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Help us to help you by answering the following questions, About you! 

Legal Name: _________________________________________________________________    M   F   Transgender 
 

Address: __________________________________________________________ City: __________________________ 
 

Postal Code: _______________ Prov: _______ Phone (h): ____________________ Phone (c): ____________________ 
 

Phone (w): ____________________ Birthdate (d/m/y): _______________________  # of children: __________     
 

   Married             Common-Law             Single             Divorced             Separated             Widowed 
 

Medical Doctor:              
 

Employer: __________________________________________ Type of Work: _________________________________ 
 

Person to Contact In Case of Emergency: 
 

Name: _________________________________ Phone Number: (h) _____________________ (c) _________________ 
 

Relationship:             
 

What is the best way to contact you:    Text    Home Phone    Cell Phone    Work Phone    E-mail 
 

Please check to receive the following via e-mail: 
 

 Monthly Newsletters            Email Address: ________________________________    ____ 
 

How did you hear about the office? (Check all that apply) 
 

 Phonebook         Radio     Newspaper     Radio     MD     Internet     Other: _____________________________ 
 

 Friends/Relative: (please provide name) ______________________________________________________________________ 

Reason for This Visit 
Wellness Appointment:    Yes      No     OR      
 

Specific Symptoms, please describe: ___________________________________________________________________ 
 

When did this condition begin? __________________________________________________________________ 
 

Is this visit related to:    Job    Sports    Motor Vehicle Accident    Fall    Chronic Discomfort    Injury    Other 
 

• Please explain: _____________________________________________________________________________ 
 

• If job related, have you reported your accident to your employer?     Yes     No 
 
 

Has this condition:     gotten worse     gotten better      stayed the same      comes and goes     night pain 
 

Describe how this condition feels:      Ache      Numb      Sharp      Burn      Other __________________________ 
 

Does this condition interfere with:     work/school     sleep     daily routine     athletic activities 
 

• Explain:               
 

Have you seen anyone else for this condition?    No    Yes 
 

If yes, please describe:              
 

Head injuries:   □ No   □ Yes   Describe:            

Chiropractic Care & Longevity Center 
It’s your future … be there healthy 

www.chirolongevity.com  

Direct Billing Information 
Insurance Company:              
 

Policy number:               
 

Member ID number:              
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Experience with Chiropractic 
 

Have you ever been adjusted by a Chiropractor?    Y    N 
 

Reason for visits __________________________________ 
 

When was your last visit? __________________________ 
 

Chiropractors’ Name: _____________________________ 
 

 

We look at the entire individual to get to the cause of problems, rather 
than simply treating symptoms. We have a multidimensional focus and 

take an integrated approach when helping patients and are specialists in 
instrument assisted chiropractic adjustments. 

L L R R 

DRAW YOUR PAIN 
 

Using a pen – mark in the areas on the diagrams 
where you have pain/numbness. 
 

 X = Pain  O = Numbness 
 

RATE YOUR PAIN ON THIS SCALE. (Mark with an X) 
 

0 = No Pain 10 = Worst possible pain 
 

PAIN TODAY 
0      10 
 

LEAST (pain in last 2 weeks) 
0      10 
 

WORST (pain in last 2 weeks) 
0      10 
 

Goals for My Care 
 

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, like range of motion. Your Doctor will weigh your 
needs and goals when recommending your treatment program. 
 

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 – Corrective and relieving the cause of the 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. 

 I want the Doctor to select the type of care appropriate for my condition. 
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Medications/Supplements You Now Take 
 

Please list your current prescription and over-the-counter medications: 
 

Medication Reason Duration 

    

   

   

   

   

   

   

   
 

Please list all nutritional supplements you are currently taking: 
 

Health Product Duration 

  

  

  

  

  

  

  

  
 

 
 

 

Have you had any X-Rays/Ultrasounds/CT Scans/MRI’s taken?        Y      N 
 

If yes, WHAT PART OF THE BODY 
DID YOU HAVE DONE 

WHERE? Which City? WHEN WAS IT DONE 

   

   

   

   

   

   

 

Have you had any surgeries/operations?        Y      N 
 

If yes, WHAT PART OF THE BODY 
DID YOU HAVE DONE 

WHERE? Which City? WHEN WAS IT DONE 

   

   

   

   

   

   

 

** If you have 
a list from 

your 
pharmacy – 

we can 
photocopy 

it** 
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Check anything that applies to you 
 

 
 

Health and Lifestyle Habits 
 

How many fruits and vegetables do you eat per day?    0             1-2             3-4             5+ 
 

How many glasses of water do you drink per day?    0             0-2             2-6              6-10             10+ 
 

Do you smoke?    N    Y ___ packs/day     Did you previously smoke?  N  Y How many years?       
 

Do you drink alcohol?     N    Y ___ drinks/day  Alcoholic?   N    Y  
 

Do you use cannabis?     N    Y   Recreational  Medical            Do you drink caffeine?       N    Y ____/day        
 

Do you wear   Heel lifts   Orthotics   Arch supports   N/A      How do you rate your energy?    High    Normal    Low 
 

Do you eat salty/sugary treats?   Heavy    Moderate    Light    None 
 

What are your general sleep patterns?     Back     Side    Stomach    Twisted (Semi Prone)    # of Hours per Night: ____ 
 

Do you do cardiovascular exercise regularly?     0x per wk     1x per wk     2-3x per wk     over 4x per wk 
 

Do you do strength training?     0x per wk    1x per wk    2-3x per wk    over 4x per wk 
 

Do you have:      Constipation      Diarrhea      Urgent/Frequent Urination      Are you pregnant?  Y  N  
 

 
Family Health History (Parents, Grandparents, Siblings) 

 

   Diabetes               Depression               Heart Disease               Arthritis     High Blood Pressure 

   Cancer                  Stroke                        Osteoporosis                Digestive Issues/Irritable Bowel       MS 

   Other: _______________________________________________________________ 
 

Unaware of health history due to adoption    
 

   Poor Attention     Migraines      Prostate Issues     Impulsive  

   Headaches      Tight Muscles     Easily Distracted     Seizures  

   Teeth Grinding     Disorganized      Sleepwalking     Heart Palpitations 

   Lacking Motivation     Hot Flashes      Restless Sleep     Poor Concentration 

   PMS       Poor Expression of Emotions    Low Pain Threshold     Food Sensitivities 

   Poor Immune System    Difficulty Walking     Bed Wetting      Racing Mind 

   Worry      Eating Disorders     High Blood Pressure     Irritable  

   Bipolar Disorders     Accelerated Aging     Low Energy      Mood Swings 

   Irritable Bowel     Panic Attack      Infertility       Cold Feet/Cold Hands 

   Cancer             Rheumatoid Arthritis              Diabetes             Multiple Sclerosis/ALS             Fibromyalgia 

  Lyme                  Chronic Fatigue Syndrome          Asthma       Allergies      
□ Other:           

 

I certify that all of the foregoing information is correct. 
 

Date:          
 

Patient Name:          Patient Signature:        
             Or Legal Guardian if 13 or younger 
 
 

Witness Name:           Witness Signature:        

Have you ever had a head injury?   Yes  No  Concussion When?       
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