
 
  

 

 

 

 

 

 

 

Patient Health History 
Name:   Age:  Date of Birth:   Sex: �M�F  

Address:   City:   State:  Zip:   

Phone (Home):                   (Work):                                           (Cell): __________________________ 

Marital Status:�S �M �D �W Number of Children:     Email Address: _____________________________________ 

Occupation:   Social Security Number:   

Employer:   Driver’s License Number:   

Spouse’s Name:   Spouse’s Age:   Spouse’s Date of Birth:   

Spouse’s Occupation:   Spouse’s Social Security Number:   

Spouse’s Employer:   Spouse’s Phone (Work):   

Insured’s Name:   Insured’s Phone:   Insured’s Date of Birth:   

Insurance Company:   Spouse’s Insurance Company:   

How did you hear about this office:   Referred by:   

Past Chiropractic Care: �Yes �No When?   Doctor’s Name:   Results: __________ 

Are your present problems due to an injury? �Yes �No  �On Job  �Auto Accident  �Personal Injury  �Other:    

Has the accident been reported? �Yes  �No  �To Employer  �Auto Carrier  �Other:   

Are you now or have you ever been disabled? (Service or Work)? �Yes  �No  When?   

Have you retained an attorney?  �Yes  �No  Name & Address:   

 

What is your current work status? 

 �Full time, no restrictions   �Full time, restrictions   �Full time Homemaker    �Full time student 

�Part time, no restrictions   �Part time, restrictions   �Retired       �Unemployed 

�Off work due to restrictions �Other   

Restrictions:  

Off work: �Yes  �No  �Previously    From:    to   

 Light duty: �Yes  �No  �Previously (If yes, what are/were your restrictions?)   

Do/did you require outside help at home? �Yes  �No (If yes, what help do/did you need?) ____________________________ 

List any accidents or falls and dates: �Auto:   �Recreation:   

�Sports:   �Work Related:   �Other:   

List any broken bones (fractures) or dislocations:   

Ever on crutches? �Yes  �No  Why?   

Were you ever knocked unconscious? �Yes  �No  (If yes, please explain):   

Have you ever had X-rays taken? �Yes  �No  When?   By Whom?   

For what ailments were these X-rays made?   

Do you wear orthotics or heal lifts? �Yes  �No  Fitted by whom?   When?   

Do you suffer from any condition other than that for which you are now consulting us? �Yes  �No   

Are you presently taking any medication, prescription, over-the-counter, home remedies, vitamins, minerals, etc? 

(Please list)   
 

 

I understand and agree that if I have health and/or accident insurance, these policies are an arrangement between the insurance carrier and myself.  Further, I 

understand that this health care provider will prepare reports and forms to assist in reimbursement from the insurance company.  Any amount authorized to be 

paid directly to this office will be credited to my account on receipt.  However, I clearly understand and agree that all services rendered to me are my personal 

responsible for payment.  I also understand that if I suspend or terminate my care and treatment, any fees for professional services rendered to me will be 

immediately due and payable. 
 

I hereby authorize the doctor to examine and treat my condition as he/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 to the Doctor for imaging is for examination only and the negatives will 

remain the property of this office, being on file where they may be viewed. 
 
 

 

Patient’s/Guardian’s Signature: ____________________________________________________    Date: ______________________ 

Date 
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