Whom may we thank for referring you to this office? ______________________________________
APPLICATION FOR CARE AT THE WELL CHIROPRACTIC CLINIC
Today’s Date: __________________ 







PATIENT DEMOGRAPHICS
Name: ___________________________________________
Birth Date: _____-_____-_____   Age: _______       Male    Female
Address: _________________________________________    City: _________________________________ State: _____ Zip: ___________
E-mail Address: ____________________________________ 
Home Phone: ________________________Mobile Phone:_______________
Marital Status:  Single       Married      Do you have Insurance:   Yes       No         Work Phone: ______________________________
Driver’s License #: _______________________________________________
Employer: ________________________________________    Occupation: ____________________________________________________
Spouse’s Name _________________________________________Spouse’s Employer ___________________________________________
Number of children and ages: ________________________________________________________________________________________
Name & Number of Emergency Contact: ______________________ ___________________Relationship: ___________________________
HISTORY of COMPLAINT
Please identify the condition(s) that brought you to this office:   Primary: _____________________________________________________

Secondary: __________________________   Third: _____________________________   Fourth: __________________________________
On a scale of 1 to 10 with 10 being the worst pain and zero being no pain, rate your above complaints by circling the number:

Primary or chief complaint is:
0   –   1   –   2   –   3   –    4   –   5   –   6   –   7   –   8   –   9   –   10
Second complaint is:

0   –   1   –   2   –   3   –    4   –   5   –   6   –   7   –   8   –   9   –   10
Third complaint is:

0   –   1   –   2   –   3   –    4   –   5   –   6   –   7   –   8   –   9   –   10
Fourth complaint is:

0   –   1   –   2   –   3   –    4   –   5   –   6   –   7   –   8   –   9   –   10

When did the problem(s) begin? ____________________ 
How long does it last?  It is constant   OR    I experience it on and off during the day   OR    It comes and goes throughout the week

How did the injury happen? __________________________________________________________________________________________

Condition(s) ever been treated by anyone in the past? No    Yes  If yes, when: ______ by whom? _______________________________

How long were you under care: ____________     What were the results? _____________________________________________________[image: image1.png]CONFIDENTIAL PATIENT HEALTH RECORD

Date:
PERSONAL HISTORY

Name: Birth Date: Age
Address Sex: Male / Female

ciy State:__ Zip Home Phone:

Social Secuy #, Cel Phone:

Driver's License #

E-mall Address:

Business Employer:

Fax#,

Ocaupation:

Name of Spouse,

Type of Work

Referred To This Office By:

Business Phone:
Spouse's Employer.

Names & Ages of Chidren:

Name & Number of Emergency Contact:

Relatonship.

Who is Responsible for your bil, youand T Spouse

Personal Health Insurance Carrier:

Insured Person's Name:

O Worker's Comp

O Auto Insurance 01 Medicare 01 Medicaid
Health Card ID #

Growp #

Insured Person’s Date of Bith:

Insured Person’s Social Securiy

Have You Had Previous Chiropratic Care?.
Name of Previous Chiropractor:

Amount of Time Under Care of a Chiropractor?

CURRENT HEALTH CONDITION

Chief Complaint (why youre her today)

*PLEASE OUTLINE ON THE DIAGRAM THE AREA OF DISCOMFORT*

) ) =)

When did this condition begin?.

Has it ever o

rredbefore? O Yes O No

Is condition: 1 Auto Related 1 Work Related ] Other

Explain:

Dateof.

Time of Accident
ComplaintPain Onset Date:

I Work: Have youiled an injury report with your employer? [1 Yes CINo

Claim #

dent:





Name of Previous Chiropractor: _______________________________      N/A
PLEASE MARK the areas on the Diagram with the following letters to describe your symptoms:

  R = Radiating   B = Burning   D = Dull   A = Aching   N = Numbness   S = Sharp/Stabbing   T = Tingling
What relieves your symptoms? _________________________________________

What makes your symptoms feel worse? _________________________________
Is your problem the result of ANY type of accident?  Yes,    No
Identify any other injury(s) to your spine, minor or major, that the doctor should know about: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________
ACTIVITIES OF LIFE
Please identify how your current condition is affecting your ability to carry out activities that are routinely 
part of your life:
_____ACTIVITIES:
EFFECT:

