Confidential Case History

How do you wish to be addressed in our office? o First name O

oMr. oMrs. oMs. oMiss oDr.

Full Legal Name

oMale oFemale

Date of Birth Age Email:

Address Apt. City Zip code
Cell Phone Home Phone Work Phone

Occupation Employer

oMarried oSingle oDivorced oWidowed How Many Children

Spouse’s Name Phone number

How did you happen to choose our office?

Have you ever been to a chiropractic doctor before? oYes oONo If Yes, when was your last visit?

What is your major complaint?

List other doctors seen for this condition:

Do you frequently suffer from any of the following?

Please mark areas of pain or discomfort below

oAsthma oHeadaches oDizziness

oBackache oMigraines oHigh Blood Pressure
oNeck Pain oDigestive Upset oBlurred Vision

oAllergy oConstipation FEMALES ONLY:
OArthritis oSleep Problems oPainful menstruation
oLow Energy oDepression oPMS

oFoot Pain oSinus Trouble Are you pregnant?

Do you feel you are: coverweight, ounderweight, nideal weight?

Additional information:

oYes ONo

e [ understand that payment is due at the time services are rendered.

Signature: Date:




