
CONFIDENTIAL HEALTH INFORMATION 

Doctor’s Notes: 

Today’s Date: __________________ 

Patient’s Name: ___________________________________________________________ Age: ___________ Birthdate: ________________________________ 

Occupation: ____________________________________________________  

Marital Status:      Single Married        Divorced Widowed Separated  Domestic Partners 

Have you consulted a chiropractor before?  Yes No 
If yes, whom? __________________________________________________ When? ___________________________________________ 

1. The symptom(s) that have prompted me to seek care today include: ___________________________________________

_________________________________________________________________________________________________________________________

2. And are the result of:   An accident or injury:  Work Auto   Other: ________________________________ 

  A worsening long-term problem 

  An interest in:     Wellness Other: ______________________________ 

3. Onset (when did you first notice your current symptoms?) ___________________________________________________________
4. Intensity (how extreme your current symptoms are) on a scale of 0 (Absent) to 10 (Agonizing):_____________________
5. Duration and Timing (when did it start and how often do you feel it?)

Constant  Comes and goes.  How often? ______________________________________________ 

6. Quality of symptoms (what does it feel like?)
Numbness Tingling 
Stiffness Dull 
Aching Cramps 
Nagging  Sharp 
Burning Shooting 
Throbbing Stabbing 
Other: _____________________________ 

7. Radiation (does it affect other areas of your body?
To what areas does the pain radiate, shoot, or travel?)
_________________________________

____________________________________________________
8. Aggravating or relieving factors (what makes it

better or worse, such as: time of day, movements,
certain activities, etc.)

What tends to worsen the problem? _____________
____________________________________________________

What tends to lessen the problem? ______________
____________________________________________________

9. Location (where does it hurt?) circle the area(s) on the
illustration. “O” for current condition, “X” for past
conditions

10. Prior interventions (what have you done to relieve
the symptoms?)
Prescription medication Surgery 
Over-the-counter drugs Ice 
Acupuncture Heat 
Homeopathic remedies Chiropractic 
Physical therapy  Massage
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Doctor’s Notes: 

11. How does your current condition interfere with your:
Work or career: _______________________________________________________________________________________________ 

Recreational activities: ________________________________________________________________________________________ 

Household responsibilities: ___________________________________________________________________________________ 

Personal relationships: ________________________________________________________________________________________ 

12. Review of systems:  Chiropractic care focuses on the integrity of your nervous system, which controls and regulates your
entire body.  Please indicate any condition that you’ve HAD or currently HAVE.

13. What else should Natural Health Center know about your current condition? _______________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________
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Doctor’s Notes: 

Past personal, family, and social history:   please identify your past health history, including accidents, injuries, illnesses, and 
treatments.  Please complete each section fully. 

18. Family history:  some health issues are hereditary.  Tell Natural Health Center about the health of your immediate family
members

19. Are there any other hereditary health issues that you know about? ___________________________________________________________

___________________________________________________________________________________________________________________________________________
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20. Social history:  tell Natural Health Center about your health habits and stress levels

21. Activities of daily living:  how does this condition currently interfere with your life and ability to function?

22. What is the major stressor in your life? __________________________________________________________________________________________

23. How much sleep do you average per night? _____ hours 24.  What is your preferred sleeping position? ____________________

25. What is the type and approximate age of your mattress ______________________________________ and pillow____________________?

26. Describe your typical eating habits (e.g. skip breakfast, three meals a day, snacking, etc.) ______________________________________

___________________________________________________________________________________________________________________________________________

27. In addition to the main reason for your visit today, what additional health goals do you have? ____________________________

___________________________________________________________________________________________________________________________________________
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Acknowledgements:  to set clear expectations, improve communications, and help you get the best results in the shortest amount 
of time, please read each statement and initial your agreement 

Initials______ I instruct the chiropractor to deliver the care that, in his or her professional judgement, can best help 
me in the restoration of my health.  I also understand that the chiropractic care offered in this  
practice is based on the best available evidence and designed to reduce or correct vertebral   
subluxation.  Chiropractic is a separate and distinct healing art from medicine and does not proclaim  
to cure any named disease or entity. 

Initials______ I may request a copy of the Privacy Policy and understand it describes how my personal health  
information is protected and released on my behalf for seeking reimbursement from any involved 
third parties. 

Initials______ I realize that an X-ray examination may be hazardous to an unborn child and I certify that to the best  
of my knowledge I am not pregnant.  Date of last menstrual period (mm/dd/yyyy): _____________________ 

Initials______ I grant permission to be called to confirm or reschedule an appointment and to be sent occasional 
cards, letters, emails, or health information as an extension of my care in this office. 

Initials______ I acknowledge that any insurance I may have is an agreement between the carrier and me and that I 
am responsible for the payment of any covered or non-covered services I receive. 

Initials______ To the best of my ability, the information I have supplied is complete and truthful.  I have not 
misrepresented the presence, severity, or cause of my health concern. 

If the patient is a minor, print child’s full name: _____________________________________________________________________________________ 

Signature: _____________________________________________________________________ Date: _________________________________________ 
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