For what purpose?            
Your doctor’s name:       Specialty:     
Address:      City:    State:   Zip:    
Phone number:     Significant diagnosis by your doctor:  
              
List all food and beverages taken more than three times per week:    
             
              

 
 

TO BE COMPLETED BY DOCTOR 
 

Physical examination 
Temperature:   Pulse:   Respiration:      
Blood pressure: Sitting      Lying      
General appearance:          
             
              
X-rays:      Findings:      
             
              
Lab work:             
Diagnosis:            
              
Treatment plan:           
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MUSCULOSKELETAL SYSTEM 

HEAD SHOULDERS HIPS, LEGS, AND FEET 
 Frequent headache  Pain in shoulders R/L  Pain in buttock 
 Head feels heavy  Pain across shoulders  Pain down leg R/L 
 Light-headedness  Muscle spasms  Knee pain R/L 
 Loss of smell  Can’t raise arm  Leg cramps 
 Loss of taste  Above shoulder level  Pins & needles 
 Loss of balance  Over head  Numbness in toes 
 Dizziness    Cold feet 
     Swollen ankles 
     Swollen feet 
      

NECK ARMS & HANDS OTHER (please describe) 
 Pain in neck  Pain in upper arm   
 Neck pain with 

movement 
 Pain in forearm   

 Swelling in neck  Pain in hands   
 Stiff neck  Pain in fingers   
 Pinched nerve in neck  Pins & needles   
 Muscle spasms  In arms   
 Grinding sounds  In fingers   
 Popping sounds  Fingers go to sleep   
   Hands cold   

MID BACK  Swollen joints in fingers LOW BACK 
 Mid back pain  Sore joints in fingers  Low back pain 
 Pain between shoulder 

blades 
 Loss of grip strength  Muscle spasms in low 

back 
 Pain from front to back     
 Pain over kidney area     
 Muscle spasms in mid 

back 
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Patient Name:  

NAET SYMPTOM SURVEY FORM 
 
Patient name:     Doctor:   Date:   
Age:  Sex: M F File #:    SS#:     
Instructions: Number the boxes which apply to you with a 1, 2, or 3.  
(1) for mild symptoms, (2) for moderate symptoms, and (3) for severe symptoms.  
Leave the box blank if it does not apply to you. 
  

1  Absent-mindedness 51  Difficulty in walking 
2  Abnormal hair growth 52  Difficulty in swallowing 
3  Acid foods upset 53  Digestion rapid 
4  Acne 54  Diverticulitis 
5  Addiction – smoke 55  Dream-disturbed sleep 
6  Addiction – sugar 56  Dry nose 
7  Addiction – alcohol 57  Dry eyes 
8  Addiction – drugs 58  Dry mouth 
9  Allergy to drugs 59  Dyslexia 
10  Amnesia – temporary 60  Ear aches 
11  Anemia 61  Ear infections 
12  Appetite – excess 62  Eating disorder 
13  Appetite – poor 63  Eczema 
14  Arthritis 64  Edema 
15  Asthma – bronchial 65  Elbow pains 
16  Asthma – cardiac 66  Excess thirst 
17  Athletes foot 67  Extremities cold 
18  Bad breath 68  Eyelids puffy 
19  Blurred vision 69  Eyes watery 
20  Bowel disorders 70  Eyes itch 
21  Brain fog 71  Fainting spells 
22  Breast – pain 72  Falling hair 
23  Breast – swelling 73  Fatigue 
24  Breast – lumps 74  Feels cold often 
25  Bronchitis 75  Feels insecure 
26  Brown spots 76  Fever 
27  Bruise easily 77  Forgetfulness 
28  Burning/itching anus 78  Frequent rashes 
29  Burning feet 79  Fungus 
30  Coated tongue 80  Gags easily 
31  Cold sweats often 81  Gallstones 
32  Colds/flu frequent 82  Gastric distress 
33  Colitis 83  General itching 
34  Coln – gas 84  Greasy foods upset 
35  Compulsive behavior 85  Hair loss 
36  Constipation 86  Hay fever 
37  Cough 87  Headache – sinus 
38  Cradle cap 88  Headache – morning 
39  Crave spices 89  Headache – afternoon 
40  Crave salt 90  Headache – migraine 
41  Crave sweets 91  Hearing decreased 
42  Crave sour 92  Heartburn 
43  Crave onions/beans 93  Heart irregularities 
44  Crave bitters 94  Hemorrhoids 
45  Cuts heal slowly 95  Herpes 
46  Dandruff 96  High altitude problems 
47  Decreased sex drive 97  High blood pressure 
48  Depression 98  Hip pain 
49  Diabetes 99  Hives 
50  Diarrhea 100  Hoarseness 
101  Humidity discomfort 154  Prostate troubles 
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102  Hungry between meals 155  Psoriasis 
103  Hyperactivity 156  Red eyes 
104  Hysterectomy 157  Restless leg syndrome 
105  Ileocaecal valve 158  Ring worm 
106  Increased sex drive 159  Ringing in the ears 
107  Indigestion 160  Seizures 
108  Insomnia 161  Sensitive to cold 
109  Internal trembling 162  Sensitive to heat 
110  Irritable bowels 163  Shortness of breath 
111  Irritable & restless 164  Shoulder pain 
112  Keyed up, fails to calm 165  Sigh frequently 
113  Knee pains 166  Sinusitis 
114  Labored breathing 167  Skin problems 
115  Loss of taste 168  Skin peels 
116  Low blood pressure 169  Sleepy during the day 
117  Low back ache 170  Slow pulse < 65 
118  Lump in the throat 171  Slow starter 
119  Memory loss – short term 172  Smell decreased 
120  Memory loss – long term 173  Sneezing attacks 
121  Menses – scanty 174  Sore throat 
122  Menses – excess 175  Sore canker 
123  Menses – irregular 176  Sour stomach 
124  Menses – painful 177  Startles easily 
125  Mental confusion 178  Strong light irritates 
126  Metallic taste 179  Swollen ankles or feet 
127  Mid back ache 180  Thickening skin 
128  Migrating pains 181  Thinning skin 
129  Milk causes discomfort 182  Throat constriction 
130  Mood swings 183  Tightness in the chest 
131  Mucous production 184  Tingling sensations 
132  Muscle cramps at night 185  Tires too easily 
133  Muscle spasms 186  Tourette’s Syndrome 
134  Nasal polyps 187  Upper back ache 
135  Nausea 188  Urinary tract disorders 
136  Neck pains 189  Urination difficult 
137  Nervous stomach 190  Urine amount increased 
138  Neuralgia 191  Urine amount reduced 
139  Night sweats 192  Uterine polyps 
140  Nose bleeds 193  Vaginal discharge 
141  Numbness 194  Varicose veins 
142  Obsessive behavior 195  Vomiting frequently 
143  Ovarian cysts 196  Warts 
144  Pain between shoulders 197  Weak nails 
145  Pain in the heels 198  Weight gain 
146  Pain – unexplained 199  Weight loss 
147  Perspiration excess 200  White spots 
148  Phobias 201  Worrier 
149  Premenstrual syndrome 202  Yeast infections 
150  Poor memory 203   
151  Post nasal drip 204   
152  Premature graying 205   
153  Prone to infection 206   
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