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CONFIDENTIAL PATIENT INFORMATION 

This information is confidential. If we do not sincerely believe your problem will respond favorably we will not accept your case. We will refer 

you to disciplines we believe will help you. In order for us to understand your health problems, please complete this form completely. Thank 

you. 

NAME_________________________ DATE______________ S.S.#_________________________ 

STREET___________________________ CITY_______________________ ZIP_______________ 

EMAIL______________________________ HOME PHONE_______________________________ 

AGE______ BIRTH DATE________________ CELL PHONE________________________________ 

EMPLOYER___________________________ OCCUPATION______________________________ 

ADDRESS_____________________________ BUS. PHONE_______________________________ 

SPOUSE NAME_____________________________ 

SPOUSE EMPLOYER_____________________ 

OCCUPATION______________________________ 

PERSON RESPONSIBLE FOR 

ACCOUNT________________________________________________ 

HEARD ABOUT OUR OFFICE THROUGH_______________________________________________ 

 

HAVE YOU HAD CHIROPRACTIC CARE BEFORE?______ DR._______________________________ 

LIST PRESENT COMPLAINTS, INJURIES, AND DURATION OF CONDITION: 

1. _____________________________________________ DURATION _____________________ 

2. _____________________________________________ DURATION _____________________ 

3. _____________________________________________ DURATION _____________________ 

CAN YOU RELATE YOUR CONDITION TO AN ACCIDENT OR 

INJURY?_________________________ 

IS YOUR CONDITION DUE TO WORK RELATED 

INJURY?___________________________________ 

PRESENT FAMILY PHYSICIAN_____________________________ LAST VISIT_________________ 
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PRESENT MEDICATION TAKING AND IF SO, FOR WHAT 

CONDITION_________________________ 

______________________________________________________________________________ 

LIST ANY SURGERIES, BROKEN BONES, OR SERIOUS ACCIDENTS WITH 

DATES_________________ 



REVIEW OF SYSTEMS 

Check all that applies 

MUSKULO-SKELETAL   GENITO-URINARY   GASTRO-INTESTINAL 

___ Low back problems  ___ Bladder troubles  ___ Poor appetite 

___ Pain between shoulder ___ Excessive urine  ___ Excessive hunger 

___ Neck problems  ___ Decreased urine  ___ Difficulty chewing 

___ Arm problems  ___ Painful urination  ___ Hard to swallow 

___ Leg problems   ___ Discolored urine  ___ Excessive thirst 

___ Swollen joints      ___ Nausea 

___ Painful joints   FEMALE    ___ Vomiting food 

___ Stiff joints   ___ Vaginal discharge  ___ Vomiting blood 

___ Sore muscles   ___ Vaginal bleeding  ___ Abdominal pain 

___ Weak muscles  ___ Vaginal pain   ___ Diarrhea 

___ Walking problems  ___ Breast pain   ___ Constipation 

___ Ruptures   ___ Lumps on breast  ___ Black stool 

___ Broken bones  Y / N Pregnant?   ___ Bloody stool 

        ___ Hemorrhoids 

CARDIO-VASCULAR  EYE, EAR, NOSE, AND THROAT ___ Liver trouble 

___ Chest pain   ___ Eye strain   ___ Gall bladder 

___ Pain over heart  ___ Eye inflammation  ___ Weight trouble 

___ Difficulty breathing  ___ Vision problems    

___ Persistent cough  ___ Ear pain   NERVOUS SYSTEM 

___ Coughing phlegm  ___ Ear noises   ___ Numbness 

___ Coughing blood  ___ Hearing loss   ___ Loss of feeling 

___ Rapid heartbeat  ___ Ear discharge   ___ Paralysis 

___ Blood pressure  ___ Nose pain   ___ Dizziness 

___ Heart problems  ___ Nose bleeding  ___ Fainting 

___ Lung problems  ___ Nose discharge  ___ Headaches 

___ Varicose veins  ___ Hard breathing through nose ___ Muscle jerking 

    ___ Sore mouth   ___ Convulsions 

    ___ Sore throat   ___ Forgetfulness 

    ___ Difficult speech  ___ Depression 


