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DR. WILLIAM E. SISSON JR e 03

Chiropractor ' (910) 392-3770

ch\ense #1539

| Application for Tréétment
PERSONAL INFORMATION

‘Name: DOB._- Ag\e" ,
= Last - First M _ E
Address . City . State ZipCode
Home phone: Work phone : Cell
Employer: ' Occupation:

Martial Status (Circle One) Single Married Other Spouse's Name

Emergency Contact: Phone #

Referred by

o—

Current Condition
Chief complaint:

Secondary complaint:

Make surs you fill out the Previous Conditions and Pain Drawings sheets.

Have you consulted with other doctors for this? Yes___ No___. Date Contacted: :

Did this require hospitalization? Yes___ No___. If so, how many days. -Dates:
~General Information

Family doctor, Phone #

Doctor last seen on:

Last chiropractor seen, if any Reason for treatment:

List of any drugs, medications, supplements, or herbs you are presently taking:

@
X-Ray Information

Have you ever been x-rayed before? Yes ___ No __. If so, date of last x-ray:

Where taken: Can you obtain, if needed? Yes No




Personal Detailed His tOI'y (please Include ALL information from past) (Use a separate sheet if needed)

Accidents énd/or falls:

. ”\ Fractures or Dislocations:
Past surgeries (including dental work and stitches):
Circle and date any of the following that pertain to you.

Alcoholism Eczemal/skin problems Lumbago Polio
Anemia Epilepsy Measles - | Stroke
Appendicitis Goiter Mumps Tuberculosts
Arthritis Heart disease Psychological problems - Venereal dicease
Cancer Hepatitis Pleurisy Whooping cough
Chicken Pox Influenza Pneumonia
Diabetes Knocked unconscious Pneumatic Fever
Women only —
Are you or could you be pregnant? Yes__ No__ Are you lactating? Yes __ No __ Date of last menses __
[ 9
. Family History
Relationship Living/Deceased Any diseases/mental iliness/conditions list here:
Father '
Mother
Brother(s)
Sister(s)
Children
Spouse
© Q
Insurance Informatioh (We will need a copy of any insurance cards you have.)
Medicare ID Number (if applicable):
Secondary Insurance:
COMPANY NAME ID NUMBER
o —
Leisure Activities
Do you participate in any sports? If so. what and how often?
Please list other hobbies or activities’
o— &)

Please check the type of care desired: “Tempo"rary relief
Check here ___if you want the doctor to select the'type of care he feels is best for your individual needs.

| have to the best of my knowledge completed this form with the correct information requested in each

section and question.

Lasting correction

Signature

- Date




4706 Oleander Drive
ilmi . 28403
DR. WILLIAM E. SISSON, JR g1l$'g%f;_% N

Chiropractor

License # 1539

CONFIDENTIAL

Patient Name

IN CASE OF EMERGENCY PLEASE CALL:

Name:

Phone;

Relationship to patient:

Dear Patient:

In order to best meet your health needs and aid you in meeting your financial responsibilities for services
provided by the center it is necessary that we have your signature on the following agreements. If you
have any questions, ask a member of our staff and we will be glad to assist you.

1)

Signed

| hereby authorize Dr. William E. Sisson, Jr. to obtain and/or release all necessary information
relating to my condition, injury and/or accident.

Date:

2)

Signed

| understand that | am completely responsible for all costs incurred at this office. | am also aware
that all fees charged are due and payable in full at the time of each visit. Itis the patient’s
responsibility to file primary and secondary insurance claims (except Medicare). We will issue a
receipt with a diagnosis code after payment for each visit. This office does file for Medicare
carriers. Insurance reinbursements are to be paid directly to the patient. | also understand that
this office does not guarantee that the insurance company will pay for claims submitted, nor does
this office promise that an insurance company will or should pay the fees as charged.

Date

| am aware that this office does not file Workman's compensation and by signing | am stating that
my condition (s not work related. If this injury is related to work |.am stating it is not an injury for
which ) will file Workman's Compensation.

