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Full Name:_________________________________________________Today’s Date:____________

Address:___________________________________________City:__________________State:_____Zip:________

Phone Numbers: (Best Contact) _______________________      (Alternate) _______________________ 

Birthdate:_____________________
Age:__________

Occupation:______________________________________Employer:_____________________________________

Marital Status: o Single     o Married     o Separated      o Divorced     o Widowed

Spouses Name:___________________________________ Occupation:___________________________________

Children’s Names & Ages:________________________________________________________________________

Favorite Hobbies & Interests: _____________________________________________________________________

Financial Responsibility

Check one payment type:
o Cash

o Check

o Credit Card
      o Care Credit

Do you have insurance?
o No

o Yes

Do you have Medicare?
o No

o Yes

Medicaid? 
o No

o Yes

If you are a spouse or dependent of the policy holder please fill out information below:
Policy Holder’s Full Name:___________________________________ Policy Holder’s Date of Birth:_______________

What Brings You Here?

Have you ever had chiropractic care? o No
o Yes    

If you are Medicare, have you had care within past calendar year?  o No
o Yes    
Were you pleased with your care?      o No
o Yes

How were you referred to our office?__________________________________________________________________

Is this appointment related to: 
 o Work Injury
o Auto Injury
o Sports Injury
o Personal Injury
     o Other 

Date of Accident/Injury:___________________________________  Location:_________________________________

Attorney (if applicable):___________________________________  Phone #:_________________________________

Are you pregnant?
o No
o Yes-what month?_____________________________________________________


Current Health

What are your most pressing health concerns?

______________________________________________

______________________________________________

______________________________________________

For how long?___________________________________

If you are in pain, please mark in the exact location of your 

pain on the diagram to the right.

Is your pain: o Sharp   o Dull   o Throbbing

Is your pain: o Constant           o Intermittent

What activities bring on or aggravate the pain?__________

_______________________________________________

_______________________________________________

On a scale of 1-10( 1 least; 10 most), please rate the severity

of your symptoms:  ____/ 10.
PLEASE PRINT

What’s your major complaint?________________________________________________________________________

________________________________________________________________________________________________

List surgical operations and years:_____________________________________________________________________

________________________________________________________________________________________________

Drugs you now take: o Nerve pills    o Pain killers    o Muscle relaxers    o “Pep” pills    o Tranquilizers   o Birth Control pills


Others:_____________________________________________________________________________________

Age of Mattress:________________________
o Comfortable
o Uncomfortable
   o Do you use a bed board?


Describe:___________________________________________________________________________________

Are you wearing: o Heel lifts
o Sole lifts
o Inner soles

o Arch supports

Have you been in an auto accident: o Past year
o Past five years

o Over five years

o Never


Describe:___________________________________________________________________________________

Have you ever had any mental or emotional disorders?
o No 

o Yes
When?________________________


Have others in your family had such disorders?
o No

o Yes
When?________________________

HAVE YOU EVER:



            YES         NO

DESCRIBE BRIEFLY


Been knocked unconscious?


 o              o          _____________________________________                 


Used a cane, crutch or other support?  

 o              o          _____________________________________


Been treated for a spine or nerve disorder?               o              o           _____________________________________


Had a fractured bone?                                                 o              o           _____________________________________    


Been hospitalized for anything other than surgery?   o              o           _____________________________________

DO YOU:


Now take vitamins or minerals?                                    o              o          _____________________________________


Think you may need vitamins or minerals?                  o              o          _____________________________________


Have an allergy to any drug?                                        o              o          _____________________________________

DATE OF LAST:
Less than 6 months
  6-18 months
     Over 18 months
Never


Spinal Exam

o


o

   o

   o


Physical Exam                  o


o

   o

   o


Blood Test

o


o

   o

   o


Chest X-ray

o


o

   o

   o


Spinal X-ray

o


o

   o

   o


Dental X-ray

o


o

   o

   o


Urine Test

o


o

   o

   o


HABITS:

           Heavy

      Moderate

Light

  Never 


Alcohol


o


o

   o

     o



Caffeinated Drinks
o


o

   o

     o


Tobacco

o


o

   o

     o


Drugs


o


o

   o

     o


Exercise

o


o

   o

     o

Sleep


o


o

   o

     o

Appetite


o


o

   o

     o

IN CASE OF EMERGENCY: (Name of relative or close friend not living in your home):

NAME:__________________________________________________________________________________

ADDRESS:_____________________________________________ PHONE:__________________________
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