
C O N F I D E N T I A L  P A T I E N T  I N F O R M A T I O N  

First Name: Last Name: DOB:     

Marital Status: # of children: Occupation: 

Street Address: 

City: State: Zip Code: 

Email: Cell Phone: 

Emergency Contact: Relation: Phone: 

How Did you hear about us? 

Date & Reason for last doctor visit? 

Are you receiving care from any health care providers?   Yes     No 

-if yes, please name them & their specialty

T O P  3  H E A L T H  G O A L S  F O R  T H I S  P R E G N A N C Y  A N D  B I R T H  

1. ______________________________

2. _____________________________

3. .______________________________

P R E V I O U S  B I R T H  E X P E R I E N C E  

Is this your first pregnancy?  Yes       No  

If not, please tell us about your pevious pregnancy(s): 

________________________________________________________________________ 

________________________________________________________________________ 

Do you plan to follow the same plan as your previous delivery?      Yes      No     

If not, what would you like to change? 

________________________________________________________________________ 

________________________________________________________________________ 



C O N C E P T I O N  &  E A R L Y  P R E G N A N C Y  

When is your expected due date?        /       /         How many weeks pregnant are you? 

Did you have difficulty conceiving?     Yes     No 
If yes, please explain: 

What is you pre-pregnancy weight?  Lbs     Current Weight?     Lbs 

C U R R E N T  H E A L T H  C O N D I T I O N S  

What health conditions bring you into our office? 

Have you received care for this problem before?     Yes  No 

When did the condition(s) first begin? 

What type of exercise are you currently performing? 

Please tell us about your current diet/any dietary restrictions: 

Have you taken any medications or supplements during your pregnancy?  Yes     No 
If yes, please explain: 

Yes     No Have you had any slips, falls or other physical traumas during the pregnancy?
If yes, please explain: 

Y O U R  B I R T H  P L A N  

Do you currently have a birth plan?  Yes     No 
If yes, please explain:  

__________________________________________________________________________

Are you taking any prenatal or birthing classes?     Yes     No 
If yes, please explain:  

_________________________________________________________________________

 Will they be present for delivery?  Yes  No   Who is your OB/GYN or midwife? 

Do you intend to have a doula or birth coach present?     Yes  No 

If yes, please explain: 

Do you wish to have a natural vaginal labor and delivery?     Yes     No 
 If not, what concerns do you have: 



Y O U R  P O S T  B I R T H  P L A N  

Do you plan to breastfeed your baby?     Yes     No 

What do you intend to do for vaccines? 

__________________________________________________________________________

Is there anything else you’d like to tell us about your pregnancy or birth plan? 

__________________________________________________________________________

What would you like to gain from chiropractic care during your pregnancy? 

__________________________________________________________________________ 

Do you have any additional questions? 

C H I R O P R A C T I C  H I S T O R Y  
D

What would you like to gain from chiropractic care?   Resolve existing condition(s)  Overall Wellness B oth 

Have you ever visited a chiropractor?     Yes   No 

If yes, what is their name? 

What is their specialty?  Pain Relief  Physical Therapy & Rehab      Nutritional  Subluxation Based Other 

When was your last adjustment? 

How often were you getting adjusted? 



 R E G I O N S  F U N C T I O N S  S Y M P T O M S  

THE NERVOUS SYSTEM CONTROLS & COORDINATES ALL ORGANS AND STRUCTURES OF THE HUMAN BODY 
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I hereby request and consent to the performance of chiropractic procedures, including various modes of physical therapy and 
diagnostic x-rays, on me (or the patient named below, for whom I am legally responsible) by the doctor of chiropractic named 
below and/or other licensed doctors of chiropractic who now or in the future treat me while employed by, working with, or 
associated with or serving as back-up for the doctor of chiropractic named below, including those working at other Chiropractic 
Partners offices. 

 I have had an opportunity to discuss with the doctor of chiropractic named below, and/or with other office or clinic personnel 
the nature and purpose of chiropractic adjustments and other procedures. I understand that results are not guaranteed. I 
understand and am informed that, as with the practice of medicine chiropractic carries some risks to treatment, including, but 
not limited to fractures, disc injuries, strokes, dislocations and sprains. 

 I do not expect the doctor to be able to anticipate and explain all risks and complications. I consent to rely on the doctor’s best 
judgment, exercised during the course of treatment that is in my best interest, based upon the known facts. I have read, or 
have had read to me, the above consent. I have also had an opportunity to ask questions about its consent, and by signing 
below I agree to the above named procedures. I intend this consent form to cover the entire course of treatment for my 
present conditions(s) and for any future condition(s) for which I seek treatment.

Photo Consent
I hereby authorize Abundant Life Chiropractic to use my testimonial and any information contained herein, including photos 
and video, in its public relation efforts. I understand and approve the disclosure of testimonial information, photos and video to 
the media, social media and other individuals and entities that may be involved in the public relations efforts of Abundant Life 
Chiropractic, including but not limited to Abundant Life Chiropractic’s Facebook page, Instagram page, and in-office displays. By 
signing below I agree and acknowledge that I have read and understood the above and Release, have had the opportunity to 
ask questions about it, and agree to all terms described. 

  Yes, I give consent to take and use photos                     No, I do not give consent for photos

_____________________

Date Signed 

_____________________ 
Witness to Signature  

_____________________ 

__________________________________________________ 

Patient Name (Printed) 

__________________________________________________ 
Signature: Patient or Legal Representative (Attorney, Guardian, Parent)  

__________________________________________________ 
Doctor of Chiropractic Signature  Date Signed 



RISKS/COMPLICATIONS PAST PREGNANCY/BIRTHS 
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________ ________________________

GOALS 
__________________________________ 
__________________________________ 
__________________________________ 
__________________________________ 
__________________________________
__________________________________ 
__________________________________ 
__________________________________ 
__________________________________
__________________________________ 
__________________________________ 
__________________________________

NOTES 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________

__________________________________________________________ 

__________________________________________________________

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________

P A S T  S U  R G E R I  E S / I  N J U  R I  E S / M E D S 
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________

WKS PREGNANT:_____
Gender: ________

ROF:
_____________
_____________
_____________
_____________
_____________
_____________
_____________

KIDS:_______

PRIOR DC:   Y   /  N   
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