
Destin Chiropractic, PLLC 
4467-B Commons Drive West 

Destin, Florida 32541 
destinchiropractic@gmail.com 

850-460-2333 
destinchiros.com 

Patient Name______________________________ 

Date of Birth _________/_________/___________ 

Height _______ft_______in  Weight_________lbs 

Email____________________________________ 

Phone____________________________________ 

Occupation_______________________________    

Parent/Guardian Name ______________________  

Today’s Date _________/__________/___________     

How did you hear about us? 

_________________________________________ 

Emergency Contact:  

Name ___________________________________ 

Phone ___________________________________ 

Relationship ______________________________

SOCIAL HISTORY
Marital Status 
 Married 
 Single 
 Widowed 
 Divorced 

Children 
(how many?) 
 
__________ 
 

Alcohol Use 
(# drinks/week) 
 0 
 1-6 
 7-12 

Tobacco Use 
(packs per day) 
 
____________

FAMILY HISTORY: Are there any diseases that run in your family?    Diabetes   Arthritis   Cancer   
 Rheumatoid    Heart disease    Hematologic Disorders    High blood pressure    Other____________ 

PAST MEDICAL HISTORY 
Have you ever had surgery before?   Yes  No  If yes, when and for what?____________________________ 
____________________________________________________________________________________ 
Have you ever been treated for any of the following illnesses? Check all that apply. 
 High blood pressure 
 Heart disease 
 Heart attack 
 Emphysema 

 Bronchitis 
 Diabetes 
 Cancer  
 Arthritis 

 Ulcers 
 Epilepsy 
 Stroke  
 Hepatitis 

 Thyroid Disorder 
 Immunodeficiency 
            disease 
 Other  

REVIEW OF SYSTEMS (Check all that apply to you within the last two years) 
Constitutional  
 Fever 
 Weight loss 
 Double vision 
 Fatigue 

Stomach/Intestinal 
 Appetite loss 
 Weight change 
 Diarrhea 
 Constipation 
 Abdominal pain 
 Reflux 

Urology 
 Hesitancy 
 Incontinence 
 Burning urination 
 Menstrual problems 

Eyes 
 Double vision 
 Blurring 

Respiratory 
 Short of breath 
 Asthma 
 Cough 

EENT 
 Deafness 
 Sinusitis 
 Hoarseness 
 Vertigo 

Cardiovascular 
 Chest pain 
 Palpitations 

Hematologic/Immune 
 Easy bruising 
 Blood clots 
 Bleeding disorders 

Psychological 
 Depression 
 Hallucinations 
 Sleep disturbances 

Endocrine 
 Hair Loss 
 Weight Gain 
 Excess thirst 
 Decrease energy 

Skin 
 Rash 
 Lesion 

Neurological 
 Speech 
 Trouble swallowing 
 Stroke 
 Seizures 
 Headaches 

Musculoskeletal 
 Fracture 
 Sprain 
 Joint pain/swelling 
 Arthritis 

ALLERGIES 
List any known allergies _______________________________________________________________ 

MEDICATIONS/SUPPLEMENTS 
                             List current medications including over-the-counter medications such as herbal supplements or vitamins: 

 
 
          

 
 

 

Medications/Supplements Dose Medications/Supplements Dose 
    
    
    
    
 



Destin Chiropractic, PLLC 
4467-B Commons Drive West 

Destin, Florida 32541 
destinchiropractic@gmail.com 

850-460-2333 
destinchiros.com 

Patient Health Questionnaire  
Describe your symptoms ________________________________________________________________________________ 

• When did your symptoms start?    

• How did your symptoms begin?    ______________________________________________________________________ 

How often do you experience your symptoms? 
  Constantly (76-100% of the day)   Indicate where you have pain or other symptoms 
  Frequently (51-75% of the day) 
  Occasionally (26-50% of the day)  
  Intermittently (0-25% of the day) 

What describes the nature of your symptoms?
       Dull/ache     
       Numb 
       Tingling 

 Sharp 
 Shooting

How are your symptoms changing? 
     

       Getting Better 
       Not Changing 
       Getting Worse

During the past 4 weeks: 
Indicate the average intensity of your symptoms 

 

None Unbearable           
How much has pain interfered with your normal work (including both work outside the home, and housework) 

  Not at all         A little bit     Moderately            Quite a bit         Extremely 
How much of the time has your condition interfered with your social activities? (like visiting with friends, relatives, etc) 

  All of the time     Most of the time     Some of the time      A little of the time        None of the time
Who have you seen for your symptoms?               No One 

        Chiropractor 
   Medical Doctor 
   Physical Therapist 

   Other

What treatment did you receive and when?    

What tests have you had for your symptoms and 
when were they performed? 

