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CHIROPRACTIC
CLINIC



Welcome To Our Office!  



 



File #
Today’s Date          /          /

Name   






             Preferred Name   





First

     Middle

Last
Address    







 





City   





       State 

       Zip Code   




Primary Phone 




   Email 






 
Date of Birth          /          /
   Age             Gender (Check one)  ( Male    ( Female    ( Unspecified
Employment Status (Check one)  ( Employed  ( Unemployed  ( Retired  ( Student  ( Stay-at-home  ( Disabled
Occupation   



   Employer   






 
If retired, what was your previous occupation? 









Race   (Check one)

( White       ( Hispanic      ( Black/African American
( Asian
( American Indian/Alaskan Native 
( Other 



( Choose not to specify
Preferred Language  



Ethnicity (Check one)
(Not Hispanic or Latino
      ( Hispanic or Latino         ( I choose not to specify  
Marital Status (Check one)  ( Single
( Married
( Partnered
   ( Divorced
  ( Widowed
Number of Children & Ages: 










Spouse’s Name   




      Date of Birth 
   


     
Occupation  




    Spouse’s employer 




   
Emergency contact 


 Phone Number 


 Relationship 



How did you hear about us ( Family  ( Friend  ( Co-worker  ( Clinic Website  ( Google  ( Social Media  

If you were referred by a person, may we thank them? ( Yes  ( No   Person’s Name 

      


Were you referred by another physician? ( Yes  ( No   Doctor’s Name 

      



Previous chiropractic care? ( Yes  ( No   Chiropractor’s Name 


      



If yes, for what problem? 





    Date of Last Adjustment          /          /

Signature of Patient  
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      Signature of Parent/Spouse/Guardian 




       (OVER)
Reason For This Visit  



 



File #
Today’s Date          /          /


Is today’s visit due to a work-related injury or auto accident? ( Yes ( No  (If yes, see receptionist for additional paperwork)
What type of care are you interested in?
( Pain Relief  ( Complete Resolution of Current Condition  ( Improved Athletic Performance  ( Healthy Lifestyle/Wellness  
Primary complaint 

   




         Mark location of pain or symptoms:
Secondary Complaint   








What level of intensity would you rate your pain?
(No Pain)   0    1    2    3    4    5    6    7    8    9    10 (Severe)
Please select all that apply:

( Achy  
( Burning       ( Cramping     ( Deep  
  ( Dull
( Numbness
( Radiating     ( Sharp  
        ( Shooting   ( Soreness
( Stabbing  
( Stiff             ( Throbbing   ( Tightness   ( Tingling
Frequency of symptoms? ( Constant  ( Frequent  ( Intermittent  ( Occasional  
When did your symptoms start? 





    
Was the onset …     ( Gradual  ( Sudden
Is your pain …    ( Increasing  ( Decreasing  ( Not changing  ( Variable
How did you injure yourself?  










What makes your symptoms worse?  









What makes your symptoms better?  









Have you ever experienced this in the past?  ( Yes  ( No 







How does this affect your personal life? (selfcare, housework, relationships) 





How does this affect your work life? (missed days, inability to lift, stand, sit)  





Does this effect your sleep?  ( Yes  ( No 









Page 2




Patient Name  






 
Reason For This Visit  



 



File #
Today’s Date          /          /


What home remedies have you tried? (ice, heat, stretching, massage)  






Have you seen another doctor or chiropractor for this complaint?  ( Yes  ( No 




If yes, what tests were done and what treatments were performed?  (X-rays, MRI, CT)




Have you experienced any of the following symptoms along with this complaint:
( Fever/Chills ( Night sweats ( Change in bowel or bladder function ( Unexplained weight loss, fatigue, or blood loss
( Dizziness/Vertigo   ( Visual disturbances   ( Speech alterations   ( Weakness in arms or legs
Does this affect any of the following tasks?
( Bathing/Showering

( Bending forward
( Driving

( Cleaning 


( Brushing teeth

( Bending left

( Golfing

( Yard work
( Drying hair


( Bending right

( Exercising

( Mowing lawn
( Combing hair

( Carrying objects
( Hobbies

( Raking leaves
( Getting in/out of bed

( Getting up from chair
( Playing sports

( Taking out trash
( Going to bathroom

( Sleeping

( Kneeling

( Doing laundry
( Standing


( Leaning back

( Reaching

( Picking up kids
( Sitting


( Lifting objects

( Twisting
 
( Eating
( Walking 


( Stair stepping 

( Swimming 

( Preparing meals
( Putting on pants

( Putting on shirt 
( Putting on shoes 
( Other 

Patient Specific Functional Scale
Please list two activities that are currently limited because of your symptoms. Rate them on a scale from 0-10. 
(0 being unable to perform activity and 10 being able to perform activity at same level as before injury)

1.  








