Welcome To New Life Chiropractic

How did you hear about our office?
Have you ever been under chiropractic care before? UNo QYes. If yes, please explain:

| PATIENT DATA (Print Legibly) Soc Sec #
Name Email
For general office announcements and promotions ONLY.
Address City State Zip
Phone (Cell) (Home) (Work)
Age Birth Date Sex M QOF Occupation Hrs worked per week
Emergency Contact Relationship Phone
| CURRENT COMPLAINTS ‘ Have you seen other doctors for this condition? QNo QYes

Reason for Visit

How long has it been since you really felt “good?”
Is this condition due to an accident? UNo QYes. If yes what type? QAuto OWork UHome OOther

Mark an X on the picture where you have pain or discomfort.

When did your symptoms first appear?

What caused this complaint or how did you do it?

What aggravates or makes the condition worse?

Is this condition getting progressively worse: UYes UNo OUncertain QOther

What relieves or makes the condition better?

. Type of pain or discomfort: QSharp UODull UAche ONumbness QOShooting UTight
UBurning QTingling WSwelling QStabbing Qltching QOThrobbing QOOther
Overall Frequency of complaint: dConstant 100% of the time QOFrequent 75% Qlintermittent-50% W Occasional-25%

Does it interfere with  OWork Sleep WODaily Routine UORecreation QOther

Circle the severity of your pain at its BEST and at its WORST. e S T EES B B ey B B |
Use the scale of Zero (no pain) to 10 (severe pain). 01 2 3 4 5 6 7 8 9 10

What are your hobbies (indoors & outdoors)?

How much time each day do you use the computer at work? At home?

List 3 goals you want to achieve through chiropractic care:
1. 2. 3.

| FINANCIAL AGREEMENT ‘ Do you have health insurance UNo QYes If yes UPPO QHMO QOther

I understand and agree that health/accident insurance policies are an arrangement between an insurance
carrier and me. I hereby authorize assignment of my insurance rights and benefits (if applicable) directly to
the provider (New Life Chiropractic) for services rendered. I clearly understand and agree that all
services rendered me are charged directly to me and that I am personally and financially responsible
for payment whether or not paid by insurance.

Patient (or 6uardian) Signature Date
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| HEALTH HISTORY ‘ Please check each of the conditions that you have now or had in the past.

UAIDS/HIV UDizziness/Vertigo UHigh Cholesterol QSciatica
UAlcohol/Drug Abuse QEating Disorder Qlrritable Bowel QShingles
QAllergies UEmphysema QJaw Pain QShoulder Pain/Tingling
UAnemia UEpilepsy UKidney Disease UStroke
UArthritis UFeet Pain/Tingling ULiver Disease USuicidal
UArm Pain/Tingling UGout ULoss of Sleep UThyroid Problems
UAsthma UHand Pain/Tingling ULower Back Problems UTuberculosis
UBleeding Disorders UHeadaches UMid Back Problems UTumors/Growths
UBreast Lump OHeart Attack/Stroke UMigraines QUIcers/Colitis
QCancer OHeart Surgery/Pacemaker  OMultiple Sclerosis QPain that wakes you up at
UChemotherapy/Radiation QHeart Murmur ONeck Pain night
UConstipation OHernia ONumbness Q(Men) Prostate Conditions
UDepression UHepatitis UOsteoporosis/Osteopenia  Motor Vehicle Accident
UDiabetes OHigh/Low Blood Pressure  QParkinson’s Disease
UDigestive Problems WHerniated Disk WPsychiatric Condition UOther
For Women:

Is there a chance you are Pregnant? WNo UWYes How many weeks?

Are you nursing? UNo UYes

Are you taking birth control pills? UNo QYes

Do you experience painful periods? 0ONo QOYes Where is the pain?

Do you suffer from PMS UNo QYes

Do you have irregular cycles? UNo QOYes

Do you have breast implants? UNo QOYes

Number of pregnancies? Number of births?

Are you in menopause? UNo QOYes If Yes how long?
Injuries/Surgeries you have had: Description Date

Falls

Head Injuries

Broken Bones/Dislocations

Surgeries

Lifestyle Habits:

Tobacco (#/day) Coffee (cups/day) Sleep (hrs/day) Water (0z/day)
Alcohol* (drinks/day) Tea (cups/day) Soft Drinks (cans/day) UDiet or dRegular
Exercise: Type Frequency

*1 Drink = 1.50z liquor, or 120z beer, or 60z wine

| FAMILY HISTORY ‘ Tell us about the major health conditions of your immediate family.
Family Member Relation: Health Problem:
| MEDICATIONS TAKEN NOW \ List prescription, nonprescription, vitamins, minerals, herbs & supplements etc.
Name: Purpose: How Long Taken?:
Height: Weight:
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