Patient History

Name__________________________________________Birthdate__________

Height____________________Weight________________ Age________

Preferred phone_____________________2nd phone_____________________

Address__________________________________________________________

City_________________________________State__________ZIP___________

Email____________________________________________________________

Occupation__________________________Employer______________________

Emergency contact_________________________Phone___________________

Physician_________________________________________________________

Chiropractor_____________________​​​_______________________

What problems would you like to work on? ________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________________________________________________________________________

How did you hear about us? _________________________________________

Medical History (Surgeries, chronic diseases, major accidents):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________

Please list your current prescription and over the counter medications:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________

Please list any supplements, vitamins, or herbs you are currently taking:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________Do you have any allergies to drugs, chemicals, or foods?___________________

I________________________________________________________________

Do you have a pacemaker? 

Yes    

No

Have you ever had acupuncture?

Yes

No

Do you faint, bruise, or bleed easily?
Yes

No

