	Patient Information

	Last Name:                                       First Name:                                                    Middle Initial:

	Gender:                                             Marital Status:

	Street Address:

	City:                                                   State:                                                             Zip:                

	Date of Birth:

	SS#:

	Best Contact Phone:

	Work Phone:                                       Cell:                                                  

	E-Mail:

	Employer:

	Referred By:

	(   Phone Book                (   Walk-In                                    (   School Promo               (   BC/BS Web        

(   Employee Referral_____________________                 (   Other Physician             (   Non Patient

(   Patient Referral_______________________

	Emergency Contact and #:


	Current Health Conditions

	Health related problem you are having today :

	Other Doctors seen for this condition:   

	Type of treatment:                                                                 Results:

	Onset Date:                                                                 Has this condition occurred before: ( Yes  ( No                

	Is condition:   ( Job Related      ( Auto Accident      ( Home Injury      ( Fall      ( Other               

	Date of accident:                               

Have you made a report of your accident with your employer: ( Yes  ( No                                                      

	Current Medications:

	Do you wear a shoe lift:   ( Yes  ( No                                                      

	Do you suffer from any condition other that that which you are now consulting us:



	Major surgery/operations: 



	Other Hospitalizations:

	Major accidents or falls:

	Previous Chiropractic Care:  ( None    

( Doctor’s Name and approx. date of last visit:

	What would you like to achieve from Chiropractic Care?
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