 Insurance Carrier:_________________ Policy No:____________________

 Agent:_________________ Claims Office Address:____________________

Confidential Health History

Dear Patient:  This information is considered confidential.  We need this information because we care enough to want to       know, and your answers will help us in determining if chiropractic can help you.  If we do not sincerely believe your condition will respond satisfactorily, we will not accept your case. In order for us to understand your condition properly,  please be as neat and accurate as possible while completing this form.  Thank you.

   PERSONAL:


                                    Marital                                Home 
   Name:___________________________________ Sex:____ Status:_____ D.O.B:________________ Phone:______-________________
                             M or F       M,S,D,W         month day year       area code  
   Address:____________________________________ City:_________________ State:_______________ Zip:__________
          (include street type-ST. AVE,)
   Occupation:_____________________________________ Height, Feet_____ Inches_____ Weight________                     

                (if student, unemployed, retired     
              child, housewife. Etc please indicate)                                                          
   Soc.                         Business                     Company
   Sec. #:______ _____ _________ Phone:______-_______________ Name: ________________________ Location:____________________
                                  Area Code    Number

   Spouse’s                        Spouse’s                         Spouse’s

   First name:____________________ Soc. Sec.#:______ ____ _________ Employer:___________________ Location:________________
   Spouse’s
   D.O.B.____-____-_________      

   HEALTH REPORT:            
   Please describe the principal health problems for which you came to this office.             
   _______________________________________________________________________________________________________________________
   _______________________________________________________________________________________________________________________
   List any other doctors seen for this: _________________________________________________________________________________
   _______________________________________________________________________________________________________________________
   List any diagnosis(es) and type of treatment(s): ______________________________________________________________________
   _______________________________________________________________________________________________________________________
   Have you lost any days of work? Yes ___ No ___ If yes, explain: _______________________________________________________
   _______________________________________________________________________________________________________________________
   Have you had similar accidents or injuries before? Yes ___ NO ___ If yes explain ______________________________________
 _______________________________________________________________________________________________________________________
   List the names of any relatives that have or have had a similar problem: ______________________________________________
   _______________________________________________________________________________________________________________________
   Have you or any relative received chiropractic treatment previously? Yes ___ No ___ If yes explain: __________________
   _______________________________________________________________________________________________________________________
   Have you been treated for any health condition by a physician in the last year? Yes ___ No ___ If yes explain: ________
    ______________________________________________________________________________________________________________________
    Are you currently under medication? Yes ___ No ___ If so, what kind? _________________________________________________
    Have you been under medication in the past? Yes ___ No ___ If so, what kind? _________________________________________
    List the approximate dates of any surgery or unusual diseases you have had: __________________________________________
    ______________________________________________________________________________________________________________________
    If your condition is due to an accident, not work related, please answer the following: ______________________________
  
Date________ Time ______ A.M. __ P.M. __ if accident. Police report made? _____________________________________
  
Place-Location of accident:____________________________________________________________________________________
    
Do you have an attorney that has advised you in this case? Yes ___ NO ___  If yes, list the name and address___



_______________________________________________________________________________________________________________
    
Please describe the accident: _________________________________________________________________________________

  
_______________________________________________________________________________________________________________
 
  If your condition is due to a work-related accident, please answer the following:

    
Have you notified your employer? Yes ___ No ___ IF yes, who or what department? _______________________________
    
Date injured _____________ Time ________ A.M. ___ P.M. ___ Date last worked____________________________________
    
Injured at: ___________________________________________________________________________________________________



            (Address, city, county, and state)






