
Chiropractic Registration & History 

Reason for your Visit ___________________________________________________ 

When did your symptoms appear?_______________________________________ 

Is this condition Getting Worse (  )  Yes  (  )  No  (  )  Unknown 

Mark on the diagram where your symptoms are located. 

Rate the severity of your symptoms on a pain scale of 1 (Least) to 10 ( Severe) ____ 

 

Type of pain: (  ) Sharp (  ) Dull (  ) Throbbing (  ) Numbness (  ) Aching (  ) Shooting 

                         (  ) Burning  (  ) Tingling  (  ) Cramps  (  ) Swelling  (  ) Stiffness 

How  often do you have this pain? ____________________________________________ 

Is it constant or does it come and go?_________________________________________ 

Does it interfere with :  (  ) Work  (  ) Sleep  (  ) Daily Routine  (  ) Recreation 

Activities or movement that are painful to perform: (  ) Sitting (  ) Standing  

(  ) Walking  (  ) Bending  (  ) Laying Down  (  ) Coughing/Sneezing 
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Home _________________ Work _________________ Ext _____ 

Mobile ________________ E-Mail ________________________ 

In Case of Emergency 

Name __________________________ Relationship ___________ 

Home __________________Work _________________ Ext _____ 

      Mobile ________________________ 

 

Who is responsible for this account? _____________________ 

Relationship to the patient ______________________________ 

If you are not the main card holder, we must have 

Subscriber’s name _____________________________________ 

Birth Date ____________ SS ______________________________ 

 

Please present your card to the front desk so we can make 

a copy.  

 ASSIGNMENT AND RELEASE 

I, the undersigned, certify that I (or the dependent) have insurance 

coverage with ___________________and assign directly to Action 

Chiropractic Inc. all insurance benefits, if any. Otherwise payable to 

me for services rendered.  I understand that I am financially responsible 

for all charges whether or not paid by insurance.  I hereby authorize the 

doctor to release all information necessary to secure the payment of 

benefits.  I authorize the use of this signature on all insurance 

submissions. 

__________________________________________________________________ 

Responsible Party Signature 

_____________________________________________________  ____________ 

Relationship       Date  

Is this condition due to an accident?  (  ) Yes   (  )  No 

Type of accident  (  )  Auto  (  )  Work  (  )  Home (  )  Other 

Date of accident _______________ 

To whom have you reported the accident? 

(  )Auto Insurance   (  )Employer  (  )Workers Comp   

Attorney Name & Number if (applicable) 

    Date____________________ 

Patient   _____________________________________________ 

Address_____________________________________________ 

                _____________________________________________ 

    City    State       Zip 

Sex(  ) M       (  ) F   Age _____      Birth Date ______________ 

(  ) Single   (  ) Married    Widowed (  )  Divorced (  ) 

Patient SS # __________________________________________ 

Occupation__________________________________________ 

Employer ___________________________________________ 

Spouse Name ________________________________________ 

Birth Date____________________________________________ 

Occupation __________________________________________ 

Spouse Employer ____________________________________ 

Who may we thank for referring you?___________________ 

Or how did you hear about us? 

(  ) Yellow Pages  (  ) Internet 

(  ) Yellow Book   (  ) Doctor/Surgeon 

(  ) Friend/Family  (  ) Attorney  

(  ) Drive By    (  ) Other ______________ 
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                                                   PHONE NUMBERS          ACCIDENT INFORMATION 

  PATIENT CONDITION  

                                                           PATIENT INFORMATION                                                               INSURANCE 



_________________________________

_________________________________

_________________________________

_________________________________

_________________________________

_________________________________

Please mark YES or NO if you have been diagnosed with the following conditions. 
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 MEDICATIONS

                                                           HEALTH HISTORY 

7                                ALLERGIES                      VITAMINS/SUPPLEMENTS 

________________________________

________________________________

________________________________

________________________________

________________________________

________________________________ 

______________________________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________ 

What treatment have you already received for this condition?  (  ) Medication  (  ) Surgery  (  ) Physical Therapy 

                                                                                       (  ) Chiropractic Care  (  )  Injections   (  ) None   

    Other ___________________________________________________________________________________________________ 

Name of doctors who have treated you for this condition ______________________________________________________________ 

Date of last     Spinal X-Rays ________________, MRI ________________, CT Scan ______________,Blood Test _________________ 

    Name of Your Family Doctor _______________________________________________________________________________ 

AIDS/HIV    

Hepatitis A  C                   

Tuberculosis   

Venereal Diseases 

Mononucleosis  

Anorexia  

Bulimia   

Psychiatric Care 

Alcoholism  

Chemical 

Dependency  

Cancer   

Tumor/Growth  

Prostate Problems 

Bleeding Disorder

Blood Disorder 

Stroke 

Heart Disease 

Kidney Disease 

Liver Disease 

Thyroid Disease 

Bladder problems 

Bowel problems 

Pacemaker 

Emphysema 

Asthma  

Anemia 

Allergies 

Fibromyalgia  

Osteoporosis 

Multiple Sclerosis 

Parkinson’s 

Shingles 

Seizures 

Diabetes 

High Cholesterol 

Arthritis 

    Rheumatoid 

    Osteoarthritis  

    Gout  

    Systemic Lupus 

Pinched Nerve 

Prosthesis 

Fractures 

Migraine Headaches 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 
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(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  ) YES   (  ) NO 

(  )  None 

(  )  Moderate 

(  )  Daily 

(  )  Heavy 

(  )  Sitting 

(  )  Standing 

(  )  Light Labor 

(  ) Heavy Labor 

(  )  Smoking                Packs/Day       _________________ 

(  )  Alcohol                        Drinks/Week  _________________ 

(  )  Coffee/Caffeine         Drinks/Day     _________________ 

(  )  High Stress   Reason             _________________ 

EXERCISES WORK ACTIVITY HABITS  

Are you pregnant?  (  )  YES   (  )  NO    

List  Recent and Past Injuries or Surgeries   Description      Date 

  Falls                           _________________________________________________________________________________ 

  Head Injuries           _________________________________________________________________________________ 

  Broken Bones           _________________________________________________________________________________ 

  Surgeries                  _________________________________________________________________________________ 


