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AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS 

 

 

 

 

 

Request for records of Dr.   

THE PURPOSE FOR THIS RELEASE 

You are hereby authorized to furnish and release LABORATORY AND IMAGING RECORDS to: 
 
Dr. David Schimp DC LLC 
 

This authorization can be revoked in writing at any time except to the extent that disclosure made in good 
faith has already occurred in reliance on this authorization.  

 

I (patient’s name)______________________________________________________________________  

hereby release (doctor’s name)    

employees of or agents managing members, and the attending physician(s) from legal responsibility or 
liability for the release of the above information to the extent authorized. A copy of this authorization shall 
be as valid as the original. 

 

Doctor’s address:    

Telephone number (    ) ___ - _______________                       Fax number (    ) ___ - _______________ 

                                        

I understand that there may be a fee for this service depending on the number of pages photocopied. 
However; no such fee will be charged if these records are requested for continuing medical care.  

Patient’s Name:______________________________________________ D.O.B.___________________  
                                                    Please Print  

Signature: __________________________________________________ Date_____________________ 

 

Send or Fax Records to: 

Attention: Dr. David J Schimp 

937 E. Sumner St. Hartford, WI 53027 (fax to 262-673-2131) 
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AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS 

 

 

 

 

 

Request for records of Dr.   

THE PURPOSE FOR THIS RELEASE 

You are hereby authorized to furnish and release LABORATORY AND IMAGING RECORDS to: 
 
Dr. David Schimp DC LLC 
 

This authorization can be revoked in writing at any time except to the extent that disclosure made in good 
faith has already occurred in reliance on this authorization.  

 

I (patient’s name)______________________________________________________________________  

hereby release (doctor’s name)    
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COMPREHENSIVE HEALTH HISTORY 

 

Date:  

First Name:     Middle:    Last:      

Address ________________________________ City _________________ State  _____  Zip Code  

Home Phone (____) _____-_______        Work (____) _____-_______            Cell  (____) ____-_______    

Email _____________________________________ 

Age _____  Date of Birth ____/____/_____  Place of birth________________ Gender: Female__Male___ 

                                                                                          
City or town & country, if not US  

Referred by:             

Name, address, & phone number of primary care physician:      

              

Marital Status: 

Single____     Married____   Divorced____     Widowed____    Long Term Partnership____ 

 

Emergency Contact:             
                                                                  Relationship                                                    Name                                                                                              Phone 

               
                                                                                                                           Address 

Occupation _______________________________________ Hours per week _________  Retired   

Nature of Business            
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INSURANCE INFORMATION 
 

YOU DO NOT NEED TO COMPLETE INSURANCE SECTION IF YOUR INFORMATION IS ALREADY ON FILE 

 
Do you have health insurance? ______ Yes ______ No  

Primary Insurance Secondary Insurance 

Insurance Company: Insurance Company: 

Policy Holder’s Name:  Policy Holder’s Name: 

Relationship to Patient: Relationship to Patient: 

Policy Holder’s Birth Date:  Policy Holder’s Birth Date:  

Group Number: Group Number: 

Policy ID Number: Policy ID Number:  

Please have your insurance card and driver’s license ready so they can be copied for the clinic’s 
records. 

 

Genetic Background:  Please check appropriate box(es): 
 

 African American  Hispanic  Mediterranean  Asian 

 Native American  Caucasian  Northern European  Other 

 

 

CURRENT HEALTH STATUS/CONCERNS 

Please provide us with current and ongoing problems 

 

Problem 
Date of 
Onset 

Severity/Frequency 
Treatment 
Approach 

Success 

Example: Headaches May 2006 2 times per week Chiropractic/Aspirin Mild improvement 

     

     

     

     

     

     

     

     

     

 

What seems to trigger your symptoms?          

What seems to worsen your symptoms?          

What seems to make you feel better?          

What physician or other health care provider (including alternative or complimentary practitioners) have 

you seen for these conditions?          

              

              

How much time have you lost from work or school in the past year due to these conditions?   
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PAST MEDICAL AND SURGICAL HISTORY 

If you have experienced reoccurrence of an illness, please indicate when or how often under comments. 

