Welcome

We are pleased to welcome you to our practice. Please take a few minutes to fill out this form as completely as you
can. If you have questions we’ll be glad to help you. We look forward to working with you in maintaining your health.
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Notify in case of emergency

Cell Phone .

Whom may we th for referring you?

Person Res sible for Account

Relation to Patie

Address (if d

City 24

Cell Phone ”

Person responsibl "’:'_'T:L-_élnployed by
Business Addreséj —

Business Phone

Insurance Company

Phone SO -

Name of other depender

Have you ever seen a chiropractor? (1 Yes [J No If}

e

Your reason for this visit: _ = _ :
s ]

-
s | R E
w, o Nl S S
Ir.

p

Please describe your curren

If so, when and where?

Activities or movements that are difficult/pa r

Ak

Type of pain: () Sharp 0 Dull

Lo %
T

Is pain interfering with: [J Work

- I.' F .




e —— -

Health History

Please list any medication (including pain killers) you are taking:

Please list any serious injuries or surgeries you have had in the last 10 years:
Description Date
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inform the chlropractor.

for all charges whether or nct d by
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