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PATIENT APPLICATION FOR TREATMENT 
Today’s Date: ___________ Reason for this appointment: _______________How did you hear about us? :_________ 

 

Legal Name: _________________________________ How would you like to be addressed? ___________ 

Address: _____________________________________City: _______________ State: _____ Zip: ________ 

Date of Birth: ____________ Age: ______ Gender: M   F   Marital Status:  S   M   D   W   
SS#:__________________ E-mail:_____________________ Home#_______________ Cell #______________________ 

Occupation: ________________________ Employer:____________________ Work#:___________________ 

 

Emergency Contact #1:___________________________________  Ph#:____________________________ 

Contact Address:__________________________________________________________________________ 

Emergency Contact #2:___________________________________  Ph#:____________________________ 

Contact Address:__________________________________________________________________________ 

Emergency Contact #3:___________________________________  Ph#:____________________________ 

Contact Address:__________________________________________________________________________ 

 

Do you have insurance?   Yes   No   Insurance Name:________________________________________ 

Primary Insured?  Yes   No If no, Name of Primary & Relationship:__________________________ 

 

How many children do you have?_____   

Have they or any members of your family received Chiropractic care?  Yes   No   

Have you ever had Chiropractic Care?   Yes   No     If yes, how long ago?_______________________ 
How often do you drink alcoholic beverages?______________ Do you smoke?   Yes   No   How Much?________________ 

Do you exercise?   Yes   No   How often?__________ Type?___________Do you have any allergies? (Specify):__________ 

 

Have you ever suffered from or been diagnosed as having :( Circle Yes or No for each) 

Y  N   *Broken or Fractured Bones    Y  N   Excessive Bleeding                     Y  N   Seizures/Convulsions                 Y  N   Ulcers    

Y  N   *Osteoarthritis         Y  N   Congenital Disease                     Y  N   Pacemaker Y  N   Strokes  

Y  N   Eating Disorder Y  N   Ruptures Y  N   Drug Addiction Y  N   Tumors  

Y  N   Circulatory Problems                Y  N   Gall Bladder Y  N    Alcoholism Y  N   Epilepsy     

Y  N   *Rheumatoid Arthritis              Y  N   HIV Positive Y  N   Coughing Blood        Y  N   *Diabetes                                     

Y  N   High/Low Blood Pressure         Y  N   Depression Y  N    *Head Problems Y  N   *Cancer                     

*Explanation:_____________________________________________________________________________________

_________________________________________________________________________________________________ 

When was your last physical Examination?___________ 

When was the last time you were involved in an accident of any kind?_______________ 

 

Primary Care Physician: Physician Name: ______________________________________________________ 

     Address: _____________________________________________________________ 

     Phone #:________________________ 

 
Medication List: 

Names of Medications Names of  

Vitamins 

Non-RX 

Strength 

RX  

Strength 

Date  

Started 

Date  

Stopped 

Who Prescribed 

Dr.                    Self 

        

        

        

       

    Dr. Initials:______ 




	Pat._Application_Pg._1_2009
	Patient History_2

