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First Name: ____________________________	Last Name: ____________________________	 Middle Initial: _______	Adult Patient Information
Confidential Patient Information

Street address: _________________________	City, State, Zip: ______________________________________________
Cell Phone: ____________________________	Other Phone: _______________________________________________
Email: ________________________________	SS#: _____-___-_____		DOB:   __/__/__		Age:  ________
Marital Status: _________________________	# of Children:  ______		Weight:  _________	Height: ______
Emergency Contact:  ____________________	Relation: ________________	Emergency Phone: (____) ____-______
Occupation:  ___________________________	How did you hear about us? ___________________________________
Who is your primary care physician? __________________    Date and reason for last doctor visit: __________________
Are you receiving care from any other health professionals?     Yes     No
- If yes, please name them and their specialty: ____________________________________________________________
Please list any drugs/medications/vitamins/minerals/herbs/other that you are taking:
__________________________________________________________________________________________________Current Health Conditions


What health condition(s) bring(s) you to be evaluated by a chiropractor? _______________________________________
 __________________________________________________________________________________________________
When did the condition(s) begin? _________________	How did the problem start?   Suddenly   Gradually   Post-injury
Have you ever received treatment for this condition before?   Yes   No
- If yes, please explain: _______________________________________________________________________________
Is this condition:     Getting worse	Improving	Intermittent	   Constant	Unsure
What makes the problem better? ______________________________________________________________________ What makes the problem worse? ______________________________________________________________________Health Goals for You


What are your top 3 health goals?			What would you like to gain from chiropractic? (Circle)
1.________________________________________			Resolve existing condition
2.________________________________________			          Overall wellness
3.________________________________________				      Both
Have you ever visited a chiropractor?   Yes   No       If yes, what is their name? __________________________________
What is their specialty?   Pain relief    Physical Therapy & rehab   Nutritional   Subluxation-based   Other
Do you have any health concerns for any other family members today? ________________________________________
 __________________________________________________________________________________________________
Traumas: Physical Injury History


Have you ever had any significant falls, surgeries, or other injuries as an adult?    Yes    No
- If yes, please explain: _______________________________________________________________________________ __________________________________________________________________________________________________ __________________________________________________________________________________________________
Notable childhood injuries?   Yes    No    If yes, please explain: ________________________________________________
Youth or college sports?    Yes    No    If yes, please explain:  __________________________________________________
Any auto accidents?    Yes    No    If yes, please explain:  _____________________________________________________
Exercise frequency?     None    1-2x/wk    3-5x/wk    Daily     Type(s) of exercise: __________________________________
How do you normally sleep?    Back    Side    Stomach      Do you wake up:     Refreshed and ready      Stiff and tired
Do you commute to work?    Yes    No     If yes, how long is your commute? _____________________________________
List any problems with flexibility (Ex. Putting shoes on, washing your back, etc.) _________________________________ __________________________________________________________________________________________________
How many hours/day do you spend sitting at a desk, on a computer, tablet, or phone?  ___________________________Toxins: Chemical & Environmental Exposure


Do you consume alcohol?    Yes    No    If yes, how much?  ____  /    Day   Week   Month        Wine      Beer    Liquor
How much water do you drink? ____ oz / Day	How much coffee/caffeinated drinks do you consume?  ____ oz / _____
Do you drink soda/sweetened beverages?   Yes    No     If yes, how much?   ____ oz /   Day    Week
Do you smoke?    Yes    No   If yes, what/how often/how much?_______________________________________________
Please list any drugs/medications/vitamins/herbs/other that you are taking and why: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please describe your diet and list any dietary restrictions/intolerances/allergies: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Thoughts: Emotional Stresses & Challenges


Please rate your stress levels for the following subjects from 1-5 (1 = None, 3 = Moderate, 5 = High):
             Home _____	Work _____	Social _____	Money _____	Health _____	Family _____
Is there any other information about you that may affect your treatment?
____________________________________________________________________________________________________________________________________________________________________________________________________Acknowledgement & Consent



Patient Signature: ________________________________________________________	Date: _____________________
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