Personal Information 

Thank You for Choosing Wheeler Chiropractic!
TODAY’S DATE__________________

NAME _________________________________________________________________________________________

                              LAST                                                    FIRST                                         MIDDLE INITIAL

ADDRESS__________________________________________________________________________________________________  

CITY________________________________________STATE__________________ZIP CODE_______________________________       

BIRTHDAY____ /______/______      AGE_____________   SOCIAL SECURITY # __________________________________________

  ____SINGLE      _____MARRIED    _____DIVORCED     _____WIDOWED   _____SEPARATED                         SEX ______M   _______F   

HOME PHONE # (_______)____________________________________ CELL PHONE #(______)______________________________

 EMPLOYER__________________________________________WORK PHONE # (______)___________________________________

 SPOUSE’S NAME _________________________________________
EMAIL 







 NAME OF NEAREST RELATIVE NOT LIVING WITH YOU _____________________________________________________________

 THEIR PHONE #(______)_____________________________RELATIONSHIP TO PATIENT _________________________________

 HOW DID YOU HEAR ABOUT OUR OFFICE ?        PHONE BOOK______          SIGN________         LOCATION______        FRIEND ____

 NAME OF FRIEND____________________________________________________________________________________________

 HAVE YOU EVER BEEN TREATED BY A CHIROPRACTOR BEFORE?  YES_____     NO_____

WORKER’S INJURY INFORMATION 
  DATE OF INJURY _____/_____/_____ TIME: _________ ( AM      ( PM

  WAS THE INJURY REPORTED?   ( YES    ( NO    WHO WAS THE ACCIDENT REPORTED TO? _____________________

  BRIEFLY DESCRIBE THE ACCIDENT?  ________________________________________________________________

  ______________________________________________________________________________________________

  PLEASE DESCRIBE YOUR SYMPTOMS SINCE THIS ACCIDENT ?   ___________________________________________

   ______________________________________________________________________________________________

   IS YOUR CONDITION GETTING WORSE?  ( YES     ( NO     ( COMES AND GOES 

   ARE WORK ACTIVITIES RESTRICTED AS A RESULT OF THE INJURY?      ( YES        (  NO  

   HAVE YOU BEEN UNABLE TO WORK AS A RESULT OF THIS INJURY?       ( YES        ( NO  

   HAVE YOU BEEN TREATED BY ANOTHER DOCTOR FOR THIS INJURY?     ( YES        ( NO  

   IF YES, WHERE AND WHOM? ______________________________________________________________________

   DESCRIBE ANY TREATMENT RECEIVED ______________________________________________________________

PLEASE COMPLETE REVERSE SIDE 
HEALTH HISTORY 

PLEASE LIST ANY MEDICATIONS YOU ARE TAKING (INCLUDING PAIN KILLERS)




















PLEASE GIVE DATE AND EXPLANATION OF ANY SERIOUS INJURIES/SURGERIES YOU HAVE HAD:

FALLS __________________________________________________________________________________________

HEAD INJURIES__________________________________________________________________________________

BROKEN BONES __________________________________________________________________________________

DISLOCATIONS__________________________________________________________________________________ 

SURGERIES______________________________________________________________________________________

OTHER HEALTH CONDITIONS_______________________________________________________________________

PLEASE CHECK WHICH ACTIVITIES OR MOVEMENTS ARE DIFFICULT FOR YOU TO PERFORM

(SITTING        (WALKING       (BENDING       (LYING DOWN       (STANDING        (OTHER   ___________________

ARE YOU PREGNANT?  (NO     (YES    IF SO, HOW FAR ALONG? ____________  NURSING?  (NO   (YES

HAVE YOU EVER HAD ANY OF THE FOLLOWING CONDITIONS?

(
HEART ATTACK/STROKE



(
CONGENITAL HEART DEFECT

(
ALCOHOL/DRUG ABUSE




(
HIV+/AIDS

(
FAINTING/SEIZURES/EPILEPSY


(
DIABETES/TUBERCULOSIS

(
PSYCHIATRIC PROBLEMS



(
EMPHYSEMA/GLAUCOMA

(
KIDNEY PROBLEMS




(
ARTIFICIAL BONES/JOINTS

(
HEPATITIS





(
CANCER

(
ANEMIA





(
ULCER/COLITIS

(
ARTHRITIS





(
GOUT

(
NUMBNESS WHERE? _________________

(
SEVERE/FREQUENT EARACHES

(
NECK PAIN





(
SEVERE/FREQUENT HEADACHES

(
BACK PAIN





(
DIZZINESS

(
DIFFICULTY BREATHING



(
WRIST PAIN

(
SHOULDER PAIN




(
RINGING IN EARS

(
JAW PAIN





(
TINGLING WHERE? _________________

(
ARM PAIN   
RT.___ LT.___BOTH_____

(
LEG PAIN    RT. __    LT. ____ BOTH ____

(
MUSCLE SPASMS




(
OTHER ___________________________

PERSONAL HABITS






HEAVY

MODERATE

LIGHT

NONE



ALCOHOL

    (

         (


    (

    (


COFFEE


    (

         (


    (

    (


TOBACCO

    (

         (


    (

    (


DRUGS


    (

         (


    (

    (


EXERCISE

    (

         (


    (

    (


SLEEP


    (

         (


    (
  
    (


APPETITE

    (

         (


    (

    (
ASSIGNMENT AND RELEASE

· WE INVITE YOU TO DISCUSS WITH US ANY QUESTIONS REGARDING OUR SERVICES.  THE BEST HEALTH SERVICES ARE BASED ON A FRIENDLY, MUTUAL UNDERSTANDING BETWEEN PROVIDER AND PATIENT.
· I AUTHORIZE THE STAFF TO PERFORM ANY NECESSARY SERVICES NEEDED DURING DIAGNOSIS AND TREATMENT.  I ALSO AUTHORIZE THE PROVIDER TO RELEASE ANY INFORMATION REQUIRED TO PROCESS INSURANCE CLAIMS.
· I UNDERSTAND THE ABOVE INFORMATION AND GUARANTEE THIS FORM WAS COMPLETED CORRECTLY TO THE BEST OF MY KNOWLEDGE AND UNDERSTAND IT IS MY RESPONSIBILITY TO INFORM THIS OFFICE OF ANY CHANGES OF MY MEDICAL STATUS.
· I HEARBY AUTHORIZE PAYMENT DIRECTLY TO WHEELER CHIROPRACTIC INC. OF ALL INSURANCE BENEFITS OTHERWISE PAYABLE TO ME FOR SERVICES REQUIRED.  I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES, WHETHER OR NOT PAID BY INSURANCE AND FOR ALL SERVICES RENDERED.
SIGNATURE










DATE

