
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

   

CONFIDENTIAL 

 

HEALTH INFORMATION 
Please allow our staff to photocopy your drivers license and insurance details. 

All information you supply is confidential. We comply with all federal privacy standards. 
Please print clearly. 

Today’s Date (MM/DD/WW) Patient Number  (OFFICE USE ONLY) 
Have you consultued a chiropractor before? 

No       Yes 

Whom may we thank for referring you? When? If so, whom? 

 
 Male       Female 

Race 
American Indian         Alaskan Native                    Asian          Black or African American         

Native Hawaiian       Other Pacific Islander         Other          White  

Decline to answer 

Ethnicity 

    Hispanic or Latino 
    Not Hispanic or Latino  

    Decline to specify 

Age 

Birth Date (MM/DD/YYYY) 

MartIal Status  

 Single            Divorce 
 Widowed         Separated 

Your Last Name Social Security Number Preferred Language 

Your First Name Middle Name (or Initial) 

Address Spouse’s Name 

Smoking Status (age 13 and over) 
 Light Smoker Never a Smoker 

 Heavy Smoker                    Vape 

 Former Smoker                     

City State/Province        ZIP/Postal Code 

Home Phone Cell Phone 

Email Address 

Emergency Contact Emergency Contact Number Number of Children 

City 

Your Employer 

Insured’s Employer 

Address 

State/Province                   ZIP/Postal Code 

Insured’s Last Name 

Primary Care Provider’s Name 

Insurance Carrier Policy Number 

May we contact you at work? 

 Yes   No  

Preferred method of contact? 

 Home Phone          Cell Phone 

 Work Phone             Email 

Middle Name (or Initial) 

Address 

Insured’s First Name 

Insured’s Birth Date (MM/DD/YYYY) 

City State/Province ZIP/Postal Code Employer’s Phone 

Who carries this policy? 
 Self           Spouse          Parent  

Your Ocupation Work Number 

Elite Chiropractic 
2808 Prairie Lakes Dr, #105 

Sun Prairie, WI 53590 
T: (608) 825-7071 

E: info@elitechiropracticwi.com 
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Married 



  

 

 

 

  

  

Please describe your Primary Complaint in the space below. Use the Secondary and Additional Complaint boxes if they apply. 
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3. Review of Systems 
Chiropractic care focuses on the integrity of your nervous system, which controls and regulates your entire body. Please mark the circle beside any condition that 
   ’ e  ad  r  a e a d i i ia       e ri   . 

                   
          

   e   r  i  

  ee i   rie  

          
 r  ri i  

     a   e  ai  

          
    i  i  

     der  r   e   

          
 e    ai  

       ri    ai  

          
 a    r   e  

 M  i   e  

          
 i  di  rder  

   r      re 

   e 

  i ia   

               
          

   ie   
          

 e re  i   
          

 eada  e 
          

 i  i e    er i   
          

 i  a d 
 eed e  

          

     e   

   e 

  i ia   

                 
          

 i       d 
 re   re 

          
        d 
 re   re 

          
 i   
    e  er   

          
   r 

          
   i a 

          
   e  i e 
 r i i   

   e 

  i ia   

              
          

     a 
          

   ea 
          

      e a 
          

 a   e er 
          

   r  e      
 rea   

          

  e    ia 

   e 

  i ia   

            
          

   re ia    i ia 
          

   er 
          

   d  e  i i i ie  
          

 ear   r  
          

     i a i   
          

 iarr ea 

   e 

  i ia   

          

          
   rred 

          
 i  i   i  ear 

          

 eari        
          

  r  i  ear 
i  e  i    

          
          e   

          

         a  e 
   e 

  i ia   

       
          

  i  
          

   ria i  
          

   e a 
          

   e 
          

 air      
          

 a   

   e 

  i ia   

            
          

   r id i   e  
          

     e 
di  rder  

          
        e ia 

          
 re  e    ri a i   

          
     e    a d  

          
    e er   

   e 

  i ia   

                
          

 id e      e  
          

   er i i    
          

 ed e  i   
          

 r   a e i   e  
          

 re  i e 
di      i   

          
 M  
         

   e 

  i ia   

                 
          

 ai  i   
          

     i id  
          

   r a  e i e 
          

 a i  e 
          

  dde   ei    
 ai         ir  e   e  

          
 ea  e   

   e 

  i ia   

                
    i e   e       

         
   ere d e  i    r    
Mar    rre   i   e  
 i   a    
Mar   a   i   e  
 i   a    



 

 

 
 
 
 

 
 

 

                  
               e  re e are    r   rre   
           

              
 

 

Past Personal, Family and Social History 
Please identify your past history, including accidents, injuries, illness, and treatments. Please complete each section fully. 
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Patient Number 
(Office use only) 

Patient Initials 
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15. What is the type and approximate age of your mattress and pillow? 

17. Describe you typical eating habits:        Skip breakfast  Two meals a day     Three meals a day       Snacking between meals 

Acknowledgements 

18. What would be the most significant thing that you could do to improve your health? 

Doctor’s Initials 

14. How much sleep do you average per night Hours 13. What is the major stressor in your life? 

16. What is your prefered sleeping position? 

12. Activities of Daily Living 
How does this condition currently interfere with your life and ability to function? 
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To set clear expectations, improve communications and help you get the best results in the shortest amount of time, please read each statement 

and initial your agreement. 

19. In addition to the main reason for your visit today, what addition health goals do you have? 

I instruct the chiropractor to deliver care that, in his or her professional judgment, can best help me in the restoration 

of my health. I also understand that the chiropractic care offered in this practice is based on the best available 

evidence and designed to reduce or correct vertebral subluxation. Chiropractic is a separate and distinct healing art 

from medicine and does not proclaim to cure any named disease or entity.  

I may request a copy of the Privacy Policy and understand it describes how my personal health information is 

protected and released on my behalf for seeking reimbursement from any involved third parties. 

I realized that an X-ray examination mat be hazardous to an unborn child and certify that to the best of my knowledge 

I am NOT pregnant. 

I grant permission to be called to confirm or reschedule an appoint and to be sent occasional cards, letters, emails or 

health information to me as an extension of my care in this office. 

I acknowledge that any insurance I may have is an agreement between the carrier and me and that I am responsible 

for the payment of any covered or non-covered services I receive. 

I acknowledge that No-Show, No-Call appointments will incur a fee of $25 ($50 For a family visit) that will be charged 

to your payment method on file. (There is no penalty for your FIRST No-Show, No-Call appointment.) 
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Patient Initials 

Patient Number 
(Office use only) 

 

 

 


