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WELCOME
Patient Information (Please Print)
Thank you for choosing us for your chiropractic needs. If you have any questions or concerns, please do not hesitate to ask for assistance. We will be happy to help.

Date _______________________________________

Whom may we thank for referring you to us? _________________________________________________________________________
Name ______________________________________________________________________ Nickname __________________


First

            MI


Last

Address ____________________________________________City ___________________ State _________ Zip __________

Drivers License __________________________________ License State ________ Date of Birth ____________________

Sex      Female        Male
    Are you        Single        Married        Divorced         Widowed
SSN___________-_______-___________  

        Age _______________
Home Phone # ______________________ Work Phone #_____________________ Cell Phone #_____________________

Email Address _________________________________________________________

May we text     or email      your appointment reminders to you?  Cell phone provider ______________________
Person to Contact in Case of Emergency ____________________________________ Relationship ________________
Home Phone #_____________________  Cell Phone #____________________  Work Phone #______________________
Your Employer _____________________________________________________ Occupation _________________________

· Insurance Information                                  

Name of Insured ______________________________________ Relationship to Insured ___________________________

Date of Birth ______________________     Sex          Female          Male

Insurance Company _________________________________________ ID # _______________________________________

Group # __________________________ Name of Employer ____________________________________________________

Address of Insured ___________________________________ City __________________ State ________ Zip __________

DO YOU HAVE ADDITIONAL INSURANCE?          Yes                No        IF YES COMPLETE THE FOLLOWING:
Name of Insured ______________________________________ Relationship to Insured ___________________________

Insurance Company _________________________________________ ID # _______________________________________
Date of Birth ______________________    Sex           Female           Male         

Group # __________________________ Name of Employer ____________________________________________________
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· Accident Information

Is your condition due to an accident?      Yes       No    Date of Accident: ______________

Type of Accident       Auto       Work      Home      Other

Have you made a report of your accident?     Auto Insurance      Employer     Worker Comp       Other

Attorney Name (if applicable) _____________________________________________________________________
· Patient Condition
Reason for visit? ______________________________________________________________________________________
How long have you had the symptom(s)? _______________________________________________________________
What caused your symptom(s) to appear? ______________________________________________________________
Please rate your pain level from 1(least pain) to 10(severe pain) _________________________________________
How often do you have the symptom(s)? _______________________________________________________________

Have you had similar symptoms before?  YES    NO   If yes, how frequently? ____________________________

Type of pain:    SHARP
       DULL             THROBBING         NUMBNESS      ACHING           SHOOTING



        BURNING     TINGLING       CRAMPS         
 STIFFNESS       SWELLING        OTHER

Are there any activities or movements that are painful? _________________________________________________
Is there anything that provides relief? __________________________________________________________________

· Health History
Have you had any recent falls or accidents?   YES    NO   If yes, when and how severe? _________________

____________________________________________________________________________________________________

Please check if you have ever had any of the following:















(2)
Please tell us about your habits:

Exercise:       Daily           Moderate         Never         Seldom

Smoking:      Frequent     Moderate          Never

Alcohol:
     Daily           Moderate          Never         Seldom

Please list any Medications you are currently taking: ___________________________________________________

_______________________________________________________________________________________________________

Vitamins: _____________________________________________________________________________________________

Allergies? _____________________________________________________________________________________________

Surgeries: ____________________________________________________________________________________________

What are you looking for in Chiropractic care?      Pain Relief       Wellness      Increased Quality of Life

· Family History
Do you have Children? ____________Boys ____________Girls

Are both of your parents alive?        Yes      No If no, please let us know cause of death:  ________________
______________________________________________________________________________________________________
Have you had any other family members pass away from a cause other than old age? __________________
______________________________________________________________________________________________________
Are there any family members that suffer from the same condition as you?     Yes     No

If any of your family is suffering from the following please indicate by writing relationship to you and                                                                               their age:

Cancer_____________________________________

Asthma___________________________________

Diabetes___________________________________

Stroke ____________________________________

Heart Trouble______________________________

High Blood Pressure_______________________
Headaches_________________________________

Other: ____________________________________
Neck Problems _____________________________

___________________________________________
Back Problems_____________________________

Physical Impairments_______________________
Mental Impairments________________________
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Tuberculosis


Tumors, Growths


Typhoid Fever


Ulcers


Venereal Diseases


Whiplash


Other:  __________________


_________________________


_________________________


__________________________





WOMEN:


Vaginal Infections


Miscarriage


Are you Pregnant?   YES   NO


Due date: ____________________





AIDS/HIV	


Alcoholism


Allergy Shots


Anemia


Appendicitis


Arthritis


Asthma


Bleeding Disorders


Breast Lump


Bronchitis


Cancer


Chemical Dependency


Chicken Pox


Diabetes


Eating Disorders


Emphysema


Epilepsy


Fibromyalgia


Fractures


Glaucoma











Goiter


Gonorrhea


Gout


Headaches


Heart Disease


Hepatitis


Hernia


Herniated Disc


Herpes


High Cholesterol


High Blood Pressure


Kidney Disease


Low Back Pain


Liver Disease


Measles


Migraines


Mononucleosis


Multiple Sclerosis


Mumps











Osteoporosis


Pacemaker


Parkinson’s Disease


Pinched Nerve


Pleurisy


Pneumonia


Polio


Prostate Problems


Prosthesis


Psychiatric Care


Rheumatoid Arthritis


Rheumatic Fever


Scarlet Fever


Small Pox


Stroke


Suicide Attempt


Thyroid Problems


TIA








