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DIAMOND STATE CHIROPRACTIC 
1101 Twin C Lane, Suite 201, Newark, DE 19713  302-892-9355  

Date: __________________ 
 
Name: __________________________________________ Date of Birth: _______________________ 
Address: _____________________________ City: ________________ State: ______  Zip: ________ 
Home Ph #: ________________  Cell #: __________________  Work Ph #: ________________ 
Can we call you at home? _______ Can we leave a message? ________ Can we call your work? ______ 
Place of employment: _________________________ 
Name of spouse: ______________________ Spouse Date of Birth: _________  
Employment of spouse: ________________________ 
Name of Insurance Company: ____________________________________________ 
Primary person responsible: ______________________________ 
 
Family Doctor: _______________________ PH#: _________________ 
 
Is this visit due to a car accident?     □ Yes   □ No 
Is this visit due to a work accident?  □ Yes   □ No 
 
Reason for your visit today? ____________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
Other complaints: ______________________________________________________________ 
_____________________________________________________________________________ 
How did this condition develop and when? __________________________________________________ 
_____________________________________________________________________________________ 
Similar problem before? If yes explain: _____________________________________________________ 
_____________________________________________________________________________________ 
X-RAYS/MRI’s: _________________________ Where? _________________________ 
Past Chiropractic? _________________________ Where/When? __________________________ 
Medications: ____________________________________________________________________ 
Past Surgeries unrelated and related to current problem? Pleased list all: __________________________________      
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 
Pregnant: □ Yes   □ No  Last Menstrual Cycle _______________ 
Smoker: □ Yes   □ No How many packs/day/week? _______________________________________________ 
 
Name/Address/Ph# of Next of Kin: _____________________________________________________ 
 
Fees are payable at the time of any and all services, unless other arrangements have been made in advance. 
I understand that I am responsible for all bills incurred in this office. 
I have read the above and understand and have answered truthfully. 
 
Patient Signature: _________________________________ Date: _____________  
Social Security No: ___________________ 
Email: __________________________________ (for promotions and specials) 
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OVER► 
DIAMOND STATE CHIROPRACTIC:                    Patient Name : ____________________ 
                                                                                        Date: _________________ 

SYSTEMS CHECK:  
Please circle if you have had or have any of the following problems: 

GENERAL                                                                 
Headaches                                                                Alcoholism                                                                    
Joint pain                                                                  Cancer 
Fever/Chills                                                              Tuberculosis                       SURGERIES: ___________________ 
Dizziness/Fainting                                                    Hepatitis                             _______________________________ 
Seizures                                                                     Thyroid                              _______________________________ 
Night pain/Loss of Sleep                                           Diabetes 
Abnormal Weight Loss/Gain                                    Blood disorders            Please list any other diseases or   
Tremors                                                                     Arthritis                       conditions not listed?  _____________  
HIV/AIDS                                                                                                    ___________________________________ 
                                                                                                                        
EAR/NOSE/THROAT 
□ No   
□ Yes Explain ___________________________________________________________ 
 
CARDIO-VASUCULAR PROBLEMS (HEART) 
□ No   
□ Yes Explain ___________________________________________________________                                                                      
 
SKIN CONDITIONS 
□ No   
□ Yes Explain ___________________________________________________________ 
 
RESPIRATORY PROBLEM (LUNGS

□ Yes Explain ______________________________________ 

)                                                       Please Mark Area of Complaint 
□ No   

 

□ No   
URINATION OR DIGESTIVE PROBLEMS                              

□ Yes Explain ______________________________________ 
 

Menstrual pain 
WOMEN ONLY 

Previous miscarriage                              
Breast lumps 
Menopausal Symptoms 
Pregnant □ No  □ Yes  
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