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General Information
Full Name: __________________________________  Nickname:______________ Date: __________________
Address: ______________________________City:______________State:_______Zip:___________________
Phone number: _____________________________ Email: ______________________________
Marital Status:      Single     Married        Widowed                               DOB: ____________
Occupation:______________________ Employer:____________________
Emergency contact: _____________________________________________________________ 
Emergency contact phone number: _____________________ Relation? _______________
Whom may we thank for referring you? ___________________________________________
Preferred method of communication (circle one): Email      Phone      Text
Would you like text or email appointment reminders?          Yes        No
Do you see a primary care doctor? If so, who & when? ________________________________________
Have you ever been to a chiropractor? If so, who & when? _____________________________________
What is one thing that you could do to improve your health? ______________________________________ What are you hoping to get out of chiropractic care? Please be specific…do you want to be able to pick up your grandkids, garden without pain, etc. _______________________________________________________
Billing Information
Do you have medical insurance? □Yes  □ No    Insurance Company Name ____________________________
Insured’s Name ______________________Relationship to patient ____________________________
Insured’s DOB ______________________Insured’s Employer _________________ 
Do you have a secondary insurance? ? □Yes  □ No    Insurance Company Name _________________________

I authorize Truly Chiropractic to release any information pertinent to my case to my insurance carrier and to submit a claim for all services rendered by this office. I authorize and direct my insurance carrier or its intermediaries to issue payment checks directly to this office for services rendered. I understand I am financially responsible to this office for any balance not covered by this authorization. I understand that if I suspended or terminate my care and treatment, any fees for professional services rendered will be immediately due and payable. If it is ever necessary for this office to employ collections counsel, I understand that I am responsible for those collection charges. A copy of this signature is as valid as the original.
Patient/Guardian Signature _________________________________________________Date __________





GENERAL- Please check if any of these pertain to you: 
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Are you currently taking any medications, supplements, or recreational drugs (please list)?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any surgeries, hospitalizations, or accidents you have had and the years below:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you allergic to anything? __________________________________________________________________

Overall Health & Wellbeing
What is your quality of sleep like (circle one)? Fair    Poor    Excellent        How many hours per night? ________
Preferred sleeping position?___________________         
Do you smoke/use tobacco? □No □Yes                  How much? __________ How many years? ____________
Please rate how healthy you think your eating habits are on a scale of 1-10 (1 being the worst) ________
Please rate your physical stress on a scale of 1-10 (1 being little to none) __________
Please rate your emotional stress on a scale of 1-10 (1 being little to none) __________
How many cups (or ounces, mL, etc.) of water do you drink in a day? __________________
How many cups (or ounces, mL, etc.) of coffee do you drink daily? _______ Alcoholic beverages? _________
How many days a week do you exercise and what activities are you doing? _____________________________
__________________________________________________________________________________________
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Current Health Condition
Is this a wellness or maintenance care visit?      □Yes  □ No  
Do you have more than one area of complaint today?          □Yes  □ No  

[image: ]What is your primary complaint?______________________________
How long have you had this condition? _________ 
Please rate your pain on a scale of 1-10 (10 being the worst)________
How would you describe this pain? ____________________________
Have you had this or similar conditions in the past? ______________
What activities aggravate your condition?______________________
Can you think of anything that makes your pain better? _________________________________________________________
Is this condition getting progressively worse? □Yes  □ No  
□  Constant   □ Comes and goes 
Is this condition interfering with your: 
□ Work    □ Sleep   □ Daily Routine  □  Other: ___________________
Other doctors who have treated this condition: _________________________________________________________


** Are you currently pregnant, breastfeeding, or trying to conceive? __________________________________


Consent to Treatment:
To the best of my knowledge, this form is accurate and complete. I have disclosed all known health conditions and will inform Dr. Katie of any changes in my health status at the beginning of future appointments. Dr.Katie has discussed other options for treatment, the risks associated with chiropractic, and my treatment plan with me and I consent to treatment.



Signature: ______________________________________ Date: _________________________



image3.emf

image1.png
/§

MUY

P

CHI

=

OPRACUC

g
%




image2.png
Ooooo o0Ooo0 oo o oo o o

Jaw pain, clicking, or
popping

Dizziness or
lightheadedness

Shoulder pain

Numbness or tingling into
the arms or hands
Numbness or tingling into
the legs or feet

Chest pain or cough
Weakness in the
extremities

Fatigue or loss of energy
Joint pain or swelling

Pain w/ exertion (activity,
walking stairs)

Rashes or skin concerns
Loss of balance

Visual or hearing problems
Memory loss
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Trouble Sleeping
Irritability
Depression

Anxiety

Chronic sinus infections
Ear infections
Allergies

Asthma

Difficulty breathing
Thyroid problems
Kidney problems
Poor circulation
Digestive difficulties
Bladder problems
AIDS/HIV
Alcohol/Drug abuse
Epilepsy, fainting, or
seizures
Osteoporosis
Osteoarthritis
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Rheumatoid Arthritis
Heart attack

Stroke

Heart defect or condition
Heart surgery or
pacemaker

High cholesterol

Low or high blood
pressure

Diabetes

Shingles

Cancer

Hepatitis

Ulcers

Colitis

Irritable Bowel Syndrome
Artificial bones or joints
Abnormal or painful
menstrual cycles

Other:
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Family Wellness Center