    Rating (0-10) 



2.   








    Rating (0-10) 
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Patient Name  





   (OVER)
Health History   



 



File #
Today’s Date          /          /

Have you ever … If yes, please list what and when
Had any significant falls, slips or injuries? 



                             



Been knocked unconscious? 










Been in a car accident? 











Been treated for a spine problem/nerve disorder? 








Fractured/broken a bone? 










List any surgeries  











Been hospitalized for other than surgery? 









Do you have a primary care physician? ( Yes  ( No   Doctor’s Name 

      



Please mark any you currently have or have had previously:

( AIDS


( Cramps

     ( Kidney infection
        ( Sciatica

( Alcoholism


( Depression

     ( Kidney Stone
        ( Shortness of Breath

( Allergies


( Diabetes

     ( Loss of Memory
        ( Sinus infection
( Anemia


( Digestion problems
     ( Loss of Balance
        ( Sleep problems
( Arteriosclerosis

( Dizziness

     ( Loss of Smell 
        ( Spinal curvatures
( Arthritis


( Eye pain/difficulties
     ( Loss of Taste
        ( Stroke
( Asthma


( Fatigue

     ( Migraine

        ( Swelling in ankles
( Back pain


( Frequent urination
     ( Neck pain or stiffness      ( Swollen joints
( Breast lump


( Gout


     ( Nervousness
        ( Thyroid condition
( Bronchitis


( Headache

     ( Nosebleeds

        ( Tuberculosis
( Bruise easily

( Hemorrhoids

     ( Pacemaker

        ( Ulcers
( Cancer


( High blood pressure
     ( Polio

        ( Varicose veins
( Chest pain/conditions

( Hot flashes

     ( Poor Posture
        ( 



( Cold extremities

( Irregular heartbeat
     ( Prostate issues
        ( 



( Constipation


( Irregular menstruation
     ( Ringing in ears
        ( 
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Patient Name  







Additional Heath History 



 



File #
Today’s Date          /          /


Current Weight 
   
Have you recently lost or gained weight?  

    Height 

Are you allergic to any certain mediations? ( Yes  ( No   If yes, please list: 





Do you have allergies? ( Yes  ( No   If yes, please list: 







What non-prescription drugs are you taking? ( None  ( Tylenol  ( Advil  ( Ibuprofen  ( Aspirin  ( 


What vitamins/supplements are you taking?  ( None  ( Multi-vitamin  ( Fish oil  ( Probiotics  ( Other 


Please list your current mediations:




If there are no current medications, check here: (
Medication Name


Frequency 
Dosage


For what condition?

1.  




  








2.  



     
  








3.  



     
  








4.  



    
  








5.  



     
  








Tobacco or Nicotine use?  ( Current  ( Former  ( Never 

Which type?  ( Cigarettes  ( Smokeless  ( Vape
If current, how often do you use: ( Daily   ( Sometimes     
If former, when did you quit? 







Do you consume alcohol? ( Yes  ( No    Number of drinks per day 


Do you consume caffeine? ( Yes ( No ( Coffee ( Soda ( Tea ( Energy Drinks   No. of drinks per day 

Do you exercise? ( No  ( Infrequently  ( Occasionally  ( Regular  ( Avoid due to pain   
Women only: Are you pregnant? ( Yes  ( No  ( Maybe    Number of Weeks 
  Due Date          /          /
 
In general, would you say your health right now is … ( Excellent  ( Very good  ( Fair  ( Poor   
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Patient Name  





   (OVER)
Family Medical History 



 



File #
Today’s Date          /          /


Does a member of your family have, or have they had, any of the following conditions?

 Please list who next to the appropriate condition, and which side of the family: Maternal or Paternal
 (Grandfather, Grandmother, Mother, Father, Brother, Sister, Son, Daughter, etc.)    

( Heart Disease 



       ( Cancer  







( Stroke   




       ( High blood pressure   




3

( Osteoarthritis 



       ( Rheumatoid arthritis 




3

3

( Diabetes 




       ( Other 








Health Insurance Information

    Primary Insurance   (Check one) 









    ( Employer  
( Spouse’s Employer 
 ( Parents Employer
 ( Self Insured
    Name  





  Date of Birth 






    Insurance Company 




  Employer  




 

 Secondary Insurance   (Check one) 

( Employer  
( Spouse’s Employer 
 ( Parents Employer
 ( Self Insured
    Name  





  Date of Birth 






    Insurance Company 




  Employer  
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Patient Name  







