Patient Information

Legal First Name: ___________________________​​__ MI: ________ Last Name: ______________________________________

Street: ___________________________________________________________________________________Apt: ______________ 
City: _____________________________________________________ State: ___________ Zip: ____________________________ 

Social Security #:_______________________________  Marital Status:  S   M   W   D  Spouse:​​__________________________
[] Male [] Female [] TG      Is Medicare your primary? Yes  No

Language: _____English _____ Spanish _____ Indian _____ Japanese _____ Chinese _____ Korean _____ French 

_____ German _____ Russian _____ Other_______________
Race: _____ White _____American Indian or Alaska Native _____ Asian _____Native Hawaiian/Other Pacific Islander
_____ Black or African American _____ Hispanic or Latino _____ Decline to Answer _____Other____________________
Ethnicity: _____ Hispanic or Latino _____Not Hispanic or Latino _____ Decline to Answer

DOB: ____________________ Home Phone: _______________________________ Work Phone:_________________________
Cell Phone: ____________________________________ Cell Carrier_________________________________________________ 

Please check your contact preference: _____Hm _____ Wk _____ Cell _____Email _____ Postal Mail

Email hm: _________________________________________ Email wk: ______________________________________________
Emergency Contact:_________________________________ Phone Number: ________________________________________
Whom may we thank for referring you to our office? ___________________________________________________________

Occupation: _______________________________________ Employer: ______________________________________________

Employer Address: _________________________________________________________________________________________   
Patient History
Please list the problem/s that you are being seen for today, and the date problem/s began:

__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Are you seeing anyone else for other problems or health conditions? 
□ Yes □ No

Past health history

Have you…ly




Yes 
No 
If yes, include date & provider seen
...been diagnosed with Diabetes?

□ 
□ ​​​​​​​​​​​​​​​​​​​​​​​​          ____________________________________________

Type I____or Type II_____

…been treated for hypertension?

□ 
□ ​​​​​​​​​​​​​​​​​​​​​​​​          ____________________________________________


Do you smoke?  □Never □Former Smoker □Current/Every Day Smoker  □Current Some Day Smoker
Height: _______________ Weight: ________________BP: _______________ Rt/Lt Pulse: __________
Exercise: [] never [] daily [] weekly [] walks [] runs [] swims   Drug Use: [] none [] recreational [] addict Caffeine: [] none [] < 3 drinks a day [] 3-6 drinks a day [] > 6 drinks a day    Alcohol: [] none [] casual [] moderate
[] heavy [] beer [] wine
Medications

What medications are you currently taking?  Include vitamins, herbs, minerals…

List Date Started, Brand Name, Generic Name, Strength, Dosage, Frequency, Duration, Quantity, Refills Available, Prescribed by

Please be as specific as possible

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________
_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________

_______________________________________________________________________________________________

Do you have allergies?  □Food  □Environmental  □Medication


List Type of Allergy and Reaction

__________________________________________________________________________________________________

__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

__________________________________________________________________________________________________

Assignment & Release
Consent of Professional Services and Release of Information

I herby authorize and release the doctor and whomever he/she may designate as his/her assistants, to administer treatment, physical examination, x-ray studies, laboratory procedures, chiropractic care or any clinic services that he/she deems necessary in my case; I furthermore authorize him/her to disclose all or any part of my patient record to any person or corporation which is or may be liable under a contract to this office or to the patient or to a family member or employer of the patient for all or part of the clinic's charge, including, and not limited to hospital or medical service companies, insurance companies, worker's compensation carriers, welfare funds, or the patient's employer.

Patient's/Parent's/Guardian's Signature: ____________________________________________________________

