
Chiropractic Case History 

 

                                                                                                                         
Name______________________________________________________________ Date___________________________ 

 

Marital Status: ___Married ___Single ___Divorced  ___Widowed        

 

Address: _____________________________________ City: ____________________ State: ______Zip: _____________ 

 

Phone (Home): ____________________  (Work): ________________________ (Cell): ____________________________ 

 

Sex: ___Male ___Female    Date of Birth: ____________________________ Age: _________  

 

Patient SSN:______________________________________   E-mail: ___________________________________________ 

 

Referred By: ______________________________________    Occupation: ______________________________________  

 

Employer: ________________________________________ 

 

Spouse’s Name________________________________ Spouse’s Employer: _____________________________________ 

 

Have you seen a chiropractor before? ___Yes ___No Chiropractor’s name: _______________________________________ 

 

Who is your primary care physician? _____________________________________________________________________ 

 

Reason for your visit today? (Please list areas of  pain) _______________________________________________________ 

 

Date of accident or beginning of symptoms: ________________________________________________________________ 

 

Name and phone # of emergency contact: __________________________________________________________________ 

 

List any broken bones or dislocations: _____________________________________________________________________ 

 

Have you ever had a spinal tap or injection? ___Yes ___No           Have you ever been knocked unconscious? ___Yes ___No 

 

Have you ever had a lapse in memory? ___Yes ___No 

 

Have you ever had x- rays, MRI, or CAT Scan of your spine? ___Yes ___No When? ________________________________ 

 

Do you suffer from any condition other than that for which you are consulting us? __________________________________ 

 

Are you presently taking any prescription medication? ___Yes ___No   If yes, please list:  

____________________________________________________________________________________________________ 

 

Please list any known allergies: ___________________________________________________________________________ 

 

Insurance Information 
 

Insurance company : _________________________________ Spouse’s Insurance: __________________________________ 

 

Are present symptoms due to an injury? ___Yes ___No ___On the job ___Auto Accident ___ Personal Injury 

 

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself.  I understand that 

the doctor’s office will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any 

amount authorized to be paid directly to this office will be credited to my account upon receipt.  However, I clearly understand and agree that all 

services rendered to me are charged directly to me and that I am personally responsible for payment. 

I hereby authorize the doctor to examine me and treat my condition as he deems appropriate through the use of chiropractic health  

Care. The doctor will not be held accountable for any pre-medically diagnosed conditions nor for any medical diagnosis. 

 

Patient Signature: ______________________________________________________ Date: _____________________________  

 








	history31810
	Binder1
	page1
	page2
	page3


