
    

    

    

    

WELCOME WELCOME WELCOME WELCOME ☺☺☺☺    

Personal Personal Personal Personal Patient Information Patient Information Patient Information Patient Information ––––    Please PrintPlease PrintPlease PrintPlease Print    ClearlyClearlyClearlyClearly    
 

General InformationGeneral InformationGeneral InformationGeneral Information----All your information All your information All your information All your information will remainwill remainwill remainwill remain    confidential and confidential and confidential and confidential and is is is is subject to HIPAA subject to HIPAA subject to HIPAA subject to HIPAA privacy privacy privacy privacy lawslawslawslaws    
 

Patient’s Last name______________________ First name____________________ Sex: Male Female 

Social Security Number ______/_____/_______ Driver’s Lic. #_____________________Date of birth_________________   

Patient’s Address______________________________________________________________________________________ 
                         Street                                                             City, State                                                                    Zip 

Home Phone________________________ Cell Phone _______________________ Native language_______________ 
 
Email Address__________________________________ (if you have one, please make sure we have this, thanks ☺☺☺☺ )  
 
Patient’s Employer________________________________________  Full time Part time Retired   Student  
 
Employer Address______________________________________________________Phone______________ 
              Street                                      City, State                                     Zip 

Email Address_________________________ Would you like to receive a FREE monthly newsletter? Yes No 

Married Single   Divorced   Widowed            Spouse’s Name_________________ # of Children_________ 
 
Spouse’s Employer_________________________ Occupation_______________________ Work Phone____________________ 
 

*****Referred By :____________________________________(very 

important)**** 

 

Insurance InformationInsurance InformationInsurance InformationInsurance Information    ––––    If you have iIf you have iIf you have iIf you have insurance, please bring your card with you to this appointment.nsurance, please bring your card with you to this appointment.nsurance, please bring your card with you to this appointment.nsurance, please bring your card with you to this appointment.    
           
Primary InsurancePrimary InsurancePrimary InsurancePrimary Insurance::::             CHECK ONE:       CHECK ONE:       CHECK ONE:       CHECK ONE:       groupgroupgroupgroup                                            pppprivaterivaterivaterivate                                            Work. Comp.Work. Comp.Work. Comp.Work. Comp.                                        AutomobileAutomobileAutomobileAutomobile    
 
Company Name___________________________ Policy #_________________ Group #_________________ 
 
Claims Address_________________________________________________________________________ 
                          Street                                                                                               City, State                                               Zip 

Claims Phone # _______________________ Insured’s name_____________________________ 
 
Insured’s Date of Birth__________________             Insured’s relationship to patient________________ 
 

Secondary InsuranceSecondary InsuranceSecondary InsuranceSecondary Insurance    (any other health plan covering you)    CHECK ONE:       CHECK ONE:       CHECK ONE:       CHECK ONE:       group    group    group    group    private     private     private     private     Work. Comp.     Work. Comp.     Work. Comp.     Work. Comp.     AutomobileAutomobileAutomobileAutomobile 
    
Company Name___________________________ Policy #_________________ Group #_________________ 
 
Claims Address_________________________________________________________________________ 
                          Street                                                                                               City, State                                               Zip 

Claims Phone # _______________________ Insured’s name_____________________________ 
 
Insured’s Date of Birth__________________             Insured’s relationship to patient________________ 
 

 

Your appt date: _______________         Time: ________________ 
Referred By: ___________________    Event: _________________________ 



 

 Your Patient Health History 
 

PLEASE, FILL IN THE APPROPRIATE SPACES. (All information you give is confidential.) 

