Welcome

We are pleased to welcome you to our practice. Please take a few minutes to fill out this form as completely as you
can. If you have questions we'll be glad to help you. We look forward to working with you in maintaining your health.

Patient Information
Name l. __Soc. Sec.#
Last Name ~ First Name T
Address o
City State Zip : Home Phone
Cell Phone Email
sex [IMm[IF Age Birth Date ] Single L mardied [ widowed [ Separated [ Divorced

Patiént employed by b QOccupation

Business Address

Business Phone siness Email

Notify in case of emergency

Cell Phone

Home Phone _ Work Phone

Last Name ," First Name
Birth Date Soc. Sec.#
t from patient) Home Phone
City & State

Cell Phone E Email

mployed by Occupation

Business Addres

Business Phone

Name of other dep ts under this plan

Reason for Visit

Have you ever seen a chiropractor? [] Yes [] No If yes, when and why?

Your reason for this

Please describe you

1t pain and its location:

When did symptoms beg ate)? Have you had similar conditions in the past

Is pain getting: [ Wors

| Better (] Same [J Comes and goes How often do you hav
<

Have you been treated by a medical physician for this condition?

If so, when and where?

Activities or movements that%edifﬁcult/painful to perform: [ Sitti, O] Walking [ Bending Lying down [ Lifting
s
Type of pain: [J Sharp O Dull 0 Throbbing [ Aching [J Burning [ Tingling I:Iumbness [0 Cramping

[ stiffness [ Swelling [ Other

Is pain interfering with: [J Work [J Sleep [0 Daily Routine  [] Recreation

Please complete both sides.



Health History

Please list any medication (including pain killers) you are taking:

Please list any serious injuries or surgeries you have had in the last 10 year:
Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

Other Serious Injuries

Women: Are you pregnant? Oy OIn so, how far along? Nursing? Ly OnN

[ Arthritis [] Ulcer/Colitis
L] Frequent Neck Pain /Frequent Headaches [ ] Gout
[ Jaw Pain es/Tuberculosis Ol Numbness, where?
[ wrist Pain [
[ shoulder Pain [ "] Emphysema/Glaucoma [ Tingling, where?
] Arm Pain ] Kidney Problems
L pifficutty [ Leg Pain [] Artificial Bones/Joints [ Muscle Spasms, wi
Ol Hepatitis ] Lower Back Problems [ cancer

L] Anemia O Severe/Frequent Earaches CIHIv Positive/AIDS

Personal Hahits

Heavy Moderate : Light

O UJ

O U

- Tobacco Il O

Drugs [ O

Exercise J ]
Sleep O ] 4

~ Appetite O ]

| have reviewed the in
used by the chiropractol
inform the chiropractor.

| understand that this information will be
s any change in my medical status, | will

| authorize my insurance

efits otherwise payable to me for services
rendered. | authorize the u ;

| authorize the chiropractor to re

for all charges whether or not éid by insurance.

‘understand that | am financially responsible

Signature " Date




