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Date: _______________________________ 
 

Name: _____________________________________________Referred By:_________________________________________ 
 

Address: _______________________________________City: _____________State:_______ Zip:_________ Phone:_______________ 
 

Cell phone:  ______________  Birth date: ____/_____/_____ Sex_____ Age_____  Marital Status:_________ Number of Children:_________ 
 
Names & Ages 
of Children        ________________________________   ______________________________  ___________________________________ 
 

Occupation:__________________________ Employer: _________________________________Work Number:______________________ 
               Spouse’s               Spouse’s   
Social Security Number:_________-_______-_________    Name_________________________ Birth date  ________________________ 
 
Emergency Contact number ______________________ E-Mail Address_____________________________________________________ 
 
When did you last see a Chiropractor ?_______________________________ Dr.______________________________________________ 
 

Is there any chance you are pregnant?  (     ) Yes   (    ) No 
 
Have you experienced any recent unexplained weight loss? _________________________________________________________________  
 

PLEASE FILL IN THE APPROPRIATE SPACES: (All information you give is confidential) 
 

Describe your major complaint: ____________________________________________________________________________________ 
 

How long ago did you notice this condition? ____________________________________________________________________________ 
 
Please explain what activity or event first revealed your problem: _____________________________________________________________ 
 

 

List drugs you now take (prescription and over the counter): 
__________________________________________________________________________________________________________ 
 

What of type doctors have you seen and or home remedies have you tried for this condition? List the results of what was done: 

_______________________________________________________________________________________________________

________________________________________________________________________________________________ 

Have you had this similar condition before?    Yes  (      )    No (      )   When___________________________________________________ 
 

CONDITIONS:   Check off any past or present conditions you may have had.   
 

_____Back curvature _____Poor Posture _____Fainting  
_____Mental/emotional disorders _____Trouble concentrating _____Loss of balance  
_____Diabetes _____Trouble sleeping _____Blurred or double vision R.  or  L.  
_____Headaches/ Migraines _____Stroke _____Anemia  
_____Convulsions/Epilepsy _____Excessive gas _____Menstrual problems/PMS  
_____Cancer _____High or low blood pressure _____Eating disorder  
_____Frequent colds/flues _____Learning disability _____Sinus problems  
_____Depressed _____Bedwetting   _____Pregnant (now)  
_____Irritable _____Neck pain or stiff   R or  L _____Upper back pain or stiffness R. or L. 
_____Excess sweating _____Heart problems _____Low back pain or stiffness  R. or  L. 
_____Light bothers eyes _____Hepatitis/AIDS/HIV _____Syphilis 
_____Heartburn _____Diarrhea/constipation _____Digestive problems 
_____Ulcers _____Chest pain _____Colon trouble  
_____Light headed upon arising _____Prostate problems _____Numbness, tingling in arms/fingers R or L   
_____Ear infections _____Dizziness _____Leg pain in the buttock/thigh/calf R or L 
_____Asthma _____Mid back pain or stiffness  R.  or  L. _____Ringing in ears R.  or  L 
_____Numbness, tingling in buttocks/thigh/feet R. or L                                               _____Difficulty in excessive (Standing, walking,    
                                                                           sitting, riding,bending,lifting,twisting,  household duties) 
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IF YOU WERE TO DESCRIBE YOUR HEALTH PHILOSOPHY, WOULD YOU SAY I PREFER TO:  
 

A) Prevent B) Procrastinate 
 

WHEN TAKING CARE OF A HEALTH PROBLEM DO YOU PREFER TO USE: 
 

A) Natural Methods B) Medical Methods 
 

HOW DO YOU WANT US TO HANDLE YOUR PROBLEM?   _______Maximum Correction     __________ Temporary Relief 
 

FAMILY HISTORY OF: (check all that apply) 
 

Arthritis_______  Cancer_______  Diabetes_______  Heart Disease_______  Back Problems ______ Scoliosis (Back Curvature)________ 
 

Any others, please list: ____________________________________________________________________________________________ 
 

Have you previously or do you currently smoke?  Yes  or  No  .  If yes, how many per day? ________    
 

What surgeries have you had?______________________________________________________________________________________ 
 
Was this injury related to:   work accident  (       )    auto accident  (      ) 
 
Have you lost work days: Yes (      )    No (     )   How many?______________________________________________________________ 
 

1.     All first visit charges are payable when services are rendered. 
2.     The fee paid for x-rays is for the doctor’s analysis only.  The film itself is property of this office.  Once films are used for    
treatment purposes, they cannot be released. (Copies are available for a fee.) 
 

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself.  
Furthermore, I understand that Optimal Health Chiropractic will prepare any necessary reports and forms to assist me in obtaining 
reimbursement from my insurance company.  However, I clearly understand and agree that I am personally responsible for 
payment. 
 
 
 
 

____________________________________________ ________________________ 
Patient’s signature  Date 
 
 
 

____________________________________________ ________________________ 
Guardian’s Signature Authorizing Care for Minor Date 
 

 
PLEASE FEEL FREE TO DISCUSS OUR FEES.  FEES ARE PAYABLE WHEN SERVICES RECEIVED UNLESS SPECIAL 
ARRANGEMENTS ARE MADE IN ADVANCE. 


