
PATIENT REGISTRATION AND HISTORY

Today’s Date ___/___/___

Patient Name ____________________________________________________

Address _________________________________________________________                         ___________________________________________________________________ Male 
  Age _____  Home Phone ______________ Cell______________

⁭___ Female 

Birthdate ___/___/___ SS#_______________

Referred by_______________________________________________________

Name of primary care physician _________________Phone ________________

Email address ____________________________________________________
Employer ________________________________________________________

Employer’s Address ________________________________________________

Occupation _____________________________ Work Phone # _____________

Marital Status    Name of Spouse (or parent, if minor)

⁭ Single
                ____________________________________________

⁭ Married
     Emergency Contact
⁭ Divorced
     Name: _____________________________________________

⁭ Partner               Relation: ___________________________________________

⁭ Widowed            Phone #: ___________________________________________
Insurance Company Name __________________________________________

Insured’s Name ___________________________________________________
Relation_______________________________________ Birthdate ___/___/___
Reason for Visit ___________________________________________________

________________________________________________________________________________________________________________________________

When did symptoms first appear ______________________________________

Condition getting worse? ________ Is it constant? ______  Accident? ________ What treatment have you already received for your condition ________________________________________________________________Have you had this or similar conditions in the past? ________________________________________________________________

What medications are you taking (including birth control and pain relievers) ________________________________________________________________ ________________________________________________________________

Have you ever been treated by a chiropractor? _________
How does your current condition interfere with your:

Work or career ____________________________________________________

Recreational activities ______________________________________________

Household responsibilities ___________________________________________ Personal responsibilities ____________________________________________

