


  Patient Information Form
Please Print Clearly


	Name | ___________________________
	Date | _________

	Address | _______________________________________________________________________

	City | ____________
	State | _________
	Zip | _________

	Phone # | ____________
	E-mail | ______________________

	Occupation | ______________________
	Employer | ___________________________

	Length of time at present occupation | ____________
	Social Security # | _________

	Birthdate | _________
	Age | ______
	Sex: M / F
	Height | ___
	Weight | ___

	Referred By | ______________________
	(We’d like to thank them!)



	Overall Health (circle 1)

	Excellent
	Good
	Fair
	Poor
	Other: _________

	What brings you in the office today?

	_______________________________________________________________________________

	_______________________________________________________________________________

	When did this issue start? ______________________

	What do you think caused these problems?

	_______________________________________________________________________________

	What have you tried to correct this?

	_______________________________________________________________________________

	Are they …
	___ Better
	___ Worse
	___ Same
	

	Is this affecting …
	___ Home Life
	___ Work Life
	___ Hobbies
	___ Sleep

	If yes to any, please explain … 
	__________________________________________________

	Is this due to …
	___ Work
	___ Auto
	Other _________

	Other medical conditions or problems

	_______________________________________________________________________________

	Are you currently under the care of a physician or other health care professionals?

	If yes, please give name and date of last visit

	_______________________________________________________________________________



	List any major illness(es), with approximate date(s) | _____________________________________

	_______________________________________________________________________________

	List any surgery(ies) or operation(s), with approximate date(s) |  ____________________________

	_______________________________________________________________________________

	Past accident(s) or injury(ies), with approximate date |  ___________________________________

	_______________________________________________________________________________

	Have you been to a chiropractor or nutritionist before? (Please provide their name and date)

	_______________________________________________________________________________




	X-ray, CT scan, or MRI on your low back spine in the last 28 days?
	___ Yes
	___ No










	Family History

	Marital Status:
	S | M | D | W
	Name of Spouse
	___________________________

	Describe health of spouse | ___________________________
	# of children | ___

	Name of Children
	Age
	M | F
	Any health conditions or concerns?

	___________________________
	___
	___
	___________________________

	___________________________
	___
	___
	___________________________

	___________________________
	___
	___
	___________________________

	___________________________
	___
	___
	___________________________



	Any family history of series illnesses (circle those which apply)

	Father |
	Cancer
	Diabetes
	Heart
	Other _________

	Mother |
	Cancer
	Diabetes
	Heart
	Other _________

	Sister |
	Cancer
	Diabetes
	Heart
	Other _________

	Brother |
	Cancer
	Diabetes
	Heart
	Other _________

	Other |
	Cancer
	Diabetes
	Heart
	Other _________



	Social History

	Do you exercise? Yes | No
	If yes, how often & type | ______________________

	Describe your stress level | ____________________________________________

	Do you stretch or do yoga? Yes | No
	Do you eat a healthy diet? Yes | No

	Do you drink alcohol? Yes | No
	Drink soda, including diet soda? Yes | No

	Approximately, how many glasses of water do you drink per day? ______

	Do you currently smoke tobacco of any kind?
	Yes
	Not Any More
	Never Been

	If yes, how often do you smoke | ______ / Day or ______ / Week

	If yes, how interested are you with continuing to smoke?
	
Not Interested 0 1 2 3 4 5 6 7 8 9 10 Very Interested



	For Insurance Chiropractic Treatment

	(Give care to receptionist to make a copy)

	AUTHORIZE & RELEASE: I authorize payment of insurance BENEFITS DIRECTLY TO Natural health. I authorize Natural Health to release all information necessary to communicate with personal physicians and other healthcare providers and payors and to secure the payments of benefits. I understand that I am responsible for all cost of chiropractic care regardless of insurance coverage. I also understand that if I suspend or terminate my schedule of care as determined by the Doctors, any fees for professional services will be immediately due and payable.


	PATIENT SIGNATURE | ___________________________
	DATE | _________

	GUARDIAN’S SIGNATURE | ___________________________
	DATE | _________













There are six kinds of disturbances that can affect the human body. These are the following:
GLANDULAR | ELIMINATIVE | NERVOUS | DIGESTIVE | MUSCULAR | CIRCULATORY.
All dis-eased conditions, aches & pains and other discomforts experienced by the body can be attributed to one or more of the above disturbances to the body’s 6 systems or “Zones”.
Please check all that apply below.

