WEST COAST
O

CHIROPRACTIC

Date: Referred by:

Patient Name: Social Security #:

Home #: Cell #: Work #:

Email: Birth Date: Age: Sex:
Address: City: State: Zip:
Occupation:

Marital Status: [ Married [ Single 1 Divorced [ Widowed Number of Children:

Spouse’s Name:

Have you previously had Chiropractic Care? If yes, when? Did it help?

List your problems in order of severity:

L : For how long?
2 For how long?
For how long?

What activities make your condition worse?

Has this problem been geiting better, worse, or staying the same?

How many hours a day do you sit at a computer? How many hours a day are you on the phone?

Have you been involved in an auto accident in the last 12 months? Do you have health insurance?

Name of insurance company:

Medications you take now: [] Aspirin [ Pain Killers [] Tranquilizers [CJinsulin [ Birth Control Pills [] Other (please list)

People see Chiropractors for a variety of reasons. Some go for relief of pain, some to correct the cause of pain and others for correction of whatever
is malfunctioning in their bodies. Your doctor will weigh your needs and desires when recommending your program of care. Please check the type of
care desired so that we may be guided by your wishes whenever possible.

[] RELIEF CARE: Symptomatic relief of pain or discomfort

[] CORRECTIVE CARE: Correcting the cause of a problem as well as the symptoms

[ COMPREHENSIVE CARE: Bring whatever is malfunctioning in the body to the highest state of health possible with Chiropractic care

[ 1 want the doctor to select tﬁeftype of care appropriate for my condition

Patient signature:




If you arc in pain, please mark the exact location of your pain on the di
as any activity, which brings on or aggravates the pain. For example, describe as dull, sharp,

Check appropriate squares (x) past or (¥') present condition:

CiHeadaches
ONervousness
OInsomnia

COHead colds

CIHigh blood pressure
OMigraines
ONervous breakdown
Chronic tiredness
ODizziness

C1Sinus troubles
OEye problems
OExcessive sweating
OEar ache

OUlcers

CIStomach troubles
Olndigestion
OHeartburn

O Gastritis

OLowered resistance
CIDiabetes

[IMental, emotional conditions
OConvulsions
OAcne

OEczema

OHay Fever

O Adenoids
CHearing loss
ORinging ear

O Laryngitis
ClHoarseness

OSore throat
OTonsillitis

O Croup

OiPoor circulation
OSwollen ankles
OCold feet
OWeakness in legs
OlLeg cramps

O Hemorrhoids (piles)

CBursitis

O Thyroid condition
OAsthma

CCough

ODifficult breathing
OShoriness of breath
O Heart condition
OBronchitis
QPleurisy
OPneumonia
OCongestion
Oinfluenza

OGall bladder conditfion
OlJaundice
OShingles

OLiver condition
OFever

OLow blood pressure
Ol Arthritis

X/

agram below. Also describe the type and frequency of your pain, as well
constant, off & on, when standing, when sitting. etc.

OKidney troubles

QO Constipation
QColitis

QODysentery
ODiarrhea
URuptures

CHernias

QO Cramps

OVaricose veins
CBladder troubles
OMenstrual problems
OMiscarriages

UBed wetting
OlImpotency
CiChange of life symptoms
OKnee pain
OSciatica -
ODifficult urination
OPainful urination
CFrequent urination

PATIENT AUTHORIZATION REGARDING OUR OPEN DOOR ADJUSTING ENVIRONMENT, SIGN-IN SHEETS, TRAVEL CARD USE
AND PATIENT RECORD OF DISCLOSURES.

Our office uses sign in sheets, travel cards and provides care in
area. As a result patients are in sight of each other and some ongoin

environment is used for ongoing care and is not the environment for

findings. These procedures are done in a private, confi
other arrangements will be made for you. Your signature
authorizes us to contact you at all the phone numbers/addresses you list on

numbers/addreses, please let us know.

dential setting.

Date

Patient’s Signature

Privacy Policy Received

Patient’s Signature

an “open door” adjusting environment. Adjustments are done in an open adjusting
g routine details of care may be in earshot of other patients and staff. This
taking patient’s histories, performing examinations or presenting report of
If you choose not to be adjusted in an open-door adjusting environment,
below indicates your authorization for this activity. In addition your signature below
this intake form. If you do not wish to be contacted at any listed

" Date




