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Patient ___________________________                                       Date _______________           

 

201 Smith Drive, Suite D2 - Cranberry Township, PA 16066 

  
 

Thank you for choosing our practice for your chiropractic needs. Please fi l l  out 

this form in as much detail  as possible.   If  you have any questions or concerns, do 

not hesitate to ask for assistance.  We will  be happy to help.  

 

Patient Information: (Please print) 

 

Name ____________________________________           Date  ___________________   
                  First  Middle   Last 
 

Address ________________________________________________________________  
 

City ___________________________________ State _____________ Zip ________  
 

Social Security # ________________________ Home Phone (___)______________  

 

Cell Phone (___)_________________________  Work Phone (___) ______________  

Do you prefer to receive calls at: Home  □ Cell  □     Work  □ No Preference  □  
 

E-mail Address __________________________________________________________  

I would like to opt-in to receive the Weekly Health Newsletter  Yes  □ No  □  

   

Age _______  Date of Birth _____________     Sex: Male  □ Female  □  

Married □     Single □     Widowed □     Separated □      Divorced □      Minor □ 

 

Patient Employer/School ____________________  Occupation ___________________   
 

Employer/School Address __________________________________________________ 

 

Spouse or Parent’s Name _______________________  Employer __________________ 

 

Whom may we thank for referring you? _______________________________________ 

   

Emergency Contact _________________________  Phone __________________  
 

Relationship to Patient _________________________________ 

 

Symptoms: 

Have you ever had chiropractic care before? ____________________________________ 
 

For what problem? ________________________________________________________  
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Patient ___________________________                                       Date _______________           

 

201 Smith Drive, Suite D2 - Cranberry Township, PA 16066 

1. Major complaint/symptom ________________________________________________ 

 When did the problem (pain) begin?_____________________________________ 

 How do you believe the problem began? _________________________________ 

What is the quality of the pain? Sharp □    Dull □    Aching □   Burning □     

Tingling □  Throbbing □   Stiffness □   Cramping □    Swelling □    Other □ 

    Where is the pain located (specifically) __________________________________ 

            What positions or activities aggravate your condition? ______________________  

            What positions or activities relieve your condition?_________________________ 

 Rate the severity of your pain (1 = mild – 10 = severe)   1  2  3  4  5  6  7  8  9  10 

 What treatment(s) have you received for this condition? ____________________  

Who was the treating doctor  _________________________________________   
 

2. Second complaint/symptom ______________________________________________ 

 When did the problem (pain) begin? ____________________________________ 

 How do you believe the problem (pain) began?____________________________ 

What is the quality of the pain? Sharp □    Dull □    Aching □    Burning □     

Tingling □  Throbbing □   Stiffness □   Cramping □    Swelling □    Other □ 

    Where is the pain located (specifically) __________________________________ 

            What positions or activities aggravate your condition? ______________________  

            What positions or activities relieve your condition?_________________________ 

 Rate the severity of your pain (1 = mild – 10 = severe)   1  2  3  4  5  6  7  8  9  10 

 What treatment(s) have you received for this condition?_____________________  

Who was the treating doctor? _________________________________________   
 

3. Third complaint/symptom _______________________________________________ 

 When did the problem (pain) begin? ____________________________________ 

 How do you believe the problem began?_________________________________ 

What is the quality of the pain? Sharp □    Dull □    Aching □    Burning □ 

Tingling □  Throbbing □   Stiffness □   Cramping □    Swelling □    Other □ 

    Where is the pain located (specifically) __________________________________ 

            What positions or activities aggravate your condition? ______________________  

            What positions or activities relieve your condition?_________________________ 

 Rate the severity of your pain (1 = mild – 10 = severe)   1  2  3  4  5  6  7  8  9  10 

 What treatment(s) have you received for this condition?_____________________  

Who was the treating doctor? _________________________________________   
 
 

Family History: 

 

