
 

 
 

Re-activation of Care 

According to our records, the date of your last visit was on:      .  

Please let us know if any of your contact information has changed: 

NAME:            

     

ADDRESS             

    

       MOBILE PHONE     

       

 EMAIL ADDRESS            

 

OCCUPATION             

      

REASONS FOR TODAYS VISIT: 

___________________________________________________________________________ 

SINCE YOUR LAST VISIT, HAVE YOU HAD ANY:  

Injuries: No  Yes (please describe)—       

 ________________________________________________________________________________ 

Sickness: No  Yes (please describe)—       

 ________________________________________________________________________________ 

Conditions: No  Yes (please describe)—       

 ________________________________________________________________________________ 

Surgeries: No  Yes (please describe)—        

Chiropractic care: No  Yes—Name of provider:       

Medical care: No  Yes—For what condition:        

Physical therapy: No  Yes—For what condition:       

 

For women only—To your knowledge are you pregnant? No Yes  

 

               

PATIENT SIGNATURE       DATE  


