
In order to provide you the besl possible core, pleose complete lhis form
ond bring it lo your first oppointment. All informotion is slrictly CONFIDENTIAL.

Potieni Doto
First Nome

* Your emoil will NOT be shored with ony 3d porties, ond is used for occosionol office onnouncements ond promolions.

Moilino oddress

Age I lBirth Dote

Moriiol Stotus Spouse's Occupotion

Spouse's Heolth Stoius

Emergency Contocl

Current Comploints
Noture of tnjury: I Automobile* flwork E other

Dote of lnjury Dote sympioms oppeored

Hove you ever hod some condiiion? O ruo O yes tf yes, when?

List of otlrer proclilioners seen for this injury/condition

Hove you ever been under chiroproctic core? e No O yes

lf yes, pleose describe f

lnsuronce lnforrnotion

Nome of porty responsible for poyment

Do you hove heolth insuronce? O trto
* lf on outo occidenl, pleoseplovide:
lnsuronce Compony Nome Contoct Person

Phone: Cloim #

Nome of compony

Signolures

Nome of the insured
I understand and agree that health/accident insurance policies are an arrangement between an insurance carrier
and myself. I understand and agree that all services rendered to me and charged are my personal
responsibility for timely payment. I understand that if I suspend or terminate my careltreatment, any fees for
professional services rendered to me will be immediately due and payable.

Potient's signoture Dote
DoteSpouse's or guordion's signoture
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Medicol Hislory
Hove you been treoted for ony conditions in the lost yeor? Q No O yes

lf yes, pleose describe

Dote of lost physicol exom ls ihere o chonce thot you ore pregnonta Q no

Hove you hod X+qys token? O ilo O yes If Yes. where?
Whoi medicotions ore ino ond for whot conditions ond omounts. etc)l

Whot vitomins, min Pleose list for whot conditions, doso

Q ves

Hove vou ever: No Yes Brieflv Exploin

Broken bones?
Been hospitolized?
Been in on ouio occident?
Hod Sproins/Stroins?
Been struck unconscious?
Hod surgery?

oooooooooooo

No ()Yes
O t"to O yes

O ruo Oves
O ruo Oves
O ruo Oves
O No Oves
O ruo Oves

Do you experience poin every doy?
Do your symptoms interfere with doily life?
Does poin woke you up of night?
Are your symptoms worse during certoin iimes of the doy?
Do chonges in weoiher offect your symptoms?
Do you weor orthotics?
Do you toke vitomin supplemenis?

Hobits None [ioht Moderote Heovy
Alcohol
Coffee
Tobocco
Drugs
Exercise
Sleep
Appetite
Soft Drinks
Woter
Solty Foods
Sugory Foods
Artificiol Sweeteners
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Pleose use the following letters to indicote TYPE ond
LOCATION of the symptoms you currently ore experiencing.

A=Ache O=Other
B=Burning P=Pins & Needles
N=Numbness S=Stobbing

;Ii*tr
aLJt

qf

lerosis
thritis

sthmo
Poin
f Lump

Eosily
oncer
hest Poin/Conditions

d Extremities
on

omps

tes
Problems

Ring
Menstruotion

Poin or Difficulties

equeni Urinotion
che

Blood Pressure
Floshes

lor Heort Beot
lor Cycle

ney lnfection
ney Stones

of memory
of bolonce
of smell

oss of toste
ln Breost

eck Poin or Stiffness
eryousness
osebleeds
cemoker

Posture
Trouble

of breoth
s lnfection

problems or lnsomnio
Curvotures

of onkles
Joinis
Condition

erculosis

oricose Veins
enereol Diseose

Eother:
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