


Have you ever broken any bones? Which? 
C.   Allergies 

D.   Medications:
Medication             Reason for taking

E.   Surgeries:
Date                                        Type of Surgery

F.   Females/ Pregnancies and outcomes:
Pregnancies/Date of Delivery    Outcome

What was the date of the beginning of your last menstrual period? 

5.   Family Health History:
Associated health problems of relatives:
Family history of neck and back trouble:
Children (ages and physical activities)

6.    Social and Occupational History:
A.     Job description:
B.      Work schedule: 
C.      Recreational activities: 
D.      Lifestyle (hobbies, level of exercise, alcohol, tobacco and drug use, diet):

7.    Insurance Information
       Insurance Company:
       Type:   ID#      Group#

I have read the above information and certify it to be true and correct to the best of my knowledge, and 
hereby authorize this office of Chiropractic to provide me with chiropractic care, in accordance with this 
state’s statutes.

Signature (Parent or Guardian if minor)
Date

Doctor’s Signature 
Date