 
Patient’s Patient’s Patient’s Patient’s Name: __________________________________ Name: __________________________________ Name: __________________________________ Name: __________________________________ Today’s Date:Today’s Date:Today’s Date:Today’s Date:    ____________________________________________________________________________________________________________    
    
    

Major Major Major Major Complaint: Complaint: Complaint: Complaint: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________    
 

 How long have you had this condition? ____________________________________   

 Date of Onset? ____________________________________________________ 
 

 Have you lost workdays?   Yes     no       If yes, how many? ________________ 
 

 Have you had a similar condition before?    Yes     no     If yes, when? ________ 
 

 Is this condition accident related?   Auto    Work     If yes, when?_________ 

**IF YOU ANSWERED YES TO THE ABOVE QUESTION, STOP & SEE THE FRONT DESK** 
 

 When was your last auto accident? ______________________________________ 

           When was the one before that? ________________________________________ 

************************************************************************************ 
 

Previous Chiropractic Care?   Yes     No     Chiropractor’s name? __________________ 
 

 What was the reason for your initial visit? _________________________________ 
 

 What ‘spinal maintenance programs’ were you given to maximize the future stability of 
           your spine? _______________________________________________________ 
 

 Did you follow it?   Yes     No     if not, why? _____________________________ 
 

 Why are you changing chiropractors? ______________________________________ 

************************************************************************************ 
 

What surgeries have you had? ________________________________________________ 
 

PLEASE, List any and all drugs & medications you now take (prescription and over-the-counter) 
_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________ 
 

Name other doctors you have seen for this condition________________________________ 
 

**What are your health goals? ________________________________________ 
_______________________________________________________________________

_______________________________________________________________________ 
 

**How do you expect to achieve them?________________________________ 
_______________________________________________________________________

_______________________________________________________________________ 

 

 



 
 

Please mark any of these signs and symptoms you’ve had within the last 12 months: 

 

 
 Fractured Bones 
 Auto Accidents 

  0-1 yr ago 
  1-5 yrs ago 
  5+ yrs ago 

 Other accidents, falls 
 Arthritis 
 Diabetes 
 Convulsions, epilepsy 
 Skin Problems 
 Cancer 
 Frequent Colds, Flu 
 Depressed 
 Irritable 
 Anemia 
 Allergy, Sinus 
 Under Stress 
 Eating Disorders 
 Trouble Sleeping 
 Trouble Concentrating 
 Learning Disability 
 Mood Changes 

 

 Neck Pain or Stiffness 
                           R       L 

 Numbness, tingling, pain in arms, 
      hands, fingers           R       L 

 Jaw pain or click (TMJ) 
 Difficulty in excessive standing,  

       sitting, riding, bending, lifting, 
       twisting 

 Shoulder pain            R       L 
 Dizziness 
 Ringing in ears          R       L 
 Hearing Loss 
 Blurred or Double Vision 
 Upper back pain, stiffness 
Mid-back pain, stiffness 
 Low back pain, stiffness 
 Pain with cough, sneeze 
 Hip pain                     R       L 
Headaches 
 Numbness, tingling, pain in 

      Buttocks, legs, feet, toes 
            R       L 
 

 Foot Trouble              R       L 
 Chest pain, Asthma 
 Heart Problems 
 Stroke 
 High / Low Blood Pressure 
 Varicose Veins 
 Liver Trouble 
 Gall Bladder Trouble 
 Digestive Problems 
 Ulcers 
 Hemorrhoids 
 Prostate Problems 
 Impotence 
 Kidney Trouble 
 Menstrual Problems, PMS, PMDD 
 Pregnant (now) 
 Bedwetting 
 Ear Infections 
 AIDS, HIV 

 
 
 
 

 
*************************************************************************************************** 

**** Vertebral Subluxations can cause your pain **** 
 

Which pain or condition you have marked is the worst for you ?____________________ 

____________________________________________________________________________ 
 

How long has it bothered you? ______________________________________________ 

 
 
 

Vertebral Subluxations can cause irritation to different fibers within nerves. 

       Is your pain sharp or dull? ______________________________________________ 

 
 

Subluxations can put pressure on the spinal cord which can be constant or occasional. 
Which do you feel?__________________________________________________________ 
 

 

Pressure on the spinal cord or nerves can be worse in the AM or the PM. 

Which one is harder for you? __________________________________________________ 
 

 
 

Does this radiate into an extremity or stay in one area?_____________________________ 
 