	GLANDULAR
	ELIMINATIVE
	NERVOUS

	___ Memory Loss
	___ Sinuses
	___ Eyes

	___ Emotions
	___ Nasal Passages
	___ Ears

	___ Skin
	___ Throat
	___ Balance

	___ Hair
	___ Lungs
	___ Sleep

	___ Low Energy
	___ Kidneys
	___ Solar Plexus

	___ Throat
	___ Lymphatics
	___ Digestion

	___ Adrenals
	___ Bladder
	___ Unable to Relax

	___ Sleep
	___ Intestines / Colon
	___ Tension

	___ Male / Female Functions
	
	___ Nervousness

	___ Hot Temper
	
	

	___ Inability to Concentrate
	
	

	

	DIGESTIVE
	MUSCULAR
	CIRCULATORY

	___ Appetite
	___ Neck
	___ Thyroid

	___ Taste
	___ Shoulders
	___ Blood Pressure

	___ Reflux
	___ Arms
	___ Headaches

	___ Liver
	___ Upper Back
	___ Cold Hands

	___ Gallbladder
	___ Middle Back
	___ Cold Feet

	___ Stomach
	___ Lower Back
	

	___ Pancreas
	___ Chest
	

	___ Intestines
	___ Abdomen
	

	___ Weight Gain
	___ Weakness
	

	
	___ Lower Extremities
	

	
	___ Feet
	




















Patient Consent

__________________, hereby states that by signing this Consent, I acknowledge and agree as follows:
The Privacy Notice includes a complete description of the uses and/or disclosures of my protected health information (“PHI”) necessary for Natural Health to provide treatment to me, and also necessary for Natural Health to obtain payment for that treatment and to carry out its health care operations.  Natural Health explained to me that the Privacy Notice would be available to me in the future at my request and may receive a copy at any time after I have signed the Consent.
Natural Health reserves the right to change its privacy practices that are described in its Privacy Notice, in accordance with applicable law.  
Natural Health’s “Notice of Privacy Practices” is also provided near the bulletin board in the reception area.  
This Notice of Privacy Practices also describes my rights and the duties of this office with respect to my protected health information.
I understand that, and consent to, the following appointment reminders that will be used by the Practice: a) telephoning my home or business and leaving a message on my answering machine or with the individual answering the phone.  Request for no reminder calls will be accepted. 
Natural Health may use and/or disclose my PHI (which includes information about my health or condition and the treatment provided to me) in order for the Practice to treat me and obtain payment for that treatment, and as necessary for Natural Health to conduct its specific health care operations. I can request refusal of Natural Health to file my insurance, and realize I am responsible for the treatment cost.
I understand that this Consent is valid for seven years.  I further understand that I have the right to revoke this Consent, in writing, at any time for all future transactions.
I understand that if I do not sign this consent or revoke consent at any time, Natural Health has the right to refuse to treat me.
I understand and consent to the following other types of correspondence from this office:
a.) A birthday card or greeting card may be mailed or emailed to me at the address I provided.
b.) I may receive periodic mailings of general health information in the form of a newsletter.
c.) I may receive E-mails periodically of general health information.
d.) Thank you notes may be sent for referring a new patient and your name may be posted on our waiting room thank you board.

I understand that the Healthcare Providers at Natural Health may discuss my conditions to refer to one another so they may help me improve.

I have read and understand the foregoing notice, and all of my questions have been answered to my full satisfaction in a way that I can understand.

	___________________________
	___________________________

	Patient Name (Printed)
	Signature of Legal Representative

	
___________________________
	
___________________________

	Patient Name (Signature)
	Relationship

	
_________
	___________________________

	Date
	Witness








	

	Patient Medication List

	
Patient Name ___________________________Date ______________________


	List any known drug allergies you have: _______________________________________________

	No known allergies, check here ___


	
	Medications
(Include Over the Counter)

	Date Prescribed
	What it’s For

	1
	__________________________________________________________________________

	2
	__________________________________________________________________________

	3
	__________________________________________________________________________

	4
	__________________________________________________________________________

	5
	__________________________________________________________________________

	6
	__________________________________________________________________________

	7
	__________________________________________________________________________

	8
	__________________________________________________________________________

	9
	__________________________________________________________________________

	10
	__________________________________________________________________________

	Notes









For Staff Use Only:

Review Date: ____________      Updated_________
                                                    No Changes______
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