X rays date: ______________ 
MRI date: _______________ 

CT Scan date: ____________ 
Other date: ______________ 

Have you had similar symptoms in the past?         Yes            No 

If you have received treatment in the past for 
the same or similar symptoms, who did you see? 

 No One 

 Chiropractor 

 Medical Doctor 

 Physical Therapist 

  Other 
 

 
 
 
Patient Signature____________________________________   Date_____________________ 

  



Destin Chiropractic, PLLC 
4467-B Commons Drive West 

Destin, Florida 32541 
destinchiropractic@gmail.com 

850-460-2333
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Informed Consent 
We encourage and support a shared decision making process 
between us regarding your health needs. As a part of that 
process you have a right to be informed about the condition of 
your health and the recommended care and treatment to be 
provided to you so that you can make the decision whether or 
not to undergo such care with full knowledge of the known 
risks. This information is intended to make you better 
informed in order that you can knowledgeably give or 
withhold your consent. 
Chiropractic is based on the science which concerns itself with 
the relationship between structures (primarily the spine) and 
function (primarily of the nervous system) and how this 
relationship can affect the restoration and preservation of 
health. Adjustments are made by chiropractors in order to 
correct or reduce spinal and extremity joint subluxations. 
Vertebral subluxation is a disturbance to the nervous system 
and is a condition where one or more vertebra in the spine is 
misaligned and/or does not move properly causing interference 
and/or irritation to the nervous system. The primary goal in 
chiropractic care is the removal and/or reduction of nerve 
interference caused by vertebral subluxation. 
A chiropractic examination will be performed which may 
include spinal and physical examination, orthopedic and 
neurological testing, palpation, specialized instrumentation, 
radiological examination (x-rays), and laboratory testing. The 
chiropractic adjustment is the application of a precise 
movement and/or force into the spine in order to reduce or 
correct vertebral subluxation(s). There are a number of different 
methods or techniques by which the chiropractic adjustment is 
delivered but are typically delivered by hand. Some may require 
the use of an instrument or other specialized equipment. In 
addition, physiotherapy or rehabilitative procedures may be 
included in the management protocol. Among other things, 
chiropractic care may reduce pain, increase mobility and 

In addition to the benefits of chiropractic care and treatment, 
one should also be aware of the existence of some risks and 
limitations of this care. The risks are seldom high enough to 
contraindicate care and all health care procedures have some 
risk associated with them.  Risks associated with some 
chiropractic treatment may include soreness, musculoskeletal 
sprain/strain, and fracture. Risks associated with physiotherapy 
may include the preceding as well as allergic reaction and 
muscle and/or joint pain. In addition, there are reported cases of 
stroke associated with visits to medical doctors and 
chiropractors. Research and scientific evidence does not 
establish a cause and effect relationship between chiropractic 
treatment and the occurrence of stroke; rather, recent studies 
indicate that patients may be consulting medical doctors and 
chiropractors when they are in the early stages of a stroke. In 
essence, there is a stroke already in process. However, you are 
being informed of this reported association because a stroke 
may cause serious neurological impairment. 

I have been informed of the nature and purpose of 
chiropractic care, the possible consequences of care, and the 
risks of care, including the risk that the care may not 
accomplish the desired objective. Reasonable alternative 
treatments have been explained, including the risks, 
consequences and probable effectiveness of each. I have 
been advised of the possible consequences if no care is 
received. I acknowledge that no guarantees have been made 
to me concerning the results of the care and treatment. 
Destin Chiropractic is committed to providing all of our 
patients with exceptional care. When a patient cancels 
without giving enough notice, they prevent another patient 
from being seen. I acknowledge that Destin Chiropractic 
reserves the right to charge for visits that are not cancelled 
24 hours prior to appointment. 

improve quality of life. 
I HAVE READ THE ABOVE PARAGRAPH AND I UNDERSTAND THE INFORMATION PROVIDED. ALL QUESTIONS 
I HAVE ABOUT THIS INFORMATION HAVE BEEN ANSWERED TO MY SATISFACTION. HAVING THIS 
KNOWLEDGE, I KNOWINGLY AUTHORIZE DR. MIKE KALUSTIAN TO PROCEED WITH CHIROPRACTIC CARE 
AND TREATMENT.

_______________________   ________________ _______________________ 
Patient Signature Date  Doctor’s Signature 

Parental Consent for Minor Patient 
Patient Name: ______________________________ 
Patient age: ___________ DOB: _______________ 
Printed name of person legally authorized to sign for 
patient: ________________________________ 
Signature: _________________________________ 
Relationship to Patient: ______________________ 

In addition, by signing below, I give permission for the 
above named minor patient to be managed by the doctor 
even when I am not present. 
Printed name of person legally authorized to sign for 
patient: ________________________________ 
Signature: _________________________________ 
Relationship to Patient: ______________________ 
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