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Name: ___________________________ Email Address: _________________________ Date: ___/___/___
Age: ____   DOB: ___/___/___   Marital Status: ______________   # of Children: ____   SS#: ____ - ____ - ____
Address: ______________________________   City: ________________   State: ____   Zip Code: ________
Phone Number: (______) - ______ - __________     Alternate Phone Number: (______) - ______ - __________
Occupation: ____________________________   Employer: ______________________________________
Spouse’s Name: _________________________________   Occupation: _____________________________
Spouse’s Employer: ___________________________________   Work Number: (_____) - _____ - _________
Whom may we thank for referring you? ________________________________________________________
*********************************************************************************
If you have no symptoms or complaints, and are here for wellness care, please check here □
If you are symptomatic, please complete the following:
What is the purpose of this appointment? _______________________________________________________

What treatment have you already received for your condition? (Check all that apply)
□ Medication      □ Surgery       □ Chiropractic       □ Physical Therapy        □ None        □ Other__________________
What medication(s) are you taking? ___________________________________________________________

Please indicate areas of pain below:           Please list & describe your symptoms in order of severity:
Smith Chiropractic Health & Wellness Center – 12300 Alt. A1A Suite 119 – Office 561.625.1993 – Fax 561.625.6088
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1. _________________________________________
2. _________________________________________
3. _________________________________________
4. _________________________________________
5. _________________________________________

[bookmark: _GoBack]What functions are you unable to perform, or induce pain upon doing so? (example: sit, stand, bend, walk, sleep, etc)
________________________________________________
		                                  ________________________________________________
					                                  ________________________________________________

Have you ever had Chiropractic care before?   □ No   □ Yes – Doctor’s Name: ______________________________

Date of Last Physical Exam: ____/____/____  Doctor’s Name: _______________________________________

If it is determined that your health could be improved, would you be interested in receiving Chiropractic care at this office?       □ Yes      □ No
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