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Confidential Patient Information
Welcome To Auerbach Family Chiropractic Center!

Name Phone Cell

Street Address Email:

City State Zip Date of Birth

Please Check ¥ Sex: Male , Female Marital Status: S M W D # of Children

Who referred you, or how did you hear about us? SS#

Personal & Family History: Occupation: Employer:

Employer Address: Phone:

Spouse’s Name: ~_ Employer: ~__Phone:
History:

Is this a wellness visit , or for a specific concern? Explain:

Describe any health concerns, including when & how they began:

What area(s) of your life has this problem affected the most? Family _ Relationships__ Work___ Exercise Recreation___
What activity does this problem prevent you from doing, either partially or totally, that you would really like to do?

Are you under the care of any other doctor? Yes_ No ___ Primary Care Dr's Name:
If Yes, the conditions being treated for:
List any current Medications:
List any past surgeries & dates:
List any past accidents & dates:
List any x-rays in the past 2 years:

Chiropractic History: Have you ever been to a Chiropractor before? Yes  No___If Yes, Date of Last Visit

Chiropractor's Name: Reason for care

Check if you have had or if you currently suffer from the following: |[ Condition | Occasional | Frequent |

[ Condition | Occasional | Frequent |[ Condition | Occasional | Frequent Dlgestlv; Problems e
Headache Nausea g;naéy épplems — —

.. — — ; — e in Conditions

?\JA elglr(a;;eirs) a— B— gl;‘el;thl’ams —s s Possibly Pregnant? Yes No
: - E— e = Other :
it:r:l/llfli:;é)?:in S — ng?g k::ss —— —— Smoker? Pk/Day Alcohol/How Often?
1

. . T I —s i Substance Use? Abuse?
11\4/2\%11331(21((}1)’3;; R - Fervrgﬁzess — s e Check If Yes For You And/Or Family Member:
Hip Pain ——  —— | ViionChanges | Dishetes—ou: Family-Who?

- S - . ily- ?
Leg/Foot Pain Nose Bleeds (C}gr:lzer};(o:ﬁ'—a# I}'; zrrrrlllill}),'-\\”ffllllz;?
ggcpssgblems — E— E;:iﬁism Bars ____ S Osteoporosis‘-You: Fam‘ily-Who?
Arthritis - - Hearing Loss _— - Hypoglycemia -You: ____ Famllly-%vlhho?,

. y ——— S —_— — Heart Problems-You: Family-Who?
#&ﬁ&:ﬂlmg B ZT?:;:; s —_— Lung Problems- You: Family-Who?
Dizziness Asthma - T e Other:

Present Health Goals:
___Improve Nutrition/Eating Habits ~ ___ Lower Cholesterol . ___ Get Off Medications
__ Weight Loss/Fat Loss __ Lower Blood Pressure ___Improve Sleep
__Increase Lean Muscle Mass ___ Start Exercising ___Improve Energy
__ Increase Bone Density ___Look Better ___Improve Posture
___Reduce Stress * __ Feel Better ___Improve Outlook/Happiness
On a scale of 1 to 10 with 1=Poor and 10=Excellent, please rate how well you think you're doing in the following categories:
Exercise Sleen Diet Stress Level Water Intake Energv Level
Your Signature: Date:

https://cdn.vortala.com/childsites/uploads/1718/files/Health-History-form.jpg