ILLNESSES WHEN /ONSET COMMENTS 

Anemia   

Arthritis   

Asthma   

Bronchitis   

Cancer   

Chicken Pox   

Chronic Fatigue Syndrome   

Crohn’s Disease or Ulcerative Colitis   

Diabetes   

Emphysema   

Epilepsy, convulsions, or seizures   

Gallstones   

German Measles   

Gout   

Heart Attack, Angina   

Heart Failure   

Hepatitis   

Herpes Lesions/Shingles   

High blood fats (cholesterol, 
triglycerides) 

  

High blood pressure (hypertension)   

Irritable bowel (or chronic diarrhea)   

Kidney stones   

Measles   

Mononucleosis   

Mumps   

Pneumonia   

Rheumatic Fever   

Sinusitis   

Sleep Apnea   

Stroke   

Thyroid disease   

Whooping Cough   

Other (describe)   

Other (describe)   
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INJURIES WHEN COMMENTS 

Back injury   

Broken bones or fractures (describe)   

Head injury   

Neck injury   

Other (describe)   

Other (describe)   

   

 

 

 

DIAGNOSTIC STUDIES WHEN COMMENTS 

Blood Tests   

Bone Density Test   

Bone Scan   

Carotid Artery Ultrasound   

CAT Scan (Please indicate type)   

Colonoscopy   

EKG   

Liver Scan   

Mammogram   

Neck X-Ray   

MRI   

X-Ray (Please indicate type)   

Other (describe)   

Other (describe)   

SURGERIES WHEN COMMENTS 

Appendectomy   

Dental Surgery   

Gall Bladder   

Hernia   

Hysterectomy   

Tonsillectomy   

Tubes in Ears   

Other (describe)   

Other (describe)   
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HOSPITALIZATIONS 

 

WHERE HOSPITALIZED WHEN REASON 

   

   

   

   

   

MEDICATIONS 

 

List all medications. Include all over the counter non-prescription drugs. 
 

Medication Name Date 
started 

Date 
stopped 

Dosage 

    

    

    

    

    

    

    

    

    

    

    

 

 

List all vitamins, minerals, and any nutritional supplements that you are taking now. If possible, 
indicate whether the dosage.  

 

Type Date 
Started 

Date 
Stopped 

Dosage 
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Are you allergic to any medication, vitamin, mineral, or other nutritional supplement?   Yes___    No ___ 
If yes, please list:            
              

 

CHILDHOOD ILLNESSES 

Please indicate which of the following problems/conditions you experienced as a child (ages birth to 12 
years) and the approximate age of onset.  

 YES AGE     YES AGE 

ADD (Attention Deficient Disorder)   Mumps   

Asthma   Pneumonia   

Bronchitis   Seasonal allergies   

Chicken Pox   Skin disorders (e.g. dermatitis)   

Colic   Strep infections   

Congenital problems   Tonsillitis   

Ear infections   Upset stomach, digestive 
problems 

  

Fever blisters   Whooping cough   

Frequent colds or flu   Other (describe)   

Frequent headaches   Other (describe)   

Hyperactivity   Measles   

Jaundice      
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FEMALE MEDICAL HISTORY 

(For women only) 

OBSTETRICS HISTORY 

Check box if yes, and provide number of pregnancies and/or occurrences of conditions 

 Pregnancies_____________  Caesarean ______________  Vaginal deliveries_________ 

 Miscarriage _____________  Abortion ________________  Living Children___________ 

 Post partum depression___  Toxemia _______________  Gestational diabetes______ 

 

GYNECOLOGICAL HISTORY 

Age at first menses?______   Frequency:     Length:      

Painful: Yes_____  No_____       Clotting: Yes____ No____  

Date of last menstrual period:____/____/______ 
 

Do you currently use contraception?  Yes____  No____  

Even if you are not currently using conception, but have used hormonal birth control in the past, please 
indicate which type and for how long.          

Do you experience breast tenderness, water retention, or irritability (PMS) symptoms in the second half of 
your cycle? Yes _____   No _____ 

Please advise of any other symptoms that you feel are significant.     
             
