CONFIDENTIAL PATIENT INFORMATION ( Please Print)

Full Name: Date:

Address: Zip Code:

Home Phone: () Work Phone: ()

Social Security #: Driver’s Lic. #/ State:

Marital Status: S M D W Minor Age: Birthdate: Sex:M F
Pregnant? Y N # of children: Occupation:

Name of Employer & Full Address:

Name of Spouse/ Guardian:

Spouse’s Employer: Phone #:

Employer’s Full Address: ,

Spouse’s Birthdate: Social Security #:

PCP/ Referring Doctor:

Address: Phone #:

Who May We Thank For Referring You To Us?

L.ist your problems/complaints Date started, or Did problem begin
according to severity of pain: for how long With injury?

l.

2.

4

Is this condition interfering with your: 0O Work OSleep 0ODaily Routine O Exercise
0 other B
What activities aggravate your condition?:

Other Doctors seen for this condition: O Medical Dr. OChiropractor ODentist DOther

. Name: Address:
When?: What did they say was wrong?

2. Name; Address:
When?: What did they say was wrong?

Are you taking any medications? Y N
What kind?:

Have you had any X-rays taken?
When: Where: Area of body:
When: Where: Area of body:

Do you wear orthotics or heel lifts? Y N
( Continued On Back)




Accidents/Injuries: Auto, work related, etc. (Especially those related to your present condition)

Type:

When:

Type:

When:

Type:

When:

Type:

List any surgeries/hospitalizations:
When:

Type:..

Type:

Type:

Type:

en:
When:
When:

When:

Check the following you may have had at any time:

OAllergy
DAlcoholism
OAnemia
OArteriosclerosis
OArthritis
OAsthma
OConvulsions
OConstipation
0Cold Sores
ODiabetes

OSinus Problems
ONeck pain
OCancer

ODiarrhea
OMenstrual Cramps
OLow Blood Sugar

To the best of my knowledge, all information is correct.

Patient/Guardian Signature:

Doctor:
Doctor:
Doctor:
Doctor:

Hospitalized? Y N
Hospitalized? Y N
Hospitalized? Y N
Hospitalized? Y N

OEczema ODepression
OEmphysema OPleurisy
0Gall bladder OPneumonia
DGout OPolio
OHeart Disease OHeadaches
OMalaria ORinging in ears
OMigraines OStroke
OEpilepsy OUlcers
OMeasles ORheumatic Fever
OBack pain OHigh Blood
Pressure
OMiscarriage OVenereal Disease
OMumps OMultiple Sclerosis
ONeuritis OHeart Attack
ONervousness OTuberculosis
Olrregular Periods OThyroid
OWhooping Cough m)
Date:




