
WELCOME 
OPTIMUM HEALTH THROUGH CHIROPRACTIC CARE 

 
Patient Information 

Thank you for choosing our practice for your chiropractic needs.  Please complete this form in ink. 
If you have any questions or concerns, do not hesitate to ask for assistance.  We will be happy to help. 

 
 

Name________________________________________________Date____________Patient No.__________ 
  First  MI  Last 
 
Address______________________________________City_________________State______Zip__________ 
 
Sex:  ___Female ___Male  S/S_______-______-_______     Birth date___________________ 
 
Home Phone #__________________________  Employer_________________________________________ 
 
Employer Address__________________________________City________________State______Zip_______ 
 
Occupation___________________________ Name of Supervisor_______________________________ 
 
Work Phone #_______________      Cell Phone #_____________     email ____________________________ 
 
Do you prefer to receive calls at: Home___ Work___ Either___ 
 
Are you: ____Minor ____Married ____Divorced ____Widowed ____Single ____Separated 
 
Spouse’s or Parent’s Name___________________ Workplace _______________Work Phone #___________ 
 
Whom May We Thank For Referring You To Us?_________________________________________________ 
 
Person to Contact In Case of Emergency____________________________ Phone #____________________ 
 
 
Responsible Party 
 
 
Name of Person Responsible for this account?___________________________________________________ 
 
Relationship to Patient______________________________ Phone #_________________________________ 
 
Address__________________________________ City____________________ State______ Zip__________ 
 
 
Insurance 
 
 
Insured’s Name _________________________________  Insured’s Date of Birth_______________________ 
 
 
 
 



Symptoms 
 
Reason for Visit_________________________________________ Is the condition getting progressively worse?__________________ 
 
When did you first notice the symptoms? _____________________ Where is the problem located?_____________________________ 
 
     PLEASE INDICATE PRECISELY THE AREA OF YOUR SYMPTOM 
     USING “XXX” ON THE FIGURE TO THE LEFT 
 
     Which activities are difficult to perform?  ___Sitting  ___Standing  ___Walking   
 
       ___Bending  ___Lying Down  ___Other 
 
     Type of Pain:  ___Sharp  ___Dull  ___Throbbing  ___Numbness  ___Aching 
 
     ___Shooting  ___Burning  ___Cramps  ___Swelling  ___Tingling  ___Stiffness  ___Other 
 
Rate the severity of your pain. (1 Mild pain or discomfort, to 10, sever pain):    1       2       3       4       5       6       7       8       9       10 
 
Is the Pain constant or does it come and go?________________________________________________________________________ 
 
What treatment have you already received for your condition?    ____Medication     ____Surgery    ____Physical Therapy    ____Other 
 
Name & address of other doctor(s) who have treated you______________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Dates of last exams ____________________ List any surgeries & dates they occurred______________________________________ 
 
Please list all medications you are currently taking:________________________________________ Allergies:___________________ 
 
 

Daily Habits 
 
 
What type of exercise do you perform on a daily basis?   ___None   ___Moderate   ___Heavy 
 
What do your daily work habits include? (Ex: Sitting, Standing, Light Labor, Heavy Labor, Computer) ___________________________ 
 
What Vitamins do you currently take?______________________________ Nutritional Supplements (if any) _____________________ 
 
Do you smoke?  ____Yes ____No  How much per day?___________________ 
 
How much liquor do you consume on a weekly basis? ________________________ 
 
How much coffee or caffeinated beverages do you consume on a daily basis? _______________________ 
 
 
Authorization 
I certify that I have read and understand the above information to the best of my knowledge.  The above questions have been 
accurately answered.  I understand that providing incorrect information can be dangerous to my health.  I authorize the chiropractor 
to release any information including the diagnosis and the records of any treatment or examination rendered to me or my child during 
the period of such chiropractic care to third party payers and/or health practitioners.  I authorize and request my insurance company 
to pay directly to the chiropractor or chiropractic group insurance benefits otherwise payable to me.  I understand that my 
chiropractic insurance carrier may pay less than the actual bill for services.  I agree to be responsible for payment of all services on 
my behalf or my dependents. 
 
 
X_______________________________________________________________________________________ 
 Signature of Patient (or Parent if a minor)     Date 




