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v CHIROPRACTIC

Date: Chiropractic Intake Form

Mame: __ Celt: _
Address: Lyt City, Zip__

DOE: Age

Deccupation: oFull Time oPartTime oStudent o Unemployed
Employer: oSingle oMarried o Divorced 0 Other
Emaﬂ: F a
Emergency Contact: Cell: Relationship:
Sacial Security Mo:

How did you hear about us? oOnline (Google, Facebook, etc) oRecommended by Friend oOther:

Have you been treated by a chiropractor before? oves oMo Please circle any areas of discomfort:
If yes, Doctor's Mame/Facility:
Reason for Care: Ty B
Date of last chiropractic visit:
Hawve you had x-rays in the past two years? o¥es oMo
Drate oflast chiropractic x-rays:
How long were you under care? ]
Reason for thiswisit: o Auto Accident © Employment Accident o Other | 1 Y
List past surgeries and dates: | Y et | 1 I
List past accidents/traumas and dates: . j [ ) [ 1=,
Please indicate any of the following that apply to you: ¢ / |
o Cancer o Heart Attack/Stroke o Musdle Spasms 8 ) '
1 Diabetes o Sprains/Strains o Fibromyalgia b | o || }
o Arthritis o Joint Replacement| s) o Seoliosis | l |. !
': /!

o Mumbness o Headaches/Migraines o Other
What do your daily work habits include ? [Ex. Sitting, standing, light labor,
heawylabor, computer work, etc):

|
Do you sleep on your: o Back o Right side o Leftside o Stomach l'._ | .-I
Do you exerdise? oY¥es o MNo \ | f || /
What type of exercise? | | 1/
How frequent ? a h
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"copdys” o e payatie at the time of esch visitand that | sm fenencially re sponsible for all changes whether or not pasd by fdursnce. The sbdwe -nimed
providers affice may use my health cane information snd may diselose such inlormation 1o the nursnce companmy snd their sgents far the purpose of
abtsining payment for service s and detenmining benefits payable forrelated s ivices.

It i% the patee m” s r espons ibillty 1o werify msursnce benefits and notifythe front desk of any changes in nsurence bene . When we speak to

W5 RN COMpanie, we SN N0t S dys g NCON SOt o u B-1o-date infonmation . Whe sre not res ponsible forincar rect informationg iven by your
s e g Company. The best way o werily inloomstion & by neviewing you rw mbeninsur snce polcy.

Private Pay/Cash Rate o By chediing this bem, | acknowiedge that | do not have insur ance coverage and | deady understand and sgree that | am
peeers on iy et ponsibibe har paypment af sny services rendened bo me snd char ged dinsctly 1 me.

Sg ndture of person nes ponShie for thes aocount Prrn sl Pilarriot:

By sgfiong abowe, pou sgnes 1o the folbwing:
| hiowe completed this form fothe bast of my ability and knowikdge and agree to iform the affict if any of theabove information changes af ony Sme.
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