Did your mother or father have any of the following conditions: 

Please mark M for mother, F for father, and B for both. (example: ( M ) Arthritis) 

 

(   ) Arthritis     (   ) High Blood Pressure 

(   ) Asthma     (   ) Kidney Disease 

(   ) Autoimmune Disease   (   ) Mental Illness 
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Patient ___________________________                                       Date _______________           

 

201 Smith Drive, Suite D2 - Cranberry Township, PA 16066 

(   ) Cancer     (   ) Seizures or Convulsions 

(   ) Circulatory Problems   (   ) Stroke 

(   ) Diabetes     (   ) Thyroid Disease 

(   ) Emphysema or Lung Pathology  (   ) Ulcers or Digestive Disorders 

(   ) Heart Disease 
 
 

Health History:    

 

Check only those conditions which are applicable. 

AIDS/HIV □      Cataracts □        Hepatitis □       Multiple Sclerosis □     Suicide Attempt □ 

Alcoholism □       Chicken Pox □      Hernia □       Osteoporosis □     Thyroid Disorder □ 

Allergies □      Depression □        Herniated Disc □      Parkinson’s disease □     Tonsillitis □ 

Anemia □      Diabetes □        Herpes □      Pinched Nerve □    Tuberculosis □ 

Anorexia □      Emphysema □       High Cholesterol □     Pneumonia □       Tumor/Cancer □ 

Appendicitis □      Epilepsy □      High Blood Pressure □   Polio □      Typhoid Fever □ 

Arthritis □      Fractures □      Kidney Disease □     Prostate Problems □    Ulcers □ 

Asthma □      Glaucoma □        Lung Disease □     Prosthetics □              Venereal Disease □ 

Blood Disorder □    Goiter □        Migraines □         Psychiatric Care □     Whooping Cough □ 

Breast Lump □      Gout □        Measles □         Rheumatoid Arthritis □     Yeast Infections □ 

Bulimia □      Heart Disease □   Mononucleosis □      Stroke □         

 

Other health problems not listed above _________________________________________ 
 

Name of primary care physician  _________________________  

Date of last exam _____________________________________ 
 

(Women) 

Are you pregnant? Yes □  No □  Are you nursing?  Yes □    No □ 

Date of last menstrual cycle ____________   Are you taking birth control pills?  Yes □     No □ 
 

 

List any fractures or dislocations 1. _________________________     Year _________________ 

(If exact date is unknown – give approximate)    2. _________________________     Year ________________ 

         3. _________________________     Year _________________ 

 
 

List any surgeries you have had  1. _________________________     Year _________________ 

(If exact date is unknown – give approximate)   2. _________________________     Year _________________ 

        3. _________________________     Year _________________ 

 

List any medications/vitamins you are taking 1. ________________ 5. _______________     

      2. ________________ 6. _______________ 

       3. ________________ 7. _______________  

      4. ________________ 8. _______________ 
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Patient ___________________________                                       Date _______________           

 

201 Smith Drive, Suite D2 - Cranberry Township, PA 16066 

 

 

 

Daily Habits: 

 

What level of exercise do you do on a daily basis?  None □   Mild □   Moderate □   Heavy □  

 

What do your daily work habits include? (sitting, standing, stooped positions, driving, light 

labor, heavy labor, computer work, repetitive activities, high stress level) 

____________________________________________________________________________ 

 

Do you smoke?  Yes □     No □       How much per day? __________________ 

Do you drink alcohol?    Yes □    No □  How much per week? _________________ 

Do you drink caffeinated drinks? Yes □     No □ How much per day? __________________ 

 

Authorization: 

 

I certify that I have read and understand the above information to the best of my 

knowledge.  The above questions have been accurately answered.  I understand that 

providing incorrect information can be dangerous to my health. 

 
 

 _____________________________________________          ___________________________ 

Signature of patient (or parent if patient is a minor)       Date 