              

 

Are you menopausal? Yes_____  No_____  If yes, age of menopause     

 
Do you currently take hormone replacement? Yes___  No___  If yes, what type and for how long? ______ 

 Estrogen  Ogen  Estrace  Premarin  Progesterone   Provera 

   Other ________________________________  

 

FEMALE DIAGNOSTIC TESTING 

Last PAP test:_____/_____/______  Normal:    Abnormal   

Last Mammogram_____/_____/_____  Breast biopsy? Date:_____/_____/______ 

Date of last bone densitiy_____/_____/______  Results: High____   Low____  Within normal range____ 
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FAMILY HEALTH HISTORY 

Please indicate current and past history to the best of your knowledge 

 

 

Check Family Members 
that Apply 
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AAggee  ((iiff  ssttiillll  lliivviinngg))           

Age at death (if deceased)          

Heart Attack          

Stroke          

Uterine Cancer          

Colon Cancer          

Breast Cancer          

Ovarian Cancer          

Prostate Cancer          

Skin Cancer          

ADD/ADHD          

ALS or other Motor Neuron 
Diseases          

Alzheimer’s          

Anemia          

Anxiety          

Arthritis          

Asthma          

AAuuttiissmm           

AAuuttooiimmmmuunnee  DDiisseeaasseess  ((ssuucchh  aass  

LLuuppuuss))  
         

Bipolar Disease          

Bladder disease          

Blood clotting problems          

Celiac disease          

Dementia          

Depression          

Diabetes          

Eczema          

Emphysema 
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Environmental Sensitivities          

Epilepsy          

Flu          

Genetic Disorders          

Glaucoma          

Headache          

Heart Disease          

High Blood Pressure          

High Cholesterol          

Inflammatory Arthritis (Rheumatoid, 

Psoriatic, Ankylosing spondylitis)          

Inflammatory Bowel Disease          

Insomnia          

Irritable Bowel Syndrome          

Kidney disease          

Multiple Sclerosis          

Nervous breakdown          

Obesity          

Osteoporosis          

Other          

Parkinson’s          

Pneumonia/Bronchitis          

Psoriasis          

Psychiatric disorders          

Schizophrenia          

Sleep Apnea          

Smoking addiction          

Stroke          

Substance abuse (such as 

alcoholism)          

Ulcers          
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REVIEW OF SYSTEMS 

Please indicate whether or not you currently experience any of the following symptoms 

 

 

 YES NO  YES NO 

Fever   Bruise easily   

Chills   Bleeding gums   

Night sweats   Frequent illnesses   

Loss of appetite   Loss of appetite   

Unexplained weight loss   LIST ANY OTHER SYMPTOMS   

Shooting pains      

Numbness or tingling      

Muscle weakness      

Muscle twitches      

Muscle cramps      

Loss of bowel control      

Loss of bladder control      

Inability to empty bladder      

Visual changes (double, dim, blur)      

Ringing in the ears   Notes:  

Hearing loss   

Dizziness   

Balance problems   

Mouth sores   

Swollen glands   

Heart palpitations or racing   

Shortness of breath, wheezing   

Upset with consuming fats   

Skin sores, eczema   

Neurological problems   

Psychiatric, mood problems   

Diabetes   

Hypothyroidism   

Hair loss   

Cold extremities   

Fatigue   
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PAIN ASSESSMENT 

 

Are you currently in pain?    Yes ___  No___ 

Is the source of your pain due to an injury?  Yes___   No___ 

 If yes, please describe your injury and the date in which it occurred:______________________ 

__________________________________________________________________________________ 

  

 If no, please describe how long you have experienced this pain and what you believe it is 
attributed to:________________________________________________________________________ 

 

Please use the area(s) and illustration below to describe the severity of your pain. 

(0= no pain, 10= severe pain) 

Example:______Neck_______________  

0 1  2  3  4  5  6  7  8  9  10  

 

 Area 1.______________________  Area 2.______________________ 

             1  2  3  4  5  6  7 8  9  10    1  2  3  4  5  6  7  8  9  10 

 

 Area 3.______________________  Area 4.______________________ 

             1  2  3  4  5  6  7  8  9  10         1  2  3  4  5  6  7  8  9  10 

 

 

Use the letters provided to mark your area(s) of pain on the illustration. 

