YHIROPRACTIC

CLINIC

574 Robert Blvd. « Slidell, LA 70458

CHIROPRACTIC EXPERIENCE

NAME:

ADDRESS:

CITY: STATE/ZIP CODE:
HOME PHONE: CELL PHONE:
EMAIL ADDRESS:

WHO REFERRED YOU TO OUR OFFICE?

HAVE YOU SEEN OR HEARD OF OUR OFFICE BECAUSE OF (¥ ALL THAT APPLY):
O NEWSPAPER QO SIGN O YELLOW PAGES Q COMMUNITY EVENT O MAILING

HAVE YOU BEEN ADJUSTED BY A CHIROPRACTOR BEFORE?
Q YES anNo

IF YES, WHAT WAS THE REASON FOR THOSE VISITS?

DOCTOR’S NAME:

APPROXIMATE DATE OF LAST VISIT:

DATE OF BIRTH: AGE:

HAS ANY PERSON IN YOUR FAMILY EVER SEEN A CHIROPRACTOR?
SOCIAL SECURITY NUMBER: GENDER:
MARITAL STATUS: NUMBER OF CHILDREN:

REASON FOR THIS VISI

DESCRIBE THE REASON FOR THIS VISIT:

IS THE PURPOSE OF THIS APPOINTMENT RELATED TO:

QJOB OSPORTS O AUTO QFALL QO HOME INJURY
O CHRONIC DISCOMFORT O OTHER

PLEASE EXPLAIN:

EMPLOYER NAME:

EMPLOYER ADDRESS:

EMPLOYER CITY: EMPLOYER STATE/ZIP CODE:
WORK PHONE: POSITION TITLE:

PAYMENT METHOD: O CASH Q CHECK O CREDIT CARD
SPOUSE NAME:

SPOUSE EMPLOYER:

EMPLOYER ADDRESS:

EMPLOYER CITY:

EMPLOYER STATE/ZIP CODE:

POSITION TITLE:

IF JOB RELATED, HAVE YOU MADE A REPORT OF YOUR ACCIDENT TO
YOUR EMPLOYER?
O YES aNo

WHEN DID THIS CONDITION BEGIN?

HAS THIS CONDITION:
0O GOTTEN WORSE 1 STAYED CONSTANT O COME AND GONE

DOES THIS CONDITION INTERFERE WITH:
O WORK QO SLEEP 0O DAILY ROUTINE O OTHER ACTIVITIES
PLEASE EXPLAIN:

HEALTH HABITS

DO YOU SMOKE? O YES anNo If yes, how much
per day
DO YOU DRINK ALCOHOL? O YES aNo If yes, how much
per week
DO YOU DRINK COFFEE, If yes, how much
TEA, OR SODA per day
DO YOU EXERCