
Glocester Family Chiropractic 
Patient Information & Health History 

       I certify that I and/or my dependents have insurance coverage           
with the above company and assign directly to Glocester Family Chiro- 
pracitc Inc, all insurance benefits, if any, otherwise payable to me for 
services rendered. I understand that I am financially responsible for 
all charges whether or not paid by insurance. I authorize the use of  
my signature on all insurance submission.   
The above named facility may use my healthcare information and  
disclose such information to the above named insurances and their 
agents for the purpose of obtaining payment for services and  
determining insurance benefits for the benefits payable for related  
services.  This consent will end when my current treatment plan has 
ended or one year from date signed below. 

Print Name: 
Signature: 

Is your condition a result of an accident □ NO   □  Yes

Type of Accident □ AUTO □ Work  □ Home  □ Other
 To whom have you made a report of your accident? 

□ Auto Insurance □ Employer □ Work Comp.
 Attorney name (if applicable): 

 

Date: 

First Name: MI: 

Last Name: 

Address: 

City: 

State: Zip: 

Date Of Birth: 

Age: 

Marital Status: □Single □Married □Divorced
□Widowed  □Other

Spouse's Name: 

Home Phone: 

Cell Phone: 

Cell Phone Carrier: 

EMAIL: 

Work Phone: 

Occupation: 

□Unemployed □Full Time □Part Time □Student

Employer: 

Emergency Contact: 

Relationship: 

Primary Care Provider: 
Primary Care Phone: 

Insurance Information: 
PRIMARY INSURANCE 

Insurance Name: 

Policy Number: 

Subscriber Name: 

Subscriber DOB: 

SECONDARY INSURANCE 

Insurance Name: 

Policy Number: 

Subscriber Name: 

Subscriber DOB: 

Medication Name Dosage Frequency Prescribing Provider Allergies 
Food                   Environmental           Medications 

     Date              Surgeries and Hospitalizations Date    Surgeries and Hospitalizations 

Have you Chiropractic Care previously?  □ Yes □ No 
     If so who?                  How long ago? 



Glocester Family Chiropractic 
Patient Information & Health History 

Please CIRCLE “NO” or “YES” to indicate if you have had any of the following: 

Aids/HIV NO YES Chicken Pox NO YES Liver Disease NO YES 
Rheumatoid 
Arthritis NO YES 

Diabetes NO YES Measles NO YES Rheumatic Fever NO YES Alcoholism NO YES 

Stroke NO YES Migraines NO YES Scarlet Fever NO YES Allergy shots NO YES 

Anemia NO YES Epilepsy NO YES Miscarriage NO YES Emphysema NO YES 

Anorexia NO YES Fractures NO YES Mononucleosis NO YES Suicide Attempt NO YES 

Tonsillitis NO YES Glaucoma NO YES 
Multiple 
Sclerosis NO YES Thyroid Problems NO YES 

Arthritis NO YES Goiter NO YES Mumps NO YES Appendicitis NO YES 

Asthma NO YES Gonorrhea NO YES Osteoporosis NO YES Tuberculosis NO YES 

Ulcers NO YES Gout NO YES Pacemaker NO YES Bleeding Disorders NO YES 

Bronchitis NO YES Hepatitis NO YES Pinched Nerve NO YES Typhoid Fever NO YES 

Bulimia NO YES Hernia NO YES Pneumonia NO YES Vaginal Infections NO YES 

Cancer NO YES Herniated Disc NO YES Polio NO YES Venereal Disease NO YES 

Prosthesis NO YES Herpes NO YES Prostate Disease NO YES Whooping Cough NO YES 

Tumors NO YES 
Kidney 
Disease NO YES Psychiatric Care NO YES High Cholesterol NO YES 

Cataracts NO YES Heart Disease NO YES Breast Lump NO YES Parkinson's Disease NO YES 
Lyme 
Disease NO YES Fibromyalgia NO YES 

Other Not 
Listed: 

Please CIRCLE “NO” or “YES” to all items you feel are applicable to you: 
Have you had any unexplained weight loss? NO YES Do you frequently feel fatigued? NO YES 

