                               

CONFIDENTIAL PATIENT INFORMATION
                              
       Welcome to our practice!  Please complete all questions.  Thank you.

(PLEASE PRINT)








CASE #: 

Name:









      Date:       /      /


  
Address:




Phone: Home(         )         -              Mobile (        )         -          

City, State:




Zip:



      Sex:   M    or
F



Birth Date:      /      /
              Age:

Social Security #:
    -      
-





Marital Status:   M   S   D   W   
Spouse’s Name & Work #:


(     )      -



Children’s Names and Ages:













Favorite Hobbies or Interests:





E-mail:







Employed by:





Address:








Occupation:





Telephone : (      )        -
   Ext:




Person financially responsible for this bill:











Payment is due at time of service.  Method of payment: (check one)
□Cash    □Check     □Credit Card



Who may we thank for referring you? ___________________________________________________________

Please list the problems that brought you here in order of severity:

1. _______________________________________________________ For how long? ____________________
2. _______________________________________________________ For how long? ____________________
3. _______________________________________________________ For how long? ____________________

Is this the result of an auto or work injury? □Yes  □No
If yes, date of accident/injury: _________________
Does the pain spread? □Yes  □No    If yes, where? _______________________________________________

Do you have numbness or tingling? □Yes  □No    If yes, where? _____________________________________

Is there pain when you cough or sneeze? □Yes  □No    If yes, where? _________________________________

Is there pain when you move from sitting to standing? □Yes  □No    If yes, where? ______________________

Do you have headaches? □Yes  □No    If yes, circle all that apply:

Tension            Throbbing            Sinus            Migraine             Other: _________________________________

Other doctors you have seen for this problem: ____________________________________________________

Operations you have had: 1. _____________________ 2. _____________________ 3. ____________________

Serious illnesses you have had: 1. ____________________ 2. ____________________ 3. _________________

Broken bones or dislocations: 1. _____________________ 2. ____________________ 3. _________________
Date of last physical examination: ___________________
Is there any chance you are pregnant? □Yes  □No
Have you ever been diagnosed with cancer? □Yes  □No     If yes, what kind? __________________________

Medication you currently take: ________________________________________________________________

Have you ever been to a chiropractor before? □Yes  □No     If yes, when? _____________________________

Have you had x-rays taken? □Yes  □No     If yes, when? ___________________________________________

Do you smoke? □Yes  □No     If yes, packs per day? _________




OVER (
