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

(PLEASE PRINT)

	Name:
	Date:

	Address:
	Home Phone: (       )

	City, State:                                                              
	Zip:
	Email:

	Birth Date:
	Age:
	Sex:  M     F
	Social Security #:           -       -

	Marital Status:    M      W      D      S
	Spouses Name:

	Children’s Names & Ages:

	Favorite Hobbies/Interests:

	Employed by:
	Occupation:

	Address:
	Work Phone: (       )

	Who is responsible for your bill?    (You       (Worker’s Comp     (Auto Insurance    (Medicare

	Method of Payment:          (Cash           (Check           (Insurance

	Referred to this office by:

	Name and Number of Emergency Contact:

	Insurance Company Name:
	ID #:

	Primary Care Physician Name:
	PCP Phone #: (       )


List your chief complaints in order of severity:


Rate your pain 0 no pain to 10 worst
1. ___________________________________ For how long? _______________

___________
2. ___________________________________ For how long? _______________

___________
3. ___________________________________ For how long? _______________

___________
Do you have numbness?  (Yes   (No   If yes, where?____________________________________________

Is there pain when you cough or sneeze?  (Yes   (No   If yes, where?_______________________________
Indicate any function below that aggravate or are aggravated by your condition:  (Check all that apply)

(Walking   (Step Climbing   (Driving   (Working   (Recreation   (Bowel Movements   (Digestion

(Vision   (Breathing   (Sinuses   (Hearing   (Smelling   (Sleeping   (If female, Menstrual  

Other doctors seen for this condition?  (Yes  (No  If yes, who?____________________________________

Have you had same or similar problem(s) before?  (Yes   (No   If so, when? _________________________
Is the condition:  (Job related   (Auto Accident   (Fall   (Home Injury   (Other: ?___________________
Have you ever been to a chiropractor before?  (Yes   (No   If yes, when?____________________________
List operations or hospitalizations you have had, and when: ________________________________________
List serious illnesses you have had and when: ___________________________________________________

Medication you currently take: _______________________________________________________________

Date of last physical examination: __________________  

Confidential:  Please make the doctor aware if you are HIV positive, or if you have any other communicable diseases, ie., TB, Hepatitis.

I certify that the above information is complete and accurate.  If the health plan information is not accurate, or If I am not eligible to receive a health care benefit through this provider, I understand that I am liable for all charges for services rendered and I agree to notify this doctor immediately whenever I have changes in my health condition or health plan coverage in the future.





Patient or Guardian Signature: __________________________________ Date: __________
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