Do you have any fever or chills? NO YES Had any recent Infections? NO YES 

Have you had any changes in your appetite? NO YES Do you feel Depressed? NO YES 

Do you have shortness of breath? NO YES Do you frequently feel anxious? NO YES 

Do you have palpitations (Fast Heart)? NO YES Have severe nighttime pain? NO YES 

Numbness in arms or legs NO YES have difficulties with sleep? NO YES 

Numbness in your genital area? NO YES Paralysis or muscle weakness? NO YES 

Do you have abdominal pain? NO YES Have you had any trouble walking? NO YES 

Have you had diarrhea? NO YES Do you have nausea? NO YES 

Problems controlling your bowels? NO YES Have any pain with urination? NO YES 

Problems controlling your bladder? NO YES Have any recurrent headaches? NO YES 

Problems with dizziness/keeping balance? NO YES Do you have chest pain? NO YES 

Does Pain limit your current sexual activity? NO YES Do you have joint pain? NO YES 

Please List any previous studies you have had done 
DATE BODY PART Ordering Physician Facility Name 

STUDY (Approximate) i.e.: Neck/Low back/Head/Shoulder (Last Name) (Location/Town) 

X-Ray
MRI 

CT Scan 

Other 



Glocester Family Chiropractic 
Patient Information & Health History 

Family History Of: Mother Father 

Heart Disease □ □ 
Diabetes □ □ 
Cancer □ □ 

Please Circle All That Apply To You 

Smoking History: Current Former Never 
Do you Drink Alcohol? NO Social Moderate Heavy 
Drink Caffeine? NO 1-2 Cups 3-6 Cups More than 6 Cups/Day
Use of NON Prescription Drugs? NO OTC Recreational Drugs 
Do you Exercise? NO Rarely Daily Weekly 

Reason for Today’s Visit? 
When did your symptoms begin?         How did your problem begin? 
How often do you have these symptoms ? 
□ Constant 100% of time  □Frequent 50-75% of time  □ Occasional 25-50% of time   □ Intermittent 0-25% of time
Rate your symptoms on a scale : 0 (no symptoms/pain) to 10 (severe pain/symptoms) AT WORST           Now
Quality of your symptoms? Check all that Apply 

□ Discomfort □ Deep □ Intolerable □ Stabbing □ Tingling
□ Aching □ Diffuse □ Pulling □ Stiffness □ Other
□ Annoying □ Dull □ Sharp □ Throbbing
□ Burning □ Heavy □ Shock Like □ Tightness

What Alleviates the Symptoms? 
□ Nothing   □ Chiropractic   □ Cold   □ Exercise/ Stretch   □Heat   □ Massage   □ Medication   □ PT   □ Rest  □  Movement
What Increases the Symptoms?
□ Nothing   □ Driving   □ Lifting   □ Exercise/ Stretch   □Sleeping   □ Sitting   □ Standing   □ Walking   □ Rest  □  Movement

Have you ever had these symptoms before? □ NO   □ YES  (How long ago?)  
Have you seen anyone else for these symptoms?  NO   or  Who/When  
Have you had any recent Diagnostic tests i.e. X-Ray / Blood Work/ MRI / Other  

  Please Mark Location of Your Pain in Diagram Below   

MOVEMENTS 
   Are you having any trouble with the following actions? 

Looking:  left right up down 
Bending: Forward Backward Right  Left 
HEADACHES 

   Are you currently having Headaches?  □Yes   □ No 
Have you had Headaches in the Past?  □Yes   □No 

 Have you seen a medical provider for Headaches? □Yes   □No 
Have the Headaches been diagnosed? Tension  /  Migraines 
Location of Headache  □Front  □Back  □Right Side  □Left Side 
Timing of Headache? □AM  □ Afternoon  □ PM  □As day goes on 
How often do Headaches occur? □Constant □daily  □Weekly 
How long do they last?                               Minutes/Hours 

How Intense?  Worst     Now

Height:             Weight:
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