Date

Signed

| am aware that if | miss any appointment and have not given 24 hours notice to this office to
cance! the appointment, | will be charged a regular office visit fee for the cost of the missed

appointment. This fee cannot be charged to my insurance company.

Date
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'DR. WILLIAM E. SISSON JR . 4706 Oleander Diive

) . Wilmington, NC 28403
Chiropractor (910) 392-3770

: G&ense #1539

Pain Drawing

'Name: } Date: -' ~

Using the foIIowiﬁg descriptive symbols, draw the location of your pain on the-body outlines below. In
.addition, mark the level of your pain on the pain line at the bottom of the page.

Ache Burning Numbness Pins & Needles Stabbing Other
AAAR 772777 0000 : 11111 XXX

Place a slash through this line indicating your current level of pain.

No Pain|....|o.c.foeiloee oo ool Lo e e e[ ]| ]| Worst possible pain
0 10 20 30 40 50 60 70 80 80 100"




706 Oleander Drive

Chnropractor (910) 392-3770

_ License #1539

‘ . PREVIOUS CONDITIONS
Please CHECK -on appropriate line and MARK on drawing ALL injuries and surgeries
from infancy to present.
Surgeries (including but not limited to): , N
YES NO ° YES NO

Tonsils removed _ - Gum Disease
Teeth Pulled o L Scars *

(include wisdomn teeth)
Other (please describe)
Accldents: .
Auto Accidents ' - . Falls
Sports Injuries : o
Other (please describe)
Women: . _
C-sections \ Episiotomies

. ' (stitches after delivery)

D & C Procedures ' . Ovarian cysts
(scraping lining of uterus) '
Any procedure on cervix Fibroid tumors L
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Metabolic Assessment ‘FOrm