 

A = ache B= burning N=numbness S= stiffness T=tingling Z=sharp/shooting
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DENTAL HISTORY 
 

 Yes  No 

Problem with sore gums (gingivitis)?    

Ringing in the ears (tinnitus)?    

Have TMJ (temporal mandibular joint) problems?    

Metallic taste in mouth?    

Problems with bad breath (halitosis) or white tongue (thrush)?    

Previously or currently wear braces?    

Problems chewing?    

Floss regularly?    

Do you have amalgam dental fillings?   How many?    

Did you receive these fillings as a child?    
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NUTRITIONAL HISTORY 

 

Place a check mark next to the food/drink that applies to your current diet. 

Usual Breakfast Usual Lunch Usual Dinner 

 None 

 Bacon/Sausage 

 Bagel 

 Butter 

 Cereal 

 Coffee 

 Donut 

 Eggs 

 Fruit 

 Juice 

 Margarine 

 Milk  

 Oat bran 

 Sugar 

 Sweet roll 

 Sweetener 

 Tea 

 Toast 

 Water 

 Wheat bran 

 Yogurt 

 Oat meal 

 Milk protein shake 

 Slim fast 

 Carnation shake 

 Soy protein 

 Whey protein 

 Rice protein 

 Other: (List below) 

 None 

 Butter 

 Coffee 

 Eat in a cafeteria 

 Eat in restaurant 

 Fish sandwich 

 Fried foods 

 Hamburger 

 Hot dogs 

 Juice 

 Leftovers 

 Lettuce 

 Margarine 

 Mayo 

 Meat sandwich 

 Milk 

 Pizza 

 Potato chips 

 Salad 

 Salad dressing 

 Soda 

 Soup 

 Sugar 

 Sweetener 

 Tea 

 Tomato 

 Vegetables 

 Water 

 Yogurt 

 Slim fast 

 Carnation shake 

 Protein shake 

 None 

 Beans (legumes) 

 Brown rice 

 Butter 

 Carrots 

 Coffee 

 Fish 

 Green vegetables 

 Juice 

 Margarine 

 Milk 

 Pasta 

 Potato 

 Poultry 

 Red meat 

 Rice 

 Salad 

 Salad dressing 

 Soda 

 Sugar 

 Sweetener 

 Tea 

 Vinegar 

 Water 

 White rice 

 Yellow vegetables 

 Other: (List below) 

 

 

 

 

 

 

 

 

 



20 

 

How much of the following do you consume each week? 

Candy  

Cheese  

Chocolate  

Cups of coffee containing caffeine  

Cups of decaffeinated coffee or tea  

Cups of hot chocolate  

Cups of tea containing caffeine  

Diet soda  

Ice cream  

Salty foods  

Slices of white bread (rolls/bagels, etc)  

Soda with caffeine  

Soda without caffeine  

 

Do you currently follow a special diet or nutritional program? Yes____  No_____ 

 Ovo-lacto 

 Diabetic 

 Dairy restricted 

 Vegetarian 

 Vegan 

 Blood type diet 

 Other (describe)           
 

Please tell us if there is anything special about your diet that we should know.    

              
 

Do you have symptoms immediately after eating, such as belching, bloating, sneezing, hives, etc? 

Yes___   No____ 

If yes, are these symptoms associated with any particular food or supplement? 

Yes___  No____ 

If yes, please name the food or supplement and symptom(s).       

              
 

Do you feel that you have delayed symptoms after eating certain foods, such as fatigue, muscle aches, 

sinus congestion, etc? (symptoms may not be evident for 24 hours or more) 

Yes___  No____ 
 

Do you feel worse when you eat a lot of: 

 High fat foods 

 High protein foods 

 High carbohydrate foods (breads, 
pasta, potatoes) 

 Refined sugar (junk food) 

 Fried foods 

 1 or 2 alcoholic drinks 

 Other________________________ 
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Do you feel better when you eat a lot of: 

 High fat foods 

 High protein foods 

 High carbohydrate foods (breads, 
pasta, potatoes) 

 Refined sugar (junk food) 

 Fried foods 

 1 or 2 alcoholic drinks 

 Other________________________ 

Does skipping meals greatly affect your symptoms?  Yes _____  No _____ 

 

Has there ever been a food that you have craved or ‘binged’ on over a period of time?  

