Welcome to COME ALIVE CHIROPRACTIC
Today’s date___________

Name_______________________________________  What you preferred to be called_________________________
Address_________________________________________City_____________________________ZIP_____________  Phone #______________________Birth date _______________Who referred you to us________________________

Marital status______  Spouse’s name_________________  No. of Children & ​​ages____________________________
Employer______________________________  Work address & phone #_____________________________________ Occupation______________________________   Hobbies/Sports___________________________________________

E-Mail Address ___________________________________________________________________________________ ======================================================================================Have you been seen by a Chiropractor before?_____  When?__________  Dr.’s name_________________________
Reason for previous care?___________________________________________________________________________

Reason for this visit_________________________________________________________________________________

Please  describe the pain and it’s location_______________________________________________________________ _________________________________________________________________________________________________

When did it begin?________________  Have you had it before?________  Is it getting worse?________

Are these symptoms the result of an  Auto accident?_____ Work injury?_____  Sports injury?_____ Chronic?____
Have you been treated by a Medical Physician for this condition?________

Pain scale    1  2  3  4  5  6  7  8  9  10 (worst)

Please list any medical conditions you have____________________________________________________________

List any past injuries or accidents (falls---auto accidents---sports injuries)___________________________________

________________________________________________________________________________________________ List any surgeries and dates________________________________________________________________________

List all medications________________________________________________________________________________

List chronic illnesses or allergies_____________________________________________________________________

Height_________    Weight_________  Are you currently taking any vitamin supplements?  _____ yes _____ no

How is the majority of your day spent?  Standing_____  Sitting_____  Walking______

Do you sleep on your stomach?_____    How many pillows do you use?_____

Women---any chance you could be pregnant?_______

======================================================================================

Person responsible for account 

Name______________________________________________Relation_______________________________________Address __________________________________________________________________________________________ SS#__________________________________________Employer____________________________________________

Our policy requires payment in full for all services rendered at the time of the visit.                                         

*There will be a $15.00 charge for every returned check.

Signature of person responsible__________________________________________________________________NP-01-11
