
Patient 
Doctor 
Date __________ Case# ______ __ 

Our Office 

Name _____________ __ Preferred name ___________ _ 
Address _______________________________ _ 

City/State/Zip ___________________________ __ 

Phone #s (home) (cell) _____________ __ 

Is it okay to contact you at work? 0 no 0 yes Work # ____________ _ 
E-mail address _________ Web site _______________ __ 

SS# Birthdate _________ Age _____________ _ 

Occupation Employer _______________ __ 

Marital status 0 single 0 married 0 separated o divorced o widowed 
Spouse's name ________ __ Phone#(s) _______________________ ___ 

Children's names and ages ________________________ _ 

Do you have any pets? 0 no 0 yes If yes, please tell us what kind(s) _____ __ 

Emergency contact: Name ________________________ _ 

Relationship Phone #(s) _____________ _ 
Favorite hobbies or interests _______________________ _ 

What Brings You Here? 
Have you ever had chiropractic care before? o no 0 yes 
If yes, please tell us the doctor's name ___________________ __ 

Were you pleased with your care? o no 0 yes 
How did you find out about our office? ___________________ __ 

Is this appointment related to 0 work o sports o auto 
o personal injury o other _______ _ 

When did the incident occur? _______________________ _ 

Attorney (if applicable) ___________ Phone __________ _ 

Are you receiving care from other health professionals? o no 0 yes 
If yes, please name them and their specialty _________________ _ 

Please list any drugs or medications you are taking 

Please list any vitamins/herbs/homeopathics/other you are taking 

Are you pregnant? o no 0 yes If yes, what month? 

This form contmues Please turn the page 



Current Health 
What are your most pressing health concerns? ______________________ _ 

Forhowlong? _________________________________________________________________ __ 

Is it o getting worse o improving o intermittent 

o constant o can't say 

Where is the problem? Please use the illustrations and lines below to explain. 

Do you have 

Is your pain 

" 

o pain 

o sharp 

Are your symptoms 

affected by 

o Front 

o Back ______________________________ _ 

0 numbness 0 tingling 0 aches 

0 dull 0 throbbing 0 constant 

0 sitting 0 standing 

0 bending 0 lying down 

o intermittent 

0 walking 

0 weather 

Please explain ____________________________________ _ 

Do you feel 

Do your symptoms 

interfere with 

0 

0 

0 

0 

cramps 
swelling 

work 
day-to-day activities 

0 burning o other 

0 stiffness 

o sleep o other 
o play 

Please explain ____________________________________ _ 

On a scale of 1-10 (I least, 10 most), please rate: 

The severity of your symptoms 1 2 3 4 5 6 7 8 9 10 
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