
CHIROPRACTIC INTAKE & HISTORY 

Patient Name ______________________________                                                                                              

Address___________________________________ 

City ________________________ State ________ 
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  IMPACT OF YOUR SYMPTOMS 

 

 

 

 

 

 

 

 

 

 

 

 Date ______________ 

Phone ___________________________________ 

Email____________________________________ 

Sex           M            F     Age ____ Birthday _______ 

Employer/Occupation__________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Complaint   

_______________________________________________________________________________________

_______________________________________________________________________________________ 

When did it start? ______________________   Have you had this condition before? __________________  

Was this condition a result of an auto accident, work accident or other _____________________________ 

Have you had previous chiropractic care?  ______   Date of last visit ___________________ 

 

 



 

 

 

 

 

 

 

 

 

 

HEALTH & ILLNESS HISTORY              Please check the box beside any condition that you have or have had. 

 

ALLERGIES, MEDICATIONS & SUPPLEMENTS 

Allergies     Medications    Supplements 

_______________________  _________________________ _________________________ 

_______________________  _________________________ _________________________ 

_______________________  _________________________ _________________________ 

_______________________  _________________________ _________________________ 

_______________________  _________________________ _________________________ 

_______________________  _________________________ _________________________ 

_______________________  _________________________ _________________________ 

Notes: 


