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CONFIDENTIAL PATIENT HISTORY
Dear Patient:

Please complete this questionnaire.  Your answers will help us determine if chiropractic care can help you.  

Please make sure all information is legible and complete.

THANK YOU.

Name_________________________________________________ Social Sec.____________________________________________

Address_______________________________________City___________________________ State___________ Zip_____________

Home # (________) _________________________ Cell # (________) ________________________ Birthdate_____/____/________

Work # (_______) _________________________ Occupation_______________________________ # of Children ______________

E-mail address: _____________________________________________________ (only used for our office purpose) 

Emergency Contact Name ______________________________ Relationship ___________________________________________         

Emergency Contact Phone # (_______) ____________________Referred by ___________________________________________

HEALTH INFORMATION: Have you had previous chiropractic care? ________

If “yes” please give name _______________________________

What is major complaint?

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

Other Complaints: _____________________________________________________________________________________________

How long have you had this condition? _____________ Have you had this or similar conditions in the past? _______________

What activities aggravate your condition? ________________________________________________________________________

Is this condition getting progressively worse?    Yes         No          Constant             Comes and Goes   

Is this condition interfering with your:          Work    Sleep      Daily routine     Other ________________

How long has it been since you really felt good? __________________________________________________________________

Other doctors that treated this condition? ________________________________________________________________________

List surgical operations and years:

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

Medications you now take: Nerve Pills Pain Killers Muscle Relaxer Tranquilizers

Insulin Heart Pills Others _______________________________________

Age of mattress: ________ Comfortable Uncomfortable

Do you wear Heel lifts Sole lifts Inner Soles Arch Supports

Have you been in an auto accident? Past year   Past 5 yrs     Over 5 yrs    Never  

Describe: ____________________________________________________________________________________________________

Have you had any other personal injury or accident?      Past year    Past 5 yrs       Over 5 yrs    Never  

Describe: ____________________________________________________________________________________________________




