
 

Patient Registration Form 
Name:                                                              Hm Phone:                              Wk Phone:                                

Sex M/F: ____  Single/Married/Divorced/Widowed:__________________CellPhone:_____________      

email address:    ___________________________________ 

Home Address:                                                                 City/State:                                        Zip:                 

Spouse’s Name:                                                           Wk Phone:                                                                  

Nearest Relative not living with you:                                                                          Phone:                           

Nearest friend not living with you:                                                                  Phone:                         

Physician:                                                        Phone:                                     

Dentist:                                                            Phone:                                     

Landlord:                                                         Phone:                                     

Whom may we contact in the case of an emergency? 

                                                                                                            Phone:                                      

Whom may we thank for referring you to us?                                                                                                  

                                                                                                            Phone:                                     

Social Security #:                                                         Date of Birth:                                                  

Who is responsible for this bill?                                                                       

I will be paying today by cash                          check:                          credit card:                             

     

  I voluntarily consent to receive medical and healthcare services that may include diagnostic procedures, 

examinations, and treatment.  I understand and agree that (regardless of my insurance status), I am 

ultimately responsible for the balance of my account for any professional services rendered.  I have read 

all the information on both sides of this sheet and have completed the above answers.  I certify this 

information is true and correct to the best of my knowledge.  I will notify you of any changes in my status 

or the above information.   

                                                                                                                                     

Signature                                                                     Date 

                                                                                                                                     

Parent (if minor)                                                         Date 



Chiropractic Case History 
 
Name________________________________________________Sex    M    F    Date_______________________________________ 
 
Address__________________________________________________________ State_________________Zip___________________ 
 
H. Phone(________)___________________W. Phone____________________  Date of Birth__________________ Age___________ 
 
Referred by________________________________________________ Social Security #____________________________________ 
 
Occupation________________________________________________ Employer__________________________________________ 
 
 
Have you ever received Chiropractic Care?  Yes No         If yes, when?_______________________________________ 
 
1. Primary reasons for seeking chiropractic care: 
 
Primary reason: ______________________________________________________________________________________________ 
 
Secondary reason: ____________________________________________________________________________________________ 
 
Other factors contributing to the primary and secondary reasons: _______________________________________________________ 
     
2.   Chief Complaint: _________________________________________________________________________________________ 
 
Location of Complaint: ________________________________________________________________________________________ 
 
Complaint Began when and how? ________________________________________________________________________________ 
 
Please circle the Quality of the complaint/pain:   dull   aching   sharp   shooting   burning   throbbing   deep   nagging    other _______  
 
Does this complaint/pain radiate or travel (shoot) to any areas of your body? Where?________________________________________ 
 
Do you have any numbness or tingling in your body? Where? __________________________________________________________ 
 
Grade Intensity/Severity (No complaint/pain)    0    1    2    3    4    5    6    7    8    9    10    (Worst possible pain/complaint imaginable) 
 
How frequent is complaint present, how long does it last? _____________________________________________________________ 
 
Does anything aggravate the complaint? ___________________________________________________________________________ 
 
Does anything make the complaint better? _________________________________________________________________________ 
 
3. Previous interventions, treatments, medications, surgery, or care you’ve sought for your complaint: ___________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
4. Past Health History: 
 
A. Previous illnesses you’ve had in your life: ____________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
B.    Previous injury or trauma:_________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
Have you ever broken any bones? Which? _________________________________________________________________________ 



 
C. Allergies ________________________________________________________________________________________________ 
 
 
D. Medications: 
Medication          Reason for taking 
_________________________________________________________________ ____________________________________ 

 
_________________________________________________________________ ____________________________________ 

 
_________________________________________________________________ ____________________________________ 
E. Surgeries: 
Date                                        Type of Surgery 
___________________________________________  _________________________________________________________ 
 
___________________________________________  _________________________________________________________ 
 
___________________________________________  _________________________________________________________ 
 
F. Females/ Pregnancies and outcomes: 
Pregnancies/Date of Delivery    Outcome 
___________________________________________  _________________________________________________________ 
 
___________________________________________  _________________________________________________________ 
 
___________________________________________  _________________________________________________________ 
 
What was the date of the beginning of your last menstrual period? ______________________________________________________ 
 
5. Family Health History: 
Associated health problems of relatives: ___________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
Deaths in immediate family: 
Cause of parents or siblings death        Age at death 
________________________________________________________________________ ____________________________ 
 
________________________________________________________________________ ____________________________ 
 
________________________________________________________________________ ____________________________ 
6. Social and Occupational History: 
 
A. Level of Education: 
 
O high school  O some college  O college graduate  O post graduate studies 
 
B. Job description: __________________________________________________________________________________________ 
 
C. Work schedule: __________________________________________________________________________________________ 
 
D. Recreational activities: ____________________________________________________________________________________ 
 
E. Lifestyle (hobbies, level of exercise, alcohol, tobacco and drug use, diet):___________________________________________ 
 
____________________________________________________________________________________________________________ 
 
I have read the above information and certify it to be true and correct to the best of my knowledge, and hereby authorize this office of 
Chiropractic to provide me with chiropractic care, in accordance with this state's statutes. 
 
