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PATIENT INFORMATION        Date____________________ 
 

Name_____________________________________________________________________________________________  
                   First    Middle Initial    Last 

⃝male     ⃝female         DOB______/______/______      Age_________        ⃝single     ⃝married     ⃝divorced 
   

SS#___________________________  X Emergency contact__________________________ Phone__________________ 
 

Cell Phone___________________________________ Email_________________________________________________ 
                                                        

Home Phone_______________________________ Preferred method(s) of communication?   ⃝cell   ⃝email  ⃝home 

 

Occupation________________________Employer_______________________Work Phone________________________ 
 

At work, do you experience:    ⃝sitting    ⃝standing    ⃝light labor    ⃝heavy labor 
 

Home Address 1______________________________________ Home Address 2_________________________________ 
 

City________________________________________________ State____________ Zip___________________________ 
 

Whom may we thank for referring you?__________________________________________________________________ 
 

INSURANCE 
Subscriber’s name, if other than you?__________________________ Relationship to Patient______________________ 
                      

Insurance Co._____________________________________________ Additional or secondary Insurance?    ⃝yes    ⃝no 
 

Group #________________________________________________ ID#________________________________________ 
 

ACCIDENT INFORMATION 
Is condition due to an accident?   ⃝yes   ⃝no    Date of injury______________ Attorney name_____________________ 
 

Type of accident:  ⃝auto  ⃝work  ⃝home   Did you report accident to: ⃝auto insurance  ⃝work comp ⃝supervisor 
 

Case Manager_________________________________ Phone_________________________ Case #_________________ 
 

PATIENT CONDITION/PAIN SCALE 
 

Reason for visit:_____________________________________________ Date symptoms began:_____________________ 
                                Least pain                                              Severe pain                                                                                                                                                                                                                                                                                                                                                         

Is condition getting progressively worse?   ⃝Yes    ⃝No               Rate severity of pain:   1    2    3    4    5    6    7    8    9    10 
                        

Type of pain  ⃝aching     ⃝burning    ⃝cramping     ⃝dull            ⃝numbness     ⃝other 

                        ⃝sharp       ⃝shooting       ⃝stiffness       ⃝swelling     ⃝throbbing      ⃝tingling         
 

How often do you have this pain?      ⃝constant       ⃝comes and goes       ⃝daily 
 

Does it interfere with:      ⃝work       ⃝sleep       ⃝daily routine       ⃝recreation 
 

Painful activities:     ⃝sitting       ⃝standing       ⃝walking       ⃝bending      ⃝lying down 
                                                                                                                                                                                                                      

HEALTH HISTORY/WELLNESS                                                                                                                                       

Have you ever been to a chiropractor before?   ⃝yes     ⃝no                        Mark “X” for pain, numbness or tingling                  
Do experience a high level of stress?   ⃝yes    ⃝no 

What treatment have you already received for your condition?   ⃝medication     ⃝surgery    ⃝PT    ⃝chiropractic care 
 

Name & number of Primary Care Physician_______________________________________________________________ 
 

Date of:   blood test___________ chest x-ray___________ dental x-ray__________ MRI, CT-scan, bone scan__________  
   physical exam__________ spinal exam__________ spinal x-ray__________ 
 

Injuries/Surgeries you have had:   ⃝accidents/falls   ⃝head injuries    ⃝broken bones  ⃝dislocations   ⃝surgeries 
                                              Dates:   ______________    ____________    _____________   ___________    _____________  
    

                                   Description:  _______________________________________________________________________ 
Please check symptoms you currently have: 
   ⃝balance impairment    ⃝burning eyes    ⃝depression    ⃝headaches    ⃝lightheadedness     ⃝loss of concentration 
   ⃝loss of memory            ⃝nausea               ⃝ringing/buzzing in ears          ⃝vertigo           ⃝visual/sensory disturbance 

    Spouse 

 



Please check conditions or symptoms you currently have or have had in the past: 
⃝ AIDS/HIV ⃝ Diabetes ⃝ Jaw Pain/TMJ ⃝ Rheumatoid Arthritis 

