
CONFIDENTIAL PATIENT INFORMATION

Name___________________________________________________________Date______________________________
Address_____________________________________City____________________________State______Zip__________
Cell Phone (Primary Phone) (_____)________________E-mail _________________________________ Sex: ▢ M ▢ F   

Marital Status: ▢ Single  ▢ Married  ▢ Divorced  ▢ Separated  ▢ Widow(er)   Birthdate_______________Age______
SS#_________________________________________Driver’s License Number_________________________________
Health Insurance (Name)_____________________________________________________________________________
Business/Employer________________________________Address______________________City__________________
Type of Work_________________________▢ Full or ▢ Part Time Business Phone (_____)_______________Ext.____
Person Responsible For This Account_________________________Referred To This Office By____________________
Nearest Relative Not Living With You_________________________________Phone (______)_____________________
Name of Emergency Contact___________________________Relationship____________ Phone (_____)_____________
Spouse’s Name___________________________________________Birthdate_____________SS#__________________
Spouse’s Employer_______________________________Spouse’s Cell Phone (______)___________________________
What Is Your Major Complaint?______________________________________________________________________
When Did This Condition Begin?___________________Has This Condition Occurred Before?  ▢ Yes   ▢ No
List Any Activities, Accidents or Injuries That Contributed to the Onset of Your Condition_________________________
__________________________________________________________________________________________________
Is Your Condition   ▢ Job Related   ▢ Auto Related  ▢ Home Injury  ▢Fall  ▢Other____________________________
Date Of Accident_____________________________________Time Of Accident________________________________
Have You Reported This Accident To Your Insurance Company, Employer or Auto Insurance?   ▢ Yes   ▢ No
What Activities Aggravate Your Condition?______________________________________________________________
Is This Condition Interfering With  ▢ Work ▢ Sleep ▢ Activities of Daily Living ▢ Other________________________
How?_____________________________________________________________________________________________
Have You Seen Any Other Doctors For This Condition?  ▢ Yes  ▢ No   Doctor’s Name___________________________
Diagnosis______________________________Type Of Treatment____________________________________________
Length Of Care________________Are You Still Under Care?___________Results_______________________________
Do You Wear A Shoe or Heel Lift?   ▢ Yes  ▢ No    Do You Wear Orthotics?  ▢Yes  ▢ No 
List Current Medical Conditions for Which You Are Being Treated Or Suffer From_______________________________
__________________________________________________________________________________________________
Current Medications (Prescription and Over-the-Counter)____________________________________________________
__________________________________________________________________________________________________
Current Supplements (Vitamins, etc.)____________________________________________________________________
Previous Surgeries (Please Provide Dates) _______________________________________________________________
__________________________________________________________________________________________________
Previous Accidents or Injuries (Please Provide Dates) (Especially Those That Relate to Your Current Problem…Falls, 
Broken Bones, Auto Accidents, Head Trauma, Sports Injuries, Etc.)_________________________________________
__________________________________________________________________________________________________
Illnesses and/Or Hospitalizations_______________________________________________________________________
Family History: List Medical Conditions That Your Parents and Siblings Suffer(ed) From__________________________
__________________________________________________________________________________________________
Previous Chiropractic Care  ▢ No  ▢ Yes  Doctor’s Name_____________________________Date of Last Visit_______
Were You Satisfied With Care? ________________________________________________________________________
Family Physician_____________________________________________________________Date of Last Visit________

I understand and agree that all services rendered to me are charged directly to me and that I am PERSONALLY 
responsible for payment.  I also understand that if I suspend or terminate my care and treatment, any fees for 
professional services rendered to me will be immediately due and payable.

Patient’s Signature_______________________________________________Date______________________________
(Legal Guardian, If Minor)