Carry Children/Groceries
 No Effect
 Painful (can do)
 Painful (limits)
 Unable to Perform

Sit to Stand
 No Effect
 Painful (can do)
 Painful (limits)
 Unable to Perform

Climb Stairs 
 No Effect
 Painful (can do)
 Painful (limits)
 Unable to Perform

Pet Care
 No Effect
 Painful (can do)
 Painful (limits)
 Unable to Perform

Extended Computer Use
 No Effect
 Painful (can do)
 Painful (limits)
 Unable to Perform

Lift Children/Groceries
 No Effect
 Painful (can do)
 Painful (limits)
 Unable to Perform

Read/Concentrate
 No Effect
 Painful (can do)
 Painful (limits)
 Unable to Perform

Getting Dressed
 No Effect
 Painful (can do)
 Painful (limits)
 Unable to Perform

Shaving
 No Effect
 Painful (can do)
 Painful (limits)
 Unable to Perform

Sexual Activities
 No Effect
 Painful (can do)
 Painful (limits)
 Unable to Perform

Sleep
 No Effect
 Painful (can do)
 Painful (limits)
 Unable to Perform

Static Sitting
 No Effect
 Painful (can do)
 Painful (limits)
 Unable to Perform

Static Standing
 No Effect
 Painful (can do)
 Painful (limits)
 Unable to Perform

Yard work
 No Effect
 Painful (can do)
 Painful (limits)
 Unable to Perform

Walking
 No Effect
 Painful (can do)
 Painful (limits)
 Unable to Perform

Washing/Bathing
 No Effect
 Painful (can do)
 Painful (limits)
 Unable to Perform

Sweeping/Vacuuming
 No Effect
 Painful (can do)
 Painful (limits)
 Unable to Perform

Dishes
 No Effect
 Painful (can do)
 Painful (limits)
 Unable to Perform

Laundry
 No Effect
 Painful (can do)
 Painful (limits)
 Unable to Perform

Garbage 
 No Effect
 Painful (can do)
 Painful (limits
 Unable to Perform

Driving
 No Effect
 Painful (can do)
 Painful (limits)
 Unable to Perform

Other: _____________
 No Effect
 Painful (can do)
 Painful (limits)
 Unable to Perform

List Prescription & Non-Prescription drugs you take: 
Please mark  P for in the Past, C for Currently have, or leave blank for never
___ Headache
___ Pregnant (Now)
___ Dizziness
___ Prostate Problems
___ Ulcers

___ Neck Pain
___ Frequent Colds/Flu
___ Loss of Balance
___ Impotence/Sexual Dysfun.
___ Heartburn

___ Jaw Pain, TMJ
___ Convulsions/Epilepsy
___ Fainting
___ Digestive Problems
___ Heart Problem

___ Shoulder Pain
___ Tremors

___ Double Vision
___ Colon Trouble
___ High Blood Pressure

___ Upper Back Pain
___ Chest Pain

___ Blurred Vision
___ Diarrhea/Constipation
___ Low Blood Pressure

___ Mid Back Pain
___ Pain w/Cough/Sneeze
___ Ringing in Ears
___ Menopausal Problems
___ Asthma

___ Low Back Pain
___ Foot or Knee Problems
___ Hearing Loss
___ Menstrual Problem
___ Difficulty Breathing

___ Hip Pain
___ Sinus/Drainage Problem
___ Depression
___ PMS
___ Lung Problems

___ Back Curvature
___ Swollen/Painful Joints
___ Irritable
___ Bed Wetting
___ Kidney Trouble

___ Scoliosis
___ Skin Problems
___ Mood Changes
___ Learning Disabilty
___ Gall Bladder Trouble

___ Numb/Tingling arms, hands, fingers
___ ADD/ADHD
___ Eating Disorder
___ Liver Trouble

___ Numb/Tingling legs, feet, toes
___ Allergies
___ Trouble Sleeping
___ Hepatitis (A,B,C)
Patient or Authorized Person’s Signature



Date Completed

_____________________________________



_____ - _____ - _____
Doctor’s Signature




Date Form Reviewed

______________________________________



___________________