⃝ Anemia ⃝ Emphysema ⃝ Kidney Disease ⃝ Rheumatic Fever 

⃝ Anorexia ⃝ Epilepsy ⃝ Liver Disease ⃝ Scarlet Fever 

⃝ Appendicitis ⃝ Glaucoma ⃝ Mononucleosis ⃝ Stroke 

⃝ Arthritis ⃝ Goiter ⃝ Multiple Sclerosis ⃝ Thyroid Problems 

⃝ Asthma ⃝ Gout ⃝ Osteoporosis ⃝ Tuberculosis 

⃝ Blood Clots ⃝ Heart Disease ⃝ Pacemaker ⃝ Tumors, Growths 

⃝ Breast Lump ⃝ Hepatitis ⃝ Parkinson's Disease ⃝ Ulcers 

⃝ Bronchitis ⃝ Hernia ⃝ Pinched Nerve ⃝ Varicose Veins 

⃝ Bulimia ⃝ Herniated Disk ⃝ Pneumonia ⃝ Whiplash 

⃝ Cancer ⃝ Herpes ⃝ Polio ⃝ Other:_______________ 

⃝ Cataracts ⃝ High Blood Pressure ⃝ Prosthesis ⃝ ____________________ 

⃝ Chemical Dependency ⃝ High Cholesterol ⃝ Psychiatric Care ⃝ ____________________ 
 

DIETARY/LIFESTYLE INTAKE SUMMARY                    

How many servings of fruit do you consume per day? _____  
How many servings of vegetables do you consume/day? _____  
How many servings of protein do you consume/day? _____ 
How many servings of bread/crackers/pasta do you consume daily? _______  
Do you consume artificial sweetners?   ⃝yes    ⃝no   If yes, what brands?__________________________ 
Do you consume fast food?   ⃝yes   ⃝no   If yes, what do you typically eat?____________________________________ 
Do you eat breakfast?    ⃝yes   ⃝no   If no, what time is your first meal of the day? __________ 
Do you drink coffee/caffeine?    ⃝yes    ⃝no   If yes, how many cups per day? _______ 
Do you consume alcoholic beverages?    ⃝yes    ⃝no   If yes, how many per week? _______ 
Do you smoke?    ⃝yes    ⃝no   If yes, how many packs per day? _______  
Do you exercise?    ⃝yes    ⃝no   If yes,     ⃝daily    ⃝# days per week_______     ⃝moderate    ⃝heavy 
Do you have any allergies?    ⃝yes   ⃝no   If yes, type(s):____________________________________________________ 
Females:  Are you pregnant?    ⃝yes    ⃝no 
Do you take any medications?  ⃝yes   ⃝no   If yes, type and taking for:________________________________________ 
__________________________________________________________________________________________________ 
Do you consume dietary supplements?    ⃝yes    ⃝no   If yes, please list all of them below.  Additionally, please bring 
them in so we can check for ingredients that are not healthful or may have contraindications with medications. 
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
Please indicate the areas of health that you want to improve: 
      ⃝anti-aging support       ⃝improve blood work       ⃝improve digestion       ⃝improve general health        
      ⃝lose weight                   ⃝more energy                   ⃝prevent problems        ⃝sleep better 
 

IDENTIFYING YOUR HEALTH GOALS  To help our office understand your wellness goals and give you the type of care that 
you want, please use this chart to answer the questions below.     
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1. What number best describes how you feel about your health today? __________ 
2. Based on where you are today, what health goal number do you want to achieve in the future? __________ 

 
NOTE:  In our commitment to your health, our office provides our patients with access to free online resources for education, 
science and wellness support.  We will create your login ID and provide access information.  Please indicate which free wellness 
classes you wish to be informed of:    ⃝Health Reality Check ⃝The Meaning of Essential Nutrients    ⃝Creating Optimal Health  
    ⃝Customizing Your Health Plan     ⃝Healthy Age Management     ⃝Genetics & Health    ⃝Healthy Weight Loss     ⃝Other 
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