
                                  
 
 
 
 
 
 
“The doctor of the future will give no medicine but will interest his patients in the care of the human frame, 
in diet, and in the cause and prevention of disease.”  
                                                                                                                    ………. Thomas Edison 
 

           Date _______________ 
Confidential Patient Information 

Thank you for choosing our practice for your chiropractic needs. Please complete this form in ink. If you have any 
questions or concerns, do not hesitate to ask for assistance.  We will be happy to help. 

                                                

(Please Print) 
Name _______________________________________  Sex:    Female     Male  
 

Address ______________________________________________  City ___________________________ 
 

Postal Code ____________________    Date of Birth  ____________________________   Age _______ 
 

Home Phone _________________    Work Phone  _________________    Cell  ___________________ 
 

Your email  ___________________________________________________________________________ 
 

Employer ___________________________   Occupation  _____________________________________ 
 

Where do you prefer to receive calls?    Home     Work 
 
Marital:   S    M    D    W    Separated   Spouse’s/Parents’ name _______________________ 
 

Names and ages of children ____________________________________________________________ 
            (if applicable) 
 

Whom may we thank for referring you to us? _____________________________________________ 
 

Person to contact in case of emergency ____________________________    Phone _______________ 
Do you have additional insurance coverage for chiropractic care?    Yes     No 
 

Have you ever attended another chiropractor?    Yes    When ________________        No 
 

              Name: _____________________________________________ 
 
 

About your Health 
 

The human body is designed to be healthy.  There are many events that occur as well as  
habits we develop throughout our lifetime, that interfere with our ability to maximize the 
expression of our optimum health potential.  Please take a moment now to answer the following 
simple questions so that we might better understand your overall health picture.  We need to 
develop an appreciation for the layers of damage that may exist in your body, and determine 
those that are contributing to the blockage of your body’s innate ability to be well and healthy.  
 
 

 

SIGNATURE _________________________________________________             Date _____________ 
 
 



    

ymptoms and Ill Health 

 
        As the years go by & the layers of damage increase, it is common to begin to experience 
symptoms and random bouts of ill health until we are brought to our present state of health. 
 
PRESENT REASON FOR CONSULTING OUR OFFICE: 
 
________ Correction and prevention of existing problem? 
 
________ Maximizing personal and/or family health potential? 
 
If you have a specific chief complaint, please describe it briefly.      
__________________________________________________________________________________ 
__________________________________________________________________________________ 
How and when did this problem start? _______________________________________________ 
__________________________________________________________________________________ 
Does the pain radiate or travel anywhere else?     Yes No    
If so, where?  ______________________________________________________________________ 
 

Is the problem ..............   Constant      Intermittent     Worse with movement 
 
Is condition worse ....... In the a.m. In the p.m. No 
change 
 
Is condition interfering with ................. Sleep  Work
      Routine  Other 
 
Is condition getting progressively worse?       Yes        No 
 
Type of pain:     Sharp     Throbbing     Numbness     Aching     Shooting 
  Dull     Swelling     Stiffness     Burning     Cramps     
Tingling 
 
What aggravates your condition/pain? _____________________________________   
What relieves your condition/pain? ________________________________________ 
 
Have you had this problem before?    Yes         No 
If this condition was treated in the past, please describe treatment & results.  
__________________________________________________________________________________ 
__________________________________________________________________________________ 
 
Could your problem have been caused by an injury at work?  If yes, please give us the details. 
__________________________________________________________________________________ 



__________________________________________________________________________________ 
 
Have you had xrays taken of this area?    Yes        No 
          When? _______________          Where? ____________________________ 
 
 
Have you ever been involved in an automobile accident?  Yes        No  
  Date ________________ 
           Any difficulties/injuries arising from this incident? _______________________________ 
__________________________________________________________________________________    
 
Please list any additional health problems you are experiencing at the present time  ________ 
__________________________________________________________________________________ 
 
Have you had any surgeries? Yes        No 
 If yes, please give us a few details _____________________________________________ 
 
Are you taking any medication?        Yes        No 
 If yes, please list all __________________________________________________________ 
 
FOR WOMEN ONLY: 
 Date of last menstrual period _______________ 
 
SECONDARY COMPLAINTS? 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________         
 
**** On a scale of 1 to 10, with 10 being the highest, rate your level of commitment in helping us 
       solve this problem ______ 
 
 

Date _____________            SIGNATURE __________________________________ 

                                                     
 

 

 
 

 
 
 
 

 
PATIENT  AUTHORIZATION  FORM 

 
               TO _______________________________________________________________ 

(Name of physician, hospital or laboratory) 
 

You are hereby authorized to provide from your records, any information or reports  
concerning the state of my health, which may be requested by: 

 
David J. Matheson, DC 

 
P: 332.8133    F: 332.4440    Email: clinic@djmatheson.com 

 
                Thank you for your cooperation.  _____________________________ 
              (Patient’s name) 
                                                   
          




