
 

PERSONAL INFORMATION 

Name: ___________________________________________ Age: ________ Date:  __________________ 

Address: ___________________________________ City/State/Zip: ______________________________ 

Phone # (Home or Work): (____) ______-_____________   Cell Phone #: (____) ______-______________ 

Email: ___________________________________________________ Sex: ________ DOB:____________ 

Marital Status: Single Married      Divorced Widowed       

Number of Children? _____ How Many at Home? _____ Names & Ages:  __________________________ 

Employed:     YES NO Profession and Employer?  _____________________________________ 

 

 

YOUR HEALTH 

What brings you into the office?  Please briefly describe your chief complaint. 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

When did this problem start? Was there an injury? ___________________________________________ 

_____________________________________________________________________________________ 

Has this problem impacted your daily activities? _____________________________________________ 

Are your symptoms constant or intermittent? _______________________________________________ 

Rate the severity of your pain. (1= mild 10= worst imaginable) __________________________________ 

Since the problem started, it has… ______ Stayed the Same ______ Gotten Better ______ Gotten Worse  

Does anything help alleviate the pain? If so please explain. _____________________________________ 

_____________________________________________________________________________________ 



Does this interfere with your: _____Work  _____Leisure  _____Sleep  _____Sports  ______Other 

Have you seen other doctors for this condition? ________ Chiropractor ________ MD ________ Other 

Name/Address: ________________________________________________________________________ 

Date__________________ What was the diagnosis? __________________________________________ 

 

Name/Address: ________________________________________________________________________ 

Date: _________________ What was the diagnosis? __________________________________________  

 

 

GENERAL HISTORY 

Please list all medications (both prescription and non-prescription) you are currently taking and why: 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Have you had any surgeries or hospitalizations? ______________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

What do you do for a living? _____________________________________________________________ 

Have you ever experienced any work related injuries? ________________________________________ 

Have you ever experienced any falls or auto accidents? _______________________________________ 

 

On a scale of 1-10 (1 being very poor and 10 being excellent) rate your:  

 

Eating habbits: ______  

Exercise habits: ______ 

Sleep: ______ 

General Health: ______ 

Mind-set: ______ 

 



 

 

If there is a need for dietary changes would you like to know?   YES  NO 

If there is a need for specific exercises would you like to know?  YES NO 

If there is a need for support in the psychological/mind/body/stress 
Dimension of health would you like assistance?     YES NO 
 

Please circle all symptoms you have ever had, even if they do not seem related to your current 
problem:  

Headaches  Pins and needles in legs  Fainting   Neck pain 

Loss of smell  Pins and needles in arms Back pain  Loss of balance 

Dizziness  Buzzing in ears   Ringing in ears  Nervousness 

Loss of taste  Numbness in fingers  Numbness in toes Upset Stomach 

Fatigue   Depression   Irritability  Tension 

Difficulty Sleeping Stiff Neck   Cold hands  Cold feet 

Diarrhea  Constipation   Fever/Chills  Hot Flashes 

Cold Sweats  Sensitivity to light  Urinary Problems Heartburn 

Mood swings  Menstrual irregularity  Menstrual pain   Ulcers  

 
I consent to a professional and complete chiropractic examination and to any radiographic examination 
that the doctor deems necessary. I understand that any fee for service rendered is due at the time of 
service and cannot be deferred to a later date.  
 
 
Signature:____________________________________________________ Date: ___________________ 
 
 
Thank you for filling out this for and taking the first step towards Wellness!  
 

 


