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 Name_____________________________________________________ Date__________________.

 Phone: Home________________________Work_______________________Cell___________________________

 Local Address__________________________________________ City____________________________

 State_______________________ Zip Code_____________________

 2nd Address (Out of State)_________________________________________City___________________________

 State_______________________ Zip Code_____________________

 Date of Birth________________Age_______ M_____ F_____ Marital Status_____________

 No. of children _____________ Occupation____________________________________________

 Are you pregnant?__________Which trimester_________________Due date_________________

 Name of attending or primary physician____________________________________________________________

 Other doctors (include chiropractors, specialists, etc.)________________________________________________________

 _______________________________________________________________________________________________

Have you been in a car accidentt?__________________________________________Do you have a lawyer?___________

Referred by_____________________________________________________________________

Check any that apply–how did you find us?   Internet______ Drive By______ Advertisement______

Your e-mail_____________________________________________________ Are you on Facebook?___________

Present Symptoms: What is your major complaint?  ________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Minor Complaints: Other areas of pain or concern ___________________________________________________________

________________________________________________________________________________________________

Do you have a medical diagnosis? List all conditions:_________________________________________________________

________________________________________________________________________________________________

Have you received medical or alternative treatment for the major complatint?_____________If so, what kind________________

_______________________________________________________________________________________________

When did you first notice major complaint?_________________________________________________________________

Do you have Scar Tissue?____________________________________________________________________________

Have you ever had any operations? Yes_____ No_____ Broken bones?__________________________________________

Have you ever been in an car accident or had traumatic injury? Yes_____ No_____ More than one? How many?______________ 


