Confidential Patient Information


Please complete this questionnaire. This confidential history will be part of your permanent records.

Last Name ____________________________________ First Name______________________________
Address______________________________________City__________________________Zip________

Soc. Sec. #__________________Home Phone___________________ Cell Phone ___________________
Marital Status   M S D W   Date of Birth _________________ Sex M  F     Spouse___________________
Occupation_______________________________Employer_____________________________________
Emergency Contact:____________________________________ Phone #__________________________

Who referred you to us? ___________________How else did you hear about us?____________________

Surgeries, Prosthetics or Other Injuries: _____________________________________________________

_____________________________________________________________________________________

Do you have a family physician?     Name ___________________________________________________
Have you ever been to another Chiropractor?  Y     N   Reason: __________________________________

Do you feel you have a good understanding of what Chiropractic is and how we treat?  Y     N
Medications, Vitamins: __________________________________________________________________
Do you Smoke?  Y     N    How often / how much? _________________ How long? _________________
Do you or other family members have a history of any of the following?

Arthritis

                                   Osteoporosis

 
Asthma


                                   Flat Feet 

 
Cancer


                                   Fibromyalgia

 
Diabetes

                                   Scoliosis

 
Heart Disease

                                   Hernia    

 
Hypertension

                                   Herniated Disc

 
Hypoglycemia

                                   Stroke    

 
Kidney Disease

                                   Vascular Disease
 
Depression

                                   Multiple Sclerosis
 
Marfan Syndrome
                                   Prostate disease

 
Last Known:  Height ___________ Weight ___________Have you recently gained or lost weight?  Y   N
For Women:  Pregnant?   Y     N   What Trimester? ______ Children, Ages________________________
I certify the statements above to be true and correct to the best of my knowledge.
_________________________________________________________                 ___________________
                              Patient or Guardian Signature                                                                    Date 
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