New Patient Registration
Name: _____________________________ Cédula ___________________ Date:  _________________
Age: ______  Gender: _______ Number of children: ________  City of residence: _________________
Occupation: ________________________ Retired?______ Do you sit lots while at work? ___________ 
Cell phone number: _________________________ Email: ____________________________________
Do you smoke? _________ Do you drink LOTS of caffeine? __________ Lots of water? ___________
Do you take health supplements? _______ If so, which ones? __________________________________

Taking any medications?____________________ Sleeping position (back, stomach, side): ___________

Have you ever seen a chiropractor before? _________ If so, roughly when? _______________________

What is your major complaint? ___________________________________ For how long? ___________   
Other related minor complaint(s) or condition(s)? ____________________________________________
Are your symptoms worsening, improving or staying the same? _________________________________
Have you had or do you have any of the following afflictions? Check all that apply below:
□ Cancer

   □ Heart Disease
    □ High Cholesterol
□ Rheumatoid Arthritis

□   Hypothyroid
   □ Bone Fracture
    □ Arteriosclerosis 

□ Osteoarthritis

□   Diabetes

   □ Osteoporosis
    □ Hypertension

□ Depression       □ Asthma     

□   Spinal Curvature (scoliosis): If so, what area or segment(s)? _________________________________

□   Spinal disc hernia or protrusion: If so, what area or segment(s)? ______________________________           

□   Spinal Surgery: If so, what area or segment(s)? ___________________________________________
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