
NEW PATIENT HEALTH QUESTIONNAIRE

Date:                                                             

Full Name:                                                                                             S.S.#:                                                            

Age:                     Date of Birth:                                           Gender:                          Marital Status:                           

Address:                                                                     City:                                                State:                   Zip:                    

Home Phone:                                               Cell Phone:                                                 Email:                                          

Occupation:                                                              Employer:                                     Work Phone:                             

Contact in case of emergency:                                                                                   Phone:                                          

Do you have medical insurance?  ⁫ Yes   ⁫ No   If  yes, please give ALL cards to the secretary along with a photo ID

Is this your first visit to a chiropractor?  ⁫ Yes   ⁫ No       If no, when was your last visit?                               

Are you pregnant?          ⁫ Yes   ⁫ No       Due Date:                                                                                           

Please list any surgeries:                                                                                                                                   

Have you had an ⁫ X-ray  ⁫ MRI ?    ⁫ Yes   ⁫ No

              If yes, please list the facility name & phone number:                                                                        

Do you have a Primary Care Physician?  ⁫ Yes   ⁫ No

              Name, Address & phone number:                                                                                                      

Briefly explain the reason for today’s visit:                                                                                                     

                                                                                                                                                                          

When did your symptoms appear?                                                                                                                   

On a pain scale of 1 – 10, 1 being almost no pain and 10 being the greatest, what do you rate your pain today?             

Please mark off your symptoms:  

⁫oHeadaches oShoulder pain – Lt / Rt oLow back pain oAnkle pain

oNeck pain oArm pain – Lt / Rt oSciatica oCarpel Tunnel

⁫oVertigo (Dizziness) oMid-back pain oHip pain oAllergies

⁫oTMJ ( Jaw pain) oRib pain oLeg pain – Lt / Rt oRheumatoid Arthritis

⁫oChronic Sinusitis oChest pain oKnee pain – Lt / Rt oOsteoarthritis

⁫oNumbness / tingling in hands oNumbness / tingling in feet oOther: ___________________________

EXERCISE:

⁮ None 

⁮ Moderate

⁮ Daily

⁮ Heavy

WORK ACTIVITY

⁮ Sitting 

⁮ Standing

⁮ Light Labor

⁮ Heavy Labor

HABITS

⁮ Smoking Pack/Day                        

⁮ Alcohol Drinks/Week                   

⁮ Coffee/Caffeine Drinks Cups/Day                        

⁮ High Stress Level Reason                            



HEALTH HISTORY:

What treatment have you already received for your condition?  

  ⁮ Medications  ⁮ Surgery  ⁮ Physical Therapy  ⁮ Chiropractic Services  ⁮ None  ⁮other:                                

Name and address of other doctor(s) who have treated you for your condition                                                        
                                                                                                                                                                                                                  

Please check off your medical history:  

oAIDS/HIV oAnemia oAppendicitis oArthritis oAsthma

oBleeding Disorders oBreast Lump oBronchitis oCancer oCataracts

oChemical Dependency oDiabetes oEmphysema oEpilepsy oFractures

oGlaucoma oGoiter oGout oHeart Disease oHepatitis

oHernia oHerniated Disk oHigh Cholesterol oKidney Disease oLiver Disease

oMigraine Headaches oMiscarriage oMononucleosis oMultiple Sclerosis oMumps

oOsteoporosis oPacemaker oParkinson’s disease oPinched Nerve oPneumonia

oPolio oProstate Problem oProsthesis oPsychiatric Care oStroke

oRheumatoid Arthritis oThyroid Problems oTonsillitis oTuberculosis oTumors, Growths

oUlcers oWhooping Cough oOther:                                                                                                

MEDICATIONS:  ALERGIES: VITAMINS/HERBS/MINERALS:

                                                                                                                                                                                      

                                                                                                                                                                                      

                                                                                                                                                                                      

                                                                                                                                                                                      

                                                                                                                                                                                      

                                                                                                                                                                                      

To the best of my knowledge, the above information is complete and correct.  I understand that it is my responsibility to inform my doctor if 
I, or my minor child, ever have a change in health.  

                                                                                                                                                                                      
Signature of Patient, Parent, Guardian or Personal Representative Date

                                                                                                                                                                                      
Please print name of Patient, Parent, Guardian or Personal Representative Relationship to Patient
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