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Dear New Patient, 

It is our pleasure to welcome you to our family of happy and healthy chiropractic and massage patients. Please let us know if there is any way we can make you and your family feel more comfortable. To help us serve you better, please complete the following information. We look forward to working with you to build better health for you and your family!

Name:           

 FORMTEXT 
          

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
  Email:            

 FORMTEXT 
       


     

 FORMTEXT 
      
 

Birth Date:       

 FORMTEXT 
          
              Age:          Occupation:            

 FORMTEXT 

   

 FORMTEXT 

     

 FORMTEXT 
   

 FORMTEXT 
    

 FORMTEXT 

       

 FORMTEXT 
   

 FORMTEXT 
    

Address:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
          

 FORMTEXT 
         
 
 City:                             
 State:      Zip Code:           

Phone: (Home)         -       -             

 (Work)     
-       
-             
 (Cell)        
-       
-             
                
Which of our wonderful patients may we thank for referring you?               

 FORMTEXT 
 

 FORMTEXT 
 



 
If you prefer we not contact you to remind you of appointments or special events in the office, check here:     FORMCHECKBOX 

Please check all that apply and give a brief explanation of symptoms 
Are you pregnant?                      Y   FORMCHECKBOX 

N  FORMCHECKBOX 
  If so, what is your due date?______________________

Heart problems:


Y  FORMCHECKBOX 

N  FORMCHECKBOX 
 
___________________________________________



Injuries or fractures (past or present):
Y  FORMCHECKBOX 

N  FORMCHECKBOX 
 
____________________________________



Allergies (i.e. oils, etc.):

Y  FORMCHECKBOX 

N  FORMCHECKBOX 
 
___________________________________________



Skin diseases:


Y  FORMCHECKBOX 

N  FORMCHECKBOX 

___________________________________________



Fibromyalgia:


Y  FORMCHECKBOX 
 
N  FORMCHECKBOX 

___________________________________________

Incontinence:


Y  FORMCHECKBOX 

N  FORMCHECKBOX 

___________________________________________

Edema:



Y  FORMCHECKBOX 

N  FORMCHECKBOX 

___________________________________________

Excessive bruising:

Y  FORMCHECKBOX 

N  FORMCHECKBOX 

___________________________________________

Scars:



Y  FORMCHECKBOX 

N  FORMCHECKBOX 

___________________________________________
Any medications (blood thinners, pain killers, heart medication, insulin, etc.)
Y  FORMCHECKBOX 

N  FORMCHECKBOX 



Please list:  __________________________________________________________________
Who is your family physician or medical doctor?             

 FORMTEXT 
         

 FORMTEXT 
         

 FORMTEXT 
       

 FORMTEXT 
       

 FORMTEXT 
         

 FORMTEXT 
  
Please list their address:_____________________________________________________________________




_____________________________________________________________________




_____________________________________________________________________
Have you ever been to a wellness center    Y FORMCHECKBOX 
   N FORMCHECKBOX 
      Dr.’s Name:         

 FORMTEXT 
         

 FORMTEXT 
 

            

 FORMTEXT 
  
When was your last wellness check-up?              



            

 FORMTEXT 
         

 FORMTEXT 
         

 FORMTEXT 
  
Have you seen a chiropractor before?  Y FORMCHECKBOX 
  N FORMCHECKBOX 
  Was it for: (circle one)        pain        symptoms        wellness  
Please indicate your health goals with receiving massage: 1.  


      

 FORMTEXT 
         

 FORMTEXT 
         

 FORMTEXT 
  






      
 2.   


      

 FORMTEXT 
         

 FORMTEXT 
         

 FORMTEXT 
  






      
 3.   


      

 FORMTEXT 
         

 FORMTEXT 
         

 FORMTEXT 
  
Method of payment for first visit: (check one)      Cash  FORMCHECKBOX 
      Check  FORMCHECKBOX 
        Debit Card  FORMCHECKBOX 
       Credit Card  FORMCHECKBOX 
       

Describe your health issue(s)[image: image1.jpg]___________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

When did it start?_____________________________

____________________________________________

What caused it?_______________________________

____________________________________________

What makes it better? _______________________

____________________________________________

What makes it worse? _________________________
____________________________________________

What percentage of each day does it currently bother you?  (Circle one)   0%    25%    50%    75%    100%

What would you like to do but can’t because of the pain? ________________________________________

______________________________________________________________________________________

List other health care professionals you have seen for this condition. _______________________________

______________________________________________________________________________________

Please list below anything else about your health that you feel I should know as your massage therapist: _______
___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

AUTHORIZATION AND RELEASE:  I authorize the massage therapist to release all information necessary to communicate with personal physicians and other health care providers.  I understand that I am responsible for all costs of massage therapy, regardless of insurance coverage.  

The patient understands and agrees to allow this chiropractic office to use the Patient Health Information (PHI) for the purpose of treatment, payment, health care operations and coordination of care.  We want you to know how your PHI is going to be used in this office and your rights concerning those records.  If you would like to have a more detailed account of our policies and procedures concerning the privacy of your PHI we encourage you to read the HIPAA NOTICE that is available to you at the front desk before signing this consent.  If there is anyone you do not want to receive your medical records, please inform our office.

Patient’s Signature:            

 FORMTEXT 
    

 FORMTEXT 
             

 FORMTEXT 
         

 FORMTEXT 
   
  

 FORMTEXT 
         

 FORMTEXT 
   
 Date:    

 FORMTEXT 
       

 FORMTEXT 
    

Guardian’s Signature Authorizing Care:                 

 FORMTEXT 
       

 FORMTEXT 
       

 FORMTEXT 
    

       Date:    

 FORMTEXT 
       

 FORMTEXT 
    

Please enjoy your massage!  We value your feedback.
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