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ADULT

-Please Print-               

Patient I.D. #: _______________




           Date:__________________

	Legal Name:  

( First, Middle, Last)                                                                                                                                                         
	Home #:                                                                              
	Cell #:

	Address:                                                                                                                         
	Date of birth:                             
	Marital Status: S (    M (  

                            D (  W (

	
	Social Security #:
	No. of children:

	
	How did you hear about us:

	Email Address:
	Patient's Ins.:

	Employer:
	Spouse's/Insured Name:
	Insured's DOB:

	Employer address:                                                                                                                         
	Spouse's/Insured’s Ins.

	                                                                                                                                       
	Spouse's/Insured’s S.S.#:

	What is your major complaint?  Please describe:  
Diagnosis Codes

	Falls, Accidents, Injuries, Medical conditions:
	Month,Year:
	Type:
	Describe Injury/complications:

	
	
	
	

	
	
	
	

	Have you ever had surgery?
	Month,Year:
	Type of Surgery:
	Complications/Other Comments:

	
	
	
	

	
	
	
	

	Are you presently taking medications or vitamins?
	Name of Drug:
	Doses Per Day:
	Length of Time Taking:

	
	
	
	

	
	
	
	

	
	
	
	

	List any sport/exercise programs:
	Type:
	Frequency:

	
	
	

	
	
	

	Have you been to a Chiropractor before?

Yes (   No (
	If yes, who?
	Where?
	When?
	What were the results?

	
	
	
	
	

	
	
	
	
	


	Please check any of the following that give you difficulty or you have recently had:

( Headaches 784.0

( Fainting 780.2

( Shortness of breath 786.09

( Ulcers 534.9

( Shooting head pains 784.0
( Loss of balance 781.2
( Mid-back pain 724.1

( Numbness-legs or feet 782.0

( Sinus trouble 473.9
( Ringing in ears 388.3
( Heart attack 410.9

( Constipation 564.0

( Loss of smell 781.1
( Blurred vision 368.0
( High blood pressure 401.9

( Kidney trouble 593.9

( Allergies 995.3

( Lights bother eyes 368.13
( Low blood pressure 458.9

( Menstrual cramps/pain 625.3

( Hayfever 477.8

( Neck pain 723.1

( Anemia 285.9


( Menstrual irregularity 626.4

( Asthma 493.9

( Diabetes 250.0

( Stomach trouble 789.0

( Muscle spasms in neck 781.0

( Loss of taste 781.1
( Grinding in neck 719.68
( Nerves and nervousness 799.2
( Sleeping problems 780.5

( Throat inflammation 462.0
( Tight shoulder/arm 728.85
( Inner tension 799.2

( Painful joints 719.4

( Thyroid trouble 246.9
( Pain in shoulder/arm 719.4
( Irritablilty 799.2


( Swollen joints 719.0

( Twitching of face 351.9
( Swollen ankles 782.3
( Gall bladder trouble 575.9

( Pins & needles in arm/hand 782.0

( Fatigue 780.7

( Cold hands/fingers 782.0
( Indigestion 536.8


( Pins & needles in leg/foot 782.0

( Depression 311.0

( Tonsillitis 784.0

( Intestinal gas 787.3

( Cold feet 782.0

( Dizziness 780.4

( Prostate trouble 601.4
( Low back pain 724.2

( Pain in legs/feet 719.46

( Spinal curvature 737.43
( Bed wetting 788.3
( Hernia 550.01


( Hip pain 719.45

( Chest pain 786.5 

( Stroke 436.0                        ( Numbness-arms or hands 782.0




Family History

	Do any of your children have any of the following:

                                                    (Name and Age)

( Headaches   _____________________________________________

( Allergies      _____________________________________________

( Ear infections ____________________________________________

( Frequent colds ___________________________________________

( Asthma        _____________________________________________

( Constant Irritability _______________________________________

( Constipation _____________________________________________

( Growing pains ___________________________________________

( Bloody nose _____________________________________________

( Scoliosis      _____________________________________________

( Bedwetting  _____________________________________________
	Do any of your blood relatives have any of the following:

                                               (If yes, what relation to you)

( Diabetes     _____________________________________________

( Cancer        _____________________________________________

( Stroke         _____________________________________________

( Heart Problems __________________________________________

( Scoliosis     _____________________________________________

( Back problems ___________________________________________

( Headaches   _____________________________________________

( Ulcers          _____________________________________________




	Do you use any of the following:  

( Cigarettes/Tobacco

( Alcohol

( Coffee/Tea

( Cola

( Diet drinks/foods 
	Rate the level of stress in your life:

( Mild

( Moderate

( Extreme
	Rate the quality        How many

of your sleep:            hours/night:

( Poor

( Fair                      __________

( Good
	Do you purchase any of the following:

( Bottled Water

( Health food products

( Vitamins.  Would you like info. on vitamins specific to your health concerns?  Yes _______   No _______ 


Females Only

	To the best of your knowledge, are you pregnant, either suspected or confirmed at this particular time?

Yes (  No (



	ALL PATIENTS PLEASE SIGN!

I UNDERSTAND THAT MY RECORDS ARE KEPT CONFIDENTIAL AND I CERTIFY THAT THE INFORMATION I HAVE PROVIDED HERE IS TRUE TO THE BEST OF MY KNOWLEDGE: X___________________________________________________________       ________________________

                                             Patient Signature                                                                                  Date











