
Welcome! 
About You 
 
 
Name (Last)_________________________(First)____________________Sex    M    F    Date_______________ 
 
What you prefer to be called _______________________________ 
 
Birthdate______/______/______ Age___________   
 
Address_____________________________________City___________________State_________Zip_________ 
 
H. Phone(________)______________________M. Phone(_________)______________________  
 
 
Insurance Account Info (If changed) 
 
 
Subscribers Name: ________________________________________ DOB:__________________ 

Relation (if not self insured): ______________________________________ 

Billing Address: ______________________________________ 

(City)_______________________(State)_________(Zip)_________ 

 

Reason for visit 
Circle all effected areas below:                               Primary reasons for seeking chiropractic care: 

Emergency [   ]          New Injury [   ]          Old Injury [   ]                                                    
Chronic Pain [   ]               Wellness [   ] 

 
Primary Complaint: _______________________________ 

Complaint began when and how?:____________________ 

_________________________________________________ 
 

Pain intensity: 0 (No Pain)  1   2   3   4   5   6   7   8   9   10  

 

Patient or Guardian Signature:__________________________________________ Date:________________ 



 