Difficulty losing weight

Name: Age: - Sex: Date:
_ Please list your 5 major health concerns in order of importance: .
1. - . - . - . ~ . .
’2'. : !
3.
4, -
5.. ' -,
FARTII Please circle the appropriate number on all questlons below.
' 0 as the least/never to 3 as the most/always. ~ e
Category I Category VI (con ﬁ;xued)
Feeling that bowels do not empty complctc]y 01 2 3 Excessive passage of gas |, ~, . e 012208
' Lower abdominal pain relieved by passing stoolorgas 0 1 2 3 Nausea and/or vomiting 01 2 3
Alternating constipation and diarrhea 01 2 3 Stool undigested, foul smelling, mucous like, _
Diarrhea 01 2 3 greasy, or poorly formed ¢t 01 2 3
Constipation 001 2 3 Frequent urination s d ‘ 0‘ 1 2 3
‘Hard, dry, or small stool 01 2 3 Increased thirst and appetite 001 23
Coated tongue or “fuzzy” debris on tongue 0'1 2 3 Difficulty losing weight 0 I 2 3
Pass large amount of foul-smelling gas - 01 2.3 _
More than 3 bowe] movements daily 001 2 3 Category VH . . ; C
Use laxatives frequently 0 1 2 3 Greasy or high-fat foods cause distress 01 2 3
. ) oo Lower bowel gas and/or bloating several hours
y after eatin, 01 2 3
Category I &
Increasing fchuchy of food rcachons 01 2 3 Bitter metallic taste io mouth, especially in the mormng 0 12 ;
Unoredictable food reacti 01 2 3 Unexplained itchy skin 01 2.
predictable food reactions
Yellowish cast to eyes 061 2 3
Aches, pains, and swelling throughout the body 01 2 3
: . . Stool color alternates from clay colored to :
Unpredictable abdominal swelling 01 2 3 normal brown 0 1 2 3
Efgg"”?‘ :]l‘.‘“‘”;g and distzntion aﬁ;’ cang g . i 3 ||| Reddened skin, especially palms 01 2 3
ominal intolerance to sugars and starches . Dry or flaky skin and/or hair 001 2 3
Category III History of gallbladder attacks or stones L0001 203
4 ar pall 2 : -
Tntolerance to smells 001 2 3 Have you had your g?l_}bladdcr removed? o Yes No
Intolerance to jewelry 01 2 3 Category VIIL - '
Intolerance to shampoo, lotion, detergeats, etc. 01 2 3 Acne and unhealthy skm 0 1 2 3
Multiple smell and chemical sensitivities 0 1 2 3 Excessive hair loss 0 1 2 3
Constant skin outbreaks 01 2 3 Overall sense of bloating 01 2 3
. Bodily swelling for no reason 01 2 3
Category IV Hormone imbalances ‘01 2 3
Excessive belching, burping, or bloating 01 2 3 Weight gain 01 2 3
Gas immediately following a meal 01 2 3 Poor bowel function 001 2 3
Offensive breath 01 2 3 Excessively foul-smelling sweat 01 2 3
Difficult bowel-movement 0 1 2 3 '
Sense of fullness during and after meals 01 2 3 Category IX . .
Difficulty digesting fruits and vegetables; Crfavc sweets dmg th.c day 9 1 2 3
undigested food found in stools 01 2 3 Iiritable if mealsare missed 0 1 2 3
Depend on coffee to keep going/get started . 0 1 2 3
Category V : Get light-headed if meals are missed 0 1 2 3
Stomach pain, burning, or aching 1-4 hours aftereating 0 1 2 3 Eating relieves faggue_ 01 2 3
Use antacids 0 1 2 3 Fce'l shaky, jittery, or hgyc tremors 0 1 2 3
Feel hungry an hour or two after eating 0 1 2 3 Agitated, easily upset, nervous 0 1 2 3
Heartburn when lying down or bending forward 01.2 3 g°°’ cmécn?qry /forgetful 01 2 3
Temporary relief by using antacids, food, milk,or ., lurred vision 01 2 3
' ca.rb_onatcd bevuages. ' . 01 2 3 Category X ; .
Digestive problems subside with rest and rglaxahon 0 1 2 3 Fatigue after meals 0 1 2 3
Heartburn dpc 10 spicy food.?,'chocolat:, citrus, . , Crave sweets during the day 001 2 3
peppers, alcohol, and caffeine 0 2 Eating sweets does not relieve cravings for sugar 01 23
Must have sweets after meals 0 1 2 3
Category VI o Waist girth is equal or larger than hip girth 01 2 3
Roughage and fiber cause constipation 01 2 3, Frequent urination 01 2 3
Indigestion and fullness last 2-4 hours after eating 01 2 3 Increased thirst and appetite 001 2°3
Pain, tenderness, soreness on left side under rib cage 0 1 2 3 0 1 2 3

. Copprigh © 2011, Dutis Krametion. AN Righis Resarved.
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" Neurotransmitter Assessment Form (NTAF)

N ame:

Age:

Sex: Date:

Pluse circle the appropriate wamber on all quesdons below. 0 as the least/never ta 3 as the most/alwayw

SECTION A .
. lsyommmynoucablydedinmg’? .
: An:}ouhlmgulmdum:mbamgnamm
and phone numbers?
- I;youabﬂnymfocusmumhly&dmmg?
* Has it become harder for you to learn new things?
- Howoﬁmdoyouhmahndnmrcmcmbamg
yOur appointments?

+-How often do'you find yourself down or sad?
* Howoften do you become fatigued when driving
compared to in the past? -
«. How often do you become fatigued when reading -
compared to in the past?
+ How often do you walk into rooms and forget why?
+ How ofien do you pick up your cell phone and forget why?

SECTIONB

= How high is your stress level?
Howoﬁmdosoufeelyeuhavcsomcﬂxingthm
must be done?

- Bayoufed)wncvahawnmcforyomselﬁ
+ How dften do you feel you are not getting enough
sleep or rest?

