Confidential Patient Health Record
   

      
      Today’s Date:____/_____/________
How did you hear about us?   (  Family ________________  (  Friend ___________________
(  Co-Worker _________________

(  Close to home/work    (  Dr. ______________    (  Yellow pages    (  Drove by  
   ( Hospital           (  Insurance Plan     


Personal Information 

Title:   ( Mr.     ( Ms.    ( Mrs.    ( Dr.    ( Rev.    ( Miss    ( Prof.    ( other: __________________________________
Last:__________________________   First:___________________________ Middle: ____________________________  

Suffix:   ( Jr    ( Sr    ( II    ( III    ( MD    ( PhD    ( DO    ( Esq    ( PA    ( RN    ( BSN    ( other: _______________________
Birth Date: ____ /____/_______  Age:______  
Sex:  Male /  Female       Social Security #:  _______-_______-________
Driver’s License #:  _________________ State: _____
   

Marital Status: (  Single  (  Married  (  Widowed  (  Divorced  (  Separated   
Address: ______________________________________________________________________________Apt # ______


City: __________________ State: ______ Zip: _________ Country: __________________    County: _____________

Home Phone:  (_______) _______-_________  ext ______   Work  Phone: (_______) _______-_________  ext ______

Cell Phone:  (_______) _______-_________  ext ______       Fax #:   (_______) _______-_________  ext ______           

Email Address: _____________________________
         Spouses Name: __________________________________

Children (Names and Ages): _________________________________________________________________________

Emergency Contact 

Title:   ( Miss    ( Mrs.    ( Ms.    ( Master    ( Mr.    ( Dr.    ( Prof.    ( Rev.    ( other: __________________________________
Last:__________________________   First:___________________________ Middle: ____________________________  

Suffix:   ( Jr    ( Sr    ( II    ( III    ( MD    ( PhD    ( DO    ( Esq    ( PA    ( RN    ( BSN    ( other: __________________
Address: ______________________________________________________________________________Apt # ______


City: __________________ State: ______ Zip: _________ Country: __________________    County: _____________

Relationship:  ( Spouse  (  Relative  (  Friend  (  Other ______________________
Home Phone:  (_______) _______-_________  ext ______   Cell  Phone: (_______) _______-_________  ext ______

Work Phone:  (_______) _______-_________  ext ______    Fax #:   (_______) _______-_________  ext ______        
 

Employment Information 

Business Name: ____________________________________________________________________________________

Address: ______________________________________________________________________________Apt # ______


City: __________________ State: ______ Zip: _________ Country: __________________    County: _____________

Phone:  (_______) _________-____________     
Fax #:   (_______) _________-____________  

Employer’s Email Address: ___________________________ 


Occupation/Job Title: __________________________ 
Job Description ______________________________________

Current Health Condition

Unwanted Condition (Why you are here today?):________________        Use the letters BELOW to indicate the TYPE 








            and LOCATION of your sensations right now.
____________________________________________________________       
PLEASE LABEL ON THE DIAGRAM THE AREA OF DISCOMFORT
             Key:  A=Ache   B=Burning   N = Numbness  
 
(    (    (    (    (    (    (


          
       P=Pins & Needles   S=Stabbing 
[image: image1.png]







When did this Condition BEGIN?    _____/_______/_________

Has it ever occurred before?   ( Yes  ( No.   When? ____________

Is the Condition:  ( Auto Related  ( Job Related  ( Home Injury

( Slip or Fall  ( Lifting  ( Slept Wrong  ( Unknown Cause  ( Other  
  

Explain: ______________________________________________

______________________________________________________

Date of Accident: _________  Time of Accident: ________ am /pm

Condition/Pain STARTED on what Date: _____________________

Do you SUFFER with ANY OTHER Condition than which you

are now consulting us?

______________________________________________________

______________________________________________________

PAST HEALTH HISTORY – Fill out carefully as these problems can affect your overall course of care.

Previous Care for this Same Condition:





( I have not previously seen a doctor for this condition OR Fill in the information BELOW
Have you seen other doctors for THIS CONDITION?  ( Yes  ( No.      If yes, Who? (Name) ______________________ 

Type of Treatment: ____________________  Were you satisfied with the results of your treatment?  ( Yes   ( No

Explain: _______________________________________________________________________________________ 

Previous Chiropractic Care:
( I have not previously seen a Chiropractor OR  Fill in the information BELOW.

Doctor’s Name: ________________________ 
Location: ______________________  Date of Last Visit: ___________

Were you satisfied with your care?   ( Yes  ( No.  Why?  _________________________________________________

Current Medication (s):    List ANY/ALL medications you are CURRENTLY taking.  Be Specific.
	
Medication
	Dosage
	For What Condition?
	How long have 

you been taking this? 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Current Vitamins, Herbs, etc: List ANY/ALL non-prescription items you are CURRENTLY taking.  Be Specific.
	

	Dosage
	For What Condition, if any?
	How long have 

you been taking this? 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Surgery (ies):
LIST All Surgical Procedures.  Write the DATE of the Procedure immediately afterward.    
	( angioplasty
	( cosmetic
	( hysterectomy
	( pacemaker insertion

	( appendectomy
	( D & C
	( joint reconstruction
	( rotator cuff

	( caesarian section
	( dental surgery
	( joint replacement
	( spinal fusion

	( cardic catheterization
	( gall bladder
	( knee repair
	( tonsilectomy

	( carpal tunnel repair
	( hemorrhoidectomy
	( laminectomy
	( other:

	( coronary artery bypass 
	( hernia repair 
	( mastectomy
	


I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself.  Furthermore, I understand

that the Chiropractic Clinic will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any

amount authorized to be paid directly to the Chiropractic Clinic will be credited to my account upon receipt.  However, I clearly understand and agree

that all services rendered me are charged directly to me and that I am personally responsible for payment.  I also understand that if I suspend or terminate

my care or treatment, any fees for professional services rendered me will be immediately due and payable.

I hereby authorize the Doctor to treat my condition as he or she deems appropriate through the use of Chiropractic Health Care, and I give authority for

these procedures to be performed.  It is understood and agreed the amount paid the Doctor, for x-rays, is for examination only and the x-ray negative will

remain the property of this office, being on file where they may be seen at any time while a patient of this office.  The patient also agrees that he/she is

responsible for all bills incurred at this office.

Patient Print Name:  _____________________________ Patient’s Signature: __________________________ Date: ___________

Consent to treat a Minor: _________________________________ 




    Date: ______________

Guardian or Spouse’s Signature of Authorizing Care: __________________________________
    Date: ______________

I acknowledge that I have received the Chiropractic Clinic’s Notice of Privacy Practices for protected health information.

Patient Print Name: ____________________________________________
Date: ______________

Patient’s Signature: ____________________________________________
Date: ______________
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