
11401 North 56th St, Suite 18 Dr. Michael Major, D.C.
Temple Terrace, Fl 33617 Diplomate In Neurology

Phone: (813) 988-8088 www.major-chiro.com
Fax: (813) 464-8089

PATIENT INFORMATION
Date:

Sex: M____        F ____ Marital Status: S____       M ____ W ____      D ____ Minor ____

Name:  _________________________________ DOB: _____________________ SS# _____________________

Address: ________________________________ City:  _______________________________________________

State: __________________________________ Zip: ______________________

E-mail:__________________________________ Phone: ___________________ Cell: _____________________

Occupation:  ______________________________________________________________________________________________________

Patient Employer/School:  ___________________________________________________________________________________________

Employer/School Address: _____________________________________________ Phone: _________________________

Emergency Contact: ___________________________________________________ Phone: _________________________

Primary Care Doctor  (PCP): ___________________________________________________ Phone: _________________________

ACCIDENT INFORMATION 
Date of the Accident/Injury:

Where Accident/Injury happened:

Type of Accident:  Auto Accident _____   Slip & Fall _____   Work _____   Home _____   Other___________________

Were you  the: Driver ____  or  Passenger ____ Were you sitting in the:   Front Seat ____        Back Seat ____

Speed:______________________ Impact was:                     Front ____     Behind ____     Left Side ____    Right Side ____

Did you go to the hospital: Yes ____  No ____ Inmediately ____   Same Day ____   Next Day____   Other____

Facility Name:  ________________________________________________________________________________

PATIENT CONDITION
Type of pain: Sharp ____ Dull ____ Is your pain: Constant ____        Occacional ____,     Worse in AM ____ PM ____

Does the pain:          Radiate into an extremity ____                           Stay in one area ____

Does it interfere with your:      Work____         Sleep ____             Daily Routine ____            Recreation____

Height:______________ Weight:_____________

Is there any other injury to your spine, minor or major, that the Doctor should know about?____________________________________

___________________________________________________________________________________________________________________

Have you ever consulted a Chiropractor in the past?  YES__________      NO_________

Dr.__________________________________________________      When___________                Phone______________________________

Patient Singnature___________________________________________________   Date____________________