Yes _____  No _____  If yes, what food(s) __________________________________________________ 

____________________________________________________________________________________ 

Do you have an aversion to certain foods?  Yes _____  No _____   

If yes, what food(s) ____________________________________________________________________ 

____________________________________________________________________________________ 

BOWEL HEALTH 

Please complete the following chart as it relates to your bowel movements: 

Frequency √ Color √ 

More than 3x/day  Medium brown consistently  

1-3x/ day  Very dark or black  

4-6x/week  Greenish color  

2-3x/week  Blood is visible  

1 or fewer x/week  Varies a lot  

  Dark brown consistently  

Consistency √ Yellow, light brown  

Soft and well formed  Greasy, shiny appearance  

Often floats    

Difficult to pass    

Diarrhea    

Thin, long or narrow    

Small and hard    

Loose but not watery    

Alternating between hard and loose/watery  

 

 

Intestinal gas: 

 Daily 
 Occasionally 
 Excessive 
 Present with pain 
 Foul smelling 
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LIFESTYLE HISTORY 

TOBACCO HISTORY 

Have you ever used tobacco?   Yes ____ No _____       

 If yes, what type? Cigarette ___ Smokeless ___ Cigar ___ Pipe ___ Patch/Gum ___ 

  How much?      

  Number of years?  If not a current user, year quit    

  Attempts to quit: __________ 

 

Are you exposed to 2
nd

 hand smoke regularly? If yes, please explain:_____________________________ 

____________________________________________________________________________________ 

ALCOHOL INTAKE 

Have you ever used alcohol? Yes____ No____ 

If yes, how often do you now drink alcohol?  

 No longer drink alcohol 

 Average 1-3 drinks per week 

 Average 4-6 drinks per week 

 Average 7-10 drinks per week 

 Average >10 drinks per week 

Do you notice a tolerance to alcohol (can you “hold” more than others?)  Yes____   No____ 

Have you ever had a problem with alcohol?  Yes____  No____ 

If yes, indicate time period (month/year)        From__________ to __________ 

OTHER SUBSTANCES 

To your knowledge, have you ever been exposed to toxic metals in your job or at home? Yes___No___ 

If yes, indicate which 

 Lead 
 Arsenic 
 Aluminum 
 Cadmium 
 Mercury 

SLEEP & REST HISTORY 

Average number of hours that you sleep at night?    Less than 10__    8-10___    6-8___    less than 6___ 

Do you:  

 Have trouble falling asleep? 
 Feel rested upon wakening? 
 Have problems with insomnia? 

 Snore? 
 Use sleeping aids? 

 

 

 

 

 



23 

 

EXERCISE HISTORY 

Do you exercise regularly?  Yes____  No____ 

If yes, please indicate:        Times/week  

 

 

   Length of session 

Type of exercise 1x 2x 3x 4x/+ ≤15       min 16-30                                       
min 

31-45           
min  

>45        min  

Jogging/Walking         

Aerobics         

Strength Training         

Pilates/Yoga/Tai Chi         

Sports (tennis, golf, water sports, etc)          

Other (please indicate)          

 

METABOLIC ASSESSMENT 

Please complete the metabolic assessment form (this is a separate form) 

 

 

I understand that Dr. David J Schimp does not treat medical emergencies.  In the event of a life-
threatening or urgent concern I know that I should call 911.   

 

Supplements to support and optimize physiology may be recommended.  Although adverse reactions to 
supplements are uncommon, I understand that use of the supplement should be discontinued 
immediately and that Dr. Schimp should be notified if an adverse reaction is experienced. If the situation 
is urgent I know that I should call 911. 

 

Office: 262-673-2341 

Mobile: provided to patients at first visit 

 

I further understand that a favorable response to treatment cannot be guaranteed and that there is a no 
return policy on supplements. 

 

Patient Signature___________________________________________________Date_______________ 

 
 


