
Name_______________________________ Date___/___/___ Age____ Male / Female 

Address_________________________ City_____________ State____  ZIP______________ 

Phone: Home______________________ Cell __________________ Provider __________ 

Email Address _______________________ Date of Birth ______/______/_____________ 

Occupation _______________________ Employer’s Name ________________________ 

Single / Married / Divorced / Widowed    Spouse’s Name ______________________ 

Number of Children ______   Names, Ages & Gender __________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

Who may we thank for referring you in? ___________________  EVAL COST _______

PLEASE LIST YOUR HEALTH CONCERNS BELOW

Since your problem started, is it

___ ABO8T THE SAME  ___GETTING BETTE5  ___GETTING WO5SE

What makes it worse? ____________________________________________________________________ 

What helps make it better? _______________________________________________________________

Health 
Concerns: List 
Worst First

5ate Severity 
�  Mild
�� 8nbearable

When did this 
episode start?

Did you have 
this condition 
before? when?

Did the 
problem begin 
with an inMury?

Constant or 
Intermittent?

New Patient Forms



Have you seen any other doctors for this condition?

 _____Chiropractor  _____Medical Doctor  _____Other

If so, WHO & WHEN _______________________________________________________________________ 

List Surgeries and Date__________________________________________________________________________

__________________________________________________________________________________________________

List all MEDICATIONS you are currently taking__________________________________________________

__________________________________________________________________________________________________

When was your last Auto Accident?  ___________________________________________________________

Have you had previous chiropractic care? ____YES ____NO  If YES, WHEN & 

WHO__________________

Have you ever Eeen knocked unconscious? ____YES ____NO   

)ractured any Eones?  ____YES ____NO  If YES, 3lease descriEe ______________________________ 

Any other Eodily trauPa? ______________________________________________________________________

CIRCLE ANY & ALL OF THESE PROBLEMS YOU’VE HAD IN THE LAST 2 YEARS

ASTHMA  CH5ONIC )ATI*8E  

L838S 

)Y%5OMYAL*IA 

ADD � ADHD 

*E5D   

NE59O8SNESS     

E3ILE3SY

 DISC 35O%LEMS  

IN)E5TILITY    

OTHE5________

DI==INESS 

HEADACHES 

9E5TI*O 

EA5 IN)ECTIONS 

*5ATIN* O) NEC. 

TM- 

NEC. 3AIN 

MI*5AINES 

STI))NESS IN NEC. 

CH5ONIC SIN8S 

TH5OAT ISS8ES 

THY5OID ISS8ES 

8LCE5S 

CHEST 3AINS 

A5M N8M%NESS 

A5M 3AIN 

HAND N8M%NESS   

SHO8LDE5 3AIN                        

 HEA5T DISO5DE5S 

MID %AC. 3AIN   

STOMACH DISO5DE5S   

NA8SEA 

5E)L8; 

.IDNEY 35O%LEMS 

%LADDE5 35O%LEMS 

I55ITA%LE %LADDE5 

SCIATICA 

LE* N8M%NESS  

)EET N8M%NESS 

     LOW %AC. 3AIN   

HI3 3AIN 

 LE* 3AINS  

 .NEE 3AIN  

LI9E5 DISEASE 

MENST58AL ISS8ES    _ __________

AN;IETY DE35ESSION ADDICTION

CHECK ANY CONDITIONS YOU HAVE CURRENTLY OR IN THE PAST�

ST5O.E � CANCE5 � HEA5T DISEASE � S3INAL S85*E5Y � SEI=85ES � S3INAL )5ACT85E � SCOLIOSIS ² DIA%ETES
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