
 1

 
 
 

 
All answers on this form are kept confidential according to HIPPA regulations. 

 
New Patient History       Today’s Date __________________ 
 
Name _________________________________________________ Gender _______ Date of Birth _______________  
  (last name, first name, middle initial)                     (M or F) 

Address ____________________________________________________ Email ______________________________ 

 City________________State______________________Zip____________ Age _______ Height/Weight ____________    

Home Phone (     ) _______________     Cell Phone (     ) _______________    Work Phone (      ) ________________ 

Occupation _________________________________________   Employer __________________________________ 
 
S.S. # ___________________                                               Marital Status _______________________________ 
                              (Single; Married; Separated; Divorced) 
Number of Children __________ (living) _________(deceased)   
       
Who referred you to the Center for Chiropractic & Wellness?  ______________________  

Who is Responsible for Bill? _________________ 

Name of Spouse or Insured _______________________________ Employer ___________________________________   

Spouses [Insured’s] S.S. #_______________________ Spouse [Insured’s] Birth Date: ____________________________ 
 
Emergency Contact Information 
Name _____________________________ Phone Number ________________ Relation to You ____________________ 

Primary Care Physician:  Name _______________________________  Phone (      ) __________________        

 His/Her Address ___________________________________________________________________________ 
  
Other doctors seen for this condition ___________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

Diagnosis and type of treatment _______________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 
 

What are your main reasons for seeking treatment today? ___________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 
 

Have you lost any days of work?  Yes ______ No ______ Dates: ___________________________ 
 
What type of service do you desire? 
 
_____ 1)  Temporary relief of symptoms/pain control 
_____ 2)  Eradication of the tendencies causing your condition. 
_____ 3)  Balanced optimum health care.  Elimination of root/cause of problem, if possible. 
_____ 4)  Maintenance care. 
 
How would you classify your condition?: 
 
_____ 1)  Minor. 
_____ 2)  Involved. 
_____ 3)  Fairly severe and progressively getting worse. 
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FOR WOMEN 
Date of last:  PAP ________________ Bone Density Scan _______________ Mammogram ______________ 
Age of 1st period (menarche) _______________ Age of last period (menopause) _______________ 
 
FOR MEN 
Date of last prostate checkup _________    PSA results ___________ Manual prostate exam results _____________ 
Lab results _____________________________________________________________________________________ 

 
FOR EVERYONE 
Have you had or do you have the following Sexually Transmitted Diseases: 

 Gonorrhea  Syphilis   HIV/AIDS HPV  Chlamydia  Herpes Date __________ 
 
Please check the appropriate boxes if you currently have, or have had in the past, any of the following addictions.  If you are 

currently in a state of recovery, please also indicate recovery period. 

 Prescription Drugs  Please indicate drug(s) and length of time of addiction:  ___________________ 

 Street Drugs  Please indicate drug(s) and length of time of addiction:  ___________________ 

 Alcohol  Please indicate length of time of addiction:      ___________________ 

 Tobacco  Please indicate length of time of addiction:      ___________________ 
 
List any medications and supplements you are currently taking (feel free to request more paper from the front desk): 

Medicine Dosage Reason How Long Prescribed by Date of last checkup 

      

      

      

      

 
Please indicate the use and frequency of the following: 
   Yes No How much and how often? 
Coffee/black tea        _____________________ 
Non-medical drugs   _____________________ 
Tobacco     _____________________ 
Alcohol     _____________________ 
Water Intake    _____________________ 
Soda Pop    _____________________ 
 
List any accidents, surgeries, hospitalizations, or trauma (include date): ________________________________________ 

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

Lab Results (include copies): __________________________________________________________________________ 

_________________________________________________________________________________________________ 
 
List any allergies, food sensitivities, or food cravings that you have.  __________________________________________ 

_________________________________________________________________________________________________ 
  
Is there anything in your personal or medical history that you have not yet listed (example:  recent personal or 

occupational trauma)?  If yes, please explain. ____________________________________________________________ 

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 
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History of Chief Concern 1) Provide an outline, chronologically, of your past experience in treating your primary 
concern.  Note any diagnoses made, tests done to confirm the diagnosis, treatments and your response to those treatments.  
2) Include specific therapies done and your response to them; medications tried and your reactions, positive or negative.  

This is an outline that we will review during your first visit.  It need not be exhaustive or highly detailed.    
Some past responses to medications predict future responses to herbs, nutrients, and supplements.  Please 
do not hesitate to request additional paper from the receptionist. 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

 
DOCTOR’S NOTES _______________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

 

 
 
 
 
            