« Do you find it difficult to get regular exercise?

- Do you feel uncared fer by the people in your life?

- Do you fecl you are not accomplishing your
Jife's purposc?

» Is sharing your problems with someone difficult for you?

SECTION C
SECTION C1
- How often do you get imitable, shaky, or bave
light-headedness between meals?
» How often do you feel encrgized after eating?
How often do you have difficulty eating large
meals in the morning?
Howoﬁmdo&eyunmagylcveldmpmtheaﬁunoon?
How often do you crave sugar and sweets in the afternoon?
How often do you wake up in the middle of the night?
How often do you have difficulty concentrating
before eating?
. Howoﬁmdoyoudcpcndoncoﬁ[actokccpyoursdfgomg“
How often do you feel agitated, easily upset, and nervous
between meals?
SECTION C2
- How often do you get fefigned after meals?
- How often do you crave sugar and sweets after meals?
- How often do you feel you need stimulants, such as
coffee, after meals?
- How often do you have difficulty losing weight?
- How mmch larger is your waist girth compared to -
your hip girth?
- How often do you urnaie?
« Have your thirst and appetite increased?
- How often do you gain weight when under stress?
- How often do you have difficulty falling asléep?

M ’
- Arc you losing imterest in hobbies?
« How often do you feel overwheimed?
Howoﬁmdoyouhzve&ehngsofmwmgc?
- How ofien do you have feelings of paranoia?
Howoﬁmdowaedsadordownfornorcasow

. Hawoftmdoyouﬁcdlik:youarcnatmjoymghfc?
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« How often do you feel you lack artistic appreciation?
« How often do you feel depressed in overcast weather?
- How much are you losing your enthusiasm for your
favorite actjvities?
- How much are you losing your anjoymcnt for
your favorite foods?
- How much sre yon,losing your enjoyment of -,
friendships and relationships?
- How often do yon have difficulty falling into
deep, restful slecp?
« How often do youhave fechngs of dependency
on others?

. » How often do you feel more susceptible to pain?

- How-often do you have feelings of unprovoked anger?
» How much ﬁrc_ you losing interest in life?

SECTION 2
+ How often do you bave feclmgs of hopelessness?
» How often do you have self-destructive thoughts?
« How often do you have an inability to handle stress?
How often do you have anger and aggression while
-under stress?
- How often do you feel you are not rested, even after
long hours of sleep?
How often do yop prefer to isolate yourself from others?
« How often do you have unexplained lack of concern for
family and friends? .
« How easily are you distracted from your tasks?
« How often do you have an inability to finish tasks?
+ How often do you fee! the need to consume caffeine to
stay alert?
« How often do you feel your libido has been decreased?
» How often do you lose your temper for minor reasons?
+ How often do you have feelings of worthlessness?
SECTION 3
+ How often do ypu feel anxious or panicked for no reason?
+ How often do you have feelings of dread or
impending doom?

"+ How often do you feel knots in your stomach?

« How often do you have feelings of being overwhelmed
for no reason?

« How often do you have fcchngs of guilt about
everyday decisions?

« How often does your mind feel restless?

» How difficult is it to trn your mind off when you
want to relax?

+ How often do you have disorganized attention?

» How often do you worry about things you were
not worried about before?

+ How often do you have feelings of inner tension and
inner excitability?

SECTION 4

« Do you feel your visual memory (shapes & images)
has decreased?-

Do you feel your verbal memory has dccrcascd”

Do you have memory lapses?

Has your creativity decreased?

« Has your comprehension diminished?

+ Do you have difficulty calculating numbers?

Do you have difficulty recognizing objects & faces?

Do you feel like your opinion about yourself
has chenged?

Are you experiencing excessive urination?

