Insurance
Do vou have medical insurance? U0 Yes O ONo Insurance Company Name:

Policy Number: Insurance Company Phone Number:
Insured’s Name (if different from patient): Relationship to patient:
Insured’s Date of Birth: Insured’s Social Security Number:

Insured’s Employer: Insured’s employer address:

Health History
Reason for seeking chiropractic care:

Is this due to an accident or injury? [UYes [1No Date:

Type of accident: [ Auto OHome UOOther (specify):

If this was an auto or work accident, please stop and ask for an additional form to fill out.
Is your condition getting worse? Yes ONo

Does it interfere with: [1Work [1Sleep [Daily routine [JExercise
Describe any health conditions, including how long you’ve had them:

Are you under the care of any other doctor? [IYes [1No
Family Doctor: Phone:
If yes, the condition being treated for:

Accidents/Falls History (such as auto, work, sports-related, jolts, trauma, etc.). Important Information.
\All events which could have any impact upon the spine are of high significance to determine spinal health history.
Please fill out completely.

JWithin the past year (describe event and when):

Over a year ago (describe event and when):

During Childhood (describe event and when):

List any past surgeries and dates:

Medications  OTylenol [0 Advil/ITbuprofen [1High Blood Pressure UPainkillers [IMuscle Relaxers
'you now take: [1Anti-Depressants [1Cold Medications [Hormone Replacement [ Allergy
[10thers (please specify):

Exercise: ONone [01-3x week [14-7x week Are you a member of a health club or gym? OYes [INo
Do you smoke? [Yes [No If yes, how long?

Do you sleep on your stomach? [IYes [INo [ISometimes

Females Only

Is it possible that you are pregnant? JYes UNo If yes, due date:

Are you taking birth control pilis? OUYes ONo Are you currently nursing? D Yes ONo