Parent or Guardian Signature _______________________________________________________  Date ________________________ 
 
Doctors Signature ________________________________________________________________ Date ________________________ 



PAST HEALTH FORM 
 

THE FOLLOWING MAY SEEN UNRELATED TO THE PURPOSE OF YOUR APPOINTMENT, HOWEVER, THESE 
QUESTIONS MUST BE ANSWERED CAREFULLY AS THESE PROBLEMS CAN AFFECT YOUR OVERALL COURSE OF 
CHIROPRACTIC CARE. 
 
PLEASE CHECK ALL THAT APPLY 
MAJOR SURGERIES/OPERATIONS: 
 APPENDECTOMY  TONSILLECTOMY  GALL BLADDER   HERNIA  BACK SURGERY  

 BROKEN BONES   OTHER: ________________________________________________________________________________________ 
 
MAJOR ACCIDENT OR FALLS (OTHER THAN WHAT YOU ARE BEING SEEN FOR TODAY) ________________________________________ 
 
_______________________________________________________________________________________________________________________________________ 
 
HOSPITALIZATION (OTHER THAN ABOVE) _______________________________________________________________________________________ 
 
PLEASE LIST ALL PRESCRIPTION AND OVER-THE-COUNTER MEDICATIONS YOU ARE CURRENTLY TAKING 
____________________________________________________________________________________________________________ 
 
_______________________________________________________________________________________________________________________________________ 
 
DO YOU WEAR A SHOE LIFT? YES NO 
 
CHECK ANY OF THE FOLLOWING DISEASES YOU HAVE HAD: 
 PNEUMONIA   ANEMIA   DIABETES   PLEURISY  INTAKE 
 RHEUMATIC FEVER  MEASLES   CANCER   ARTHRITIS   COFFEE, CUPS/DAY______ 
 POLIO    MUMPS   HEART DISEASE   EPILEPSY   TEA         CUPS/DAY______ 
 TUBERCULOSIS   SMALL POX   THYROID   MENTAL DISORDERS  ALCOHOL, DRKS/WK____ 
 WHOOPING COUGH  CHICKEN POX   INFLUENZA   LUMBAGO   CIGARETTES, PK/DAY___ 
          ECZEMA   WHITE SUGAR 
 
CHECK ANY OF THE FOLLOWING YOU HAVE HAD REGULARLY THE PAST 6 MONTHS: 
 
MUSCULO-SKELETAL  GASTRO-INTESTINAL   C-V-R 
 LOW BACK PAIN    POOR/EXCESSIVE APPETITE   CHEST PAIN 
 PAIN BETWEEN SHOULDERS   EXCESSIVE THIRST    SHORT BREATH 
 NECK PAIN     FREQUENT NAUSEA    BLOOD PRESSURE PROBLEMS 
 ARM PAIN     VOMITING     IRREGULAR HEARTBEAT 
 JOINT PAIN/STIFFNESS    DIARRHEA     HEART PROBLEMS 
 WALKING PROBLEMS    CONSTIPATION     LUNG PROBLEMS/CONGESTION 
 DIFFICULT CHEWING/CLICKING JAW  HEMORRHOIDS     VARICOSE VEINS 
 GENERAL STIFFNESS    LIVER PROBLEMS    ANKLE SWELLING 
      GALL BLADDER PROBLEMS   STROKE 
NERVOUS SYSTEM    WEIGHT TROUBLE 
 NERVOUSNESS     ABDOMINAL CRAMPS   MALE/FEMALE 
 NUMBNESS     GAS/BLOATING AFTER MEALS   MENSTRUAL IRREGULARITY 
 PARALYSIS     HEARTBURN     MENSTRUAL CRAMPS 
 DIZZINESS     BLACK/BLOODY STOOL    VAGINAL PAIN/INFECTION 
 FORGETFULNESS    COLITIS     BREAST PAIN/LUMPS 
 CONFUSION/DEPRESSION         PROSTATE/SEXUAL DYSFUNCTION 
 FAINTING    GENITO-URINARY    OTHER PROBLEMS: 
 CONVULSIONS     BLADDER TROUBLE    ________________________ 
 COLD/TINGLING EXTREMITIES   PAINFUL/EXCESSIVE URINATION 
 STRESS     DISCOLORED URINE   FEMALES ONLY: 
                         WHEN WAS YOUR  LAST PERIOD? _____________ 
GENERAL    EENT                 ARE YOU PREGNANT  YES  NO  NOT SURE 
 FATIGUE     VISION PROBLEMS 
 ALLERGIES     DENTAL PROBLEMS   FAMILY HISTORY 
 LOSS OF SLEEP     SORE THROAT    THE FOLLOWING MEMBERS HAVE A  
 FEVER      EAR ACHES    SAME OR SIMILAR PROBLEM AS I DO: 
 HEADACHES     HEARING DIFFICULTY    MOTHER   SISTER 
      STUFFED NOSE     FATHER   SPOUSE 
           BROTHER   CHILD 
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