Are you experieacing a slower mental response?
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Category XI . Category XVII .
Cennot stay asleep ) 0 1 2 3 | |Increased sexdrive
Cravesalt - 0 1 2 3 | [ Tolerance to sugars reduced
Slow starter in the morning o , 01 2 3 “Splitting” - type headaches*
-Aflernoon fatigue ¢ 12 3 oo :
Dizziness when standing up quicldy 01 2 3 Category XVII (Males. Only) -
Afemoan headaches - .70 1 2 3 || Urination difficulty or dribbling
Headaches with exertion or stress :0 1 2 3 || Frequent urination -
Weaknalls \ 0 123 ' | pain inside of legs or heels .
CategoryXOl © . . Fecling of incomplete bowel emptying
Canpot fall asleep . 0 1 2 3 Leg twitching at night '
| Perspire easily . a1 2 3 o K
Under high amount of stress - - s 91 2 3 Category XD((A{d@On]y) - .
Weight gain when under stress 0 1 2 3 | |Decreasedlibido. - -
Wake up tired even after 6 or more hours of sleep 01 2 3 Decreased number of spontancous momning erections’
Bxcessive perspiration or pempntxon with little Decreased. fullness of erections
orno actnn(;y 01 2 3 L Difficulty maingaining monung crcchons
Spells of mental fatigue
Cat.cgory)Cm et A -
. Lo . Inability to concentrate
1 fdd:::]:m 5‘;’;1:"5 i ankles and rists : g } i g Episodes of depression . .
" Poor muscle endurance 0 1 2 3 Muscle soreness - . '
Frequent urination 0 1 2 3 Decreased physical stamina
k Unexplained weight gain .
Frequent thirst 01 2 3 . o, B .
Crave salt 0 1 2 3 Increase in fat distribution around chest and hips
Abnormal sweating from minimal activity 01 2 3 Sweating attacks
Alteration in bowe! regularity 01 2 3 More cmouonal than in the past
Inability to bold breath for long periods ~ * 0 1 2.3
Shallow, rapid breathing 0°1L 2 3 gatcgory )(la(]ﬂlens{ruaung Females OnIy)
erimenopaus
Tredloggish | Extended mensil 3 i (rentee han 32
xtended mens cle ater than 32 days
Feel cold—hands, feet, all over g i i g Shortened mmstmalcgyéle(é':ss than 24 days)y )
Require excessive amounts of sleep to function propcrly 01 2 3 Pain and cramping during periods e
Increase in weight even with low-calorie dict 01 2 3 Scanty blood flow
Gain weight easily 01 2 3 Heavy blood flow
Difficult, infrequent bowel movements 0 1 2 3 | | Breastpainand swelling duririg menses
Depression/lack of motivation 0 1 2 3 | |Pelvic pain during menses
Moming headaches that wear off as the day progresses 5 | 3 3 Irritable and dcprcsscd during menses
Outer third of cyebrow thins 01 2 3 Acne . ;
Thmmpg of hair on scalp, face, or genitals, or excessive Facial hair gmwtb .
hair loss 01 2 3 Hair IOSS/th S
Dryness of skin and/or scalp 01 2 3 inaing -
Mental sluggi . ; ;
cotal shuggishness . 01 3 Category XXI (Menopausal Females Only)
Category XV T How many years have you been menopausal?
Heart palpitations : 01 2 3 Since'menopause, do you-ever have uterine bleeding?
Inward trembling 0 1 2 3 Hot flashes
Increased pulse cven at rest 6 1 2 3 Mental fogginess
Nervous and emotional 0 1 2 3 Disinterest in sex
Insomnia 0 1 2 3 | | Moodswings
Night sweats o 01 2 3 Depression
Difficulty gaining weight 0123 Painful intercourse . . .
Shrinking breasts ~
Category XVI . > .
Diminished sex drive 0 1 2 3 | | Focialhairgrowth
Menstrual disorders or lack of menstruation 01 2 3 Acne . . L
Increased ability to eat sugars without symptoms 0. 1 2 3 || ncreased vaginal pain, dryness, or itching
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PARTINI

How many alcoholic beverages do you consume per week?
How many caffeinated beverages do you consume per day? " How many times do you cat fish per week?

How many times do you eat out per week? How many times do'you work out per week?
How many times do you eat raw nuts or seeds per week?

List the three worst foods you eat during the .:wcragc week:

Rate your stress lavel on a scale of 1-10 duﬁng the average week:

List the three healthiest foods you eat during the average week:
PART IV

Please list any medications you currently take and for what conditions:

Please list any natural supplements you currently take and for what conditions:

Cappinpd @ % Y. Dutbe Kaoarsmion AT Righly Sosmreusl.
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Medication History*

Please check any of the following mcdications you have taken in the pasf or are currently taking.

" D Norset®

O R:.mérbn';

' O Zispin® - O Remergil® o Aurom.(’ :
O Avanma® O Axi® 3 0O Manerix®
i O Moclodura®
: S O Nardil®
Rl fi ,,ﬁk. : 0O Adeline®
O Elavil® ‘O Prethiaden® O Eldepryi®
D Endep® O Adapin®
O Tryptano! 0. Sinequan®
O Trepiline® O Tofranil®
D Asendin® O Janamine®
O Asendis® 0 Gamanil®
O Defanyl® O Aventyl®
O Demolox® 0O Pamelor®
O Moxadil® D Opipramol®
O Anafranil® O Vivactil® .
* O Norpramin® O Rhotrimine®
O Pcrtoﬂmuc’l O Surmontil®

O Thorazine®

O Prolixin®

O Trilafon®
O Zoloft® O Seronil® O Compazine®
O Prozac® O Sarafem® O Mellaril®
O Celexa® U Fluctin® O Stelazine®
DO Lexapro® O Faverin® O Vesprin®
O Luvox® - O Seroxat O Nozinan®
O Cipramil® m] Aropa_x‘ O Depixol®
O Emocal® O Deroxat® 0O Navane®
O Seropram® O Rexetin® O Fluanxol®
O Cipralex® 0O Paroxat® O Clopixol®
O Fontex® O Lustral®
3 Dapoxetine a

O Meridia® O Xanax®

O Serzonc® O Lexotanil®

O Dalcipran® O Lexotan®

O Desipramine . O Librium®

0O Duloxetine O Klonopin®
0O valium®
O ProSom®
[0 Rohypnol®

[ Stablon® .

O Coaxil®

[ Tatinol®

i nonben:

O Marsilid® [0 Ambien CR®
i
©
O Iprozid® ‘ O llSonata ]
O Ipronid® o O Lonesta <
O Rivivol® O Imovane® N
VIVO -

O Zyvox® -
O Zyvoxid® .

O Ipratropium
O Scopolamine

O Tiotropium

0O Mecamylamine

O Hexamethonium

O Nicotine (high doses)
O Trimethaphan

O Acuphase®

O Haldol®

O Orap® " O Atracurium O Rocuronium
O Clozaril® O Cisatracurium O Succinylcholine
O Zyprexa® O Doxacurium 0O Tubocurarine
O Zydis® - - O Metocurine O Vecuronium
O Seroquel XR® O Mivacurium O Hemicholinium
O Geodon® O Pancuronium

O Solian®

O Invega® ,

O ‘Abilify®

O Donepezil

O Galantamine

O Neostigmine

0O Rivastigmine 0O Physostigmine

O Tacrine O Pyridostigmine
0O Dalmane® 0 THC
O Ativan® O Carbamate Insecticides
O Loramet®

AR BT
O Sedoxit i igerersiblon
O Dormicum® O Echothiophate
U Serax® . O Isoflurophate
4l

U Restoril O Organophasphate Insecticides
O Halcion®

B1 Organophosphate-containing nerve agents

*Please refar io prescribing physicion for numritional interactions with any medicdtions you are faking,

Copyright © 201 L Dafs Kinaruaisn. AN Rights Revarved
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