Welcome to the wonderful world of Chiropractic. Whether this is your first experience
with chiropractic or you’ve been cared for with chiropractic since birth, we want to
welcome you to our office. Please fill out the following as complete as possible.

Name Sex M F Age Birth Date Today’s Date
Address City State Zip
Home Phone Occupation Employer

Work Phone Social Security # - - Spouse’s Name
Mobile Phone E-mail address

Emergency Contact Name Emergency Contact #

Who were you referred by, so that we may thank them?

What is the reason for today's appointment?

Do you have any condition other than that which you are now consulting us for?

Have you seen another healthcare practitioner for this condition? What were your results?

Have you previously been to a chiropractor? When was your last adjustment? What were your results?

Please list all major and minor surgeries (with dates, if possible):

Please list all medications (including over the counter) you are currently taking:

Please list all supplements (vitamins, herbs, homeopathy, etc.) you are currently taking:

Current 5 healthiest habits you choose: Current 5 least healthy habits you choose:
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Rate your level of stress in daily life: I

(mark with a line on the scale) None Unable to Cope

|
Healthy No Symptoms Symptoms Death

Rate your overall health currently:
(mark with a line on the scale)

Please check any conditions or symptoms that apply to you:

o Endocrine System Number of Pregnancies: What type of alcohol?
o Thyroid How many per week?
o Diabetes Number of Children: o Chewing Tobacco
0 Hormone Replacement o Vitamins
Therapy o Difficult Delivery o Skip Breakfast
o Asthma o Change in Hair o Eat Junkfood
o Allergies o Change in Skin o Drink Coffee/Espresso
o Bleeding/Bruising o Change in Nails o Water intake daily
0 Anemia o Headaches o Vegetarian Diet
o Fatigue/Malaise o Seizures 0 Breast/Penile Implants
o Ears 0 Dizziness/Fainting o Cardiac Pacemaker
o Eyes o Weakness o AdverseVaccine
o Nose o Stroke Reactions
o Hemorrhoids o Head Trauma o Adverse Drug Reactions
o Hernia o Joint Stiffness o Cancer
o Nausea/Vomiting O Muscle Cramps/Spasms When You Were Born:
o Peptic Ulcer 0 Muscle Wasting o Natural/Home Birth
o Indigestion/Heartburn o Neck Pain o C-section/Forceps/etc.
o Other Digestive Issues o Mid Back Pain o Fetal Complications
o Heart Disease o Low Back Pain
o High Blood Pressure o Sacroiliac Pain Family History:
o Chest Pain/Discomfort o Tailbone Pain
o Vascular System o Arm Pain o Diabetes
o Urinary System o LegPain o Thyroid Disease
o Urinary Tract Infections o Fractures/Dislocations o Tuberculosis
o Reproductive System o Sprain/Strains o Kidney Disease
o Change in Sex Drive 0 Anxiety o High Blood Pressure
o HIV Positive o Depression o Heart Disease
o STDs o Psychotherapy o Stroke
0 Menstrual Cramping o Psych Medications o Musculoskeletal
o Menopause (ie Prozac, Ritalin, etc.) Disease
o PMS o Use of Prescription Drugs o Cancer
o Hysterectomy 0 Use of Recreational Drugs o Psychological
o Birth Control Usage o Smoking Disorders

I clearly understand and agree that I am personally responsible for payment at the time of my visit of any and all
services rendered to me. I understand and agree that health and accident insurance policies are an arrangement
between the insurance carrier and myself, therefore I am responsible for payment. If, in the event my insurance pays
the office, the payment will be credited to my account upon receipt. I, the undersigned, affirm that the above is true
and correct, and I consent to chiropractic care in this office.

Patient's signature:

Date:

(Parent/Guardian's signature, if patient is under 18 years of age.)
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