CONFIDENTIAL PATIENT HEALTH RECORD 




Date: _______________

PERSONAL HISTORY

Name: (Last)______________________________ (First)____________________________ (Middle Init)__________


Address: ______________________________________
Birth Date:

   Age:______  (Male (Female

City: ______________ State: _____ Zip: ___________
Home Phone: ____________________________________

Social Security #: ______________________________
Cell Phone: _____________________________________

Driver’s License #: _____________________________
E-mail Address: __________________________________

Business Employer: _____________________________
Business Phone:  _________________________________

Occupation: ___________________________________
Name & Ages of Children: _________________________
Name of Spouse: _______________________________
_______________________________________________
Spouse’s Employer: _____________________________
_______________________________________________

Name & Number of Emergency Contact: _____________________________________________________________

Relationship to Emergency Contact: ________________
Referred to this office by: _________________________
WHO IS RESPONSIBLE FOR YOUR BILL? (No Insurance (Health Insurance (Auto Insurance (Worker’s Comp





(Medicare
(Medicaid 
If Auto, Auto Insurance: ________________________Phone #_____________Insured’s Name_________________

Primary Health Insurance: ______________________ Policy Holder Name:________________________________
ID#: ________________________________________ Group #: ___________________________________________
Secondary Health Insurance: ______________________ Policy Holder Name:_____________________________ 
[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:




ID#: ________________________________________ Group #: ___________________________________________
CURRENT HEALTH CONDITION

Chief Complaint (why you are here today): __________________________________________________________
_______________________________________________________________________________________________
_____________________________________________________________________________________


*PLEASE OUTLINE ON THE DIAGRAM THE AREA OF DISCOMFORT*
When did this condition begin? ______________________________
Has it ever occurred before?    ( Yes    ( No

Is condition:  (Auto related   (Work related   (Other   (No injury

Explain: __________________________________________________

_________________________________________________________

Date of Accident: _________________Time of Accident: _________

If auto, have you filed an injury report with your auto ins.?

(Yes    ( No    Claim #: ____________________________________
If work, have you filed an injury report with your employer?

(Yes    ( No    Claim #: ____________________________________
Do you have an attorney that has advised you in this case?  ( Yes  ( No
Attorney: ____________________________ Address: _________________________________Phone: ___________
PATIENT/GUARDIAN SIGNATURE: __________________________________________________________________
FOR OFFICE USE ONLY - ADDITIONAL INFO: ___________________________________________________
______________________________________________________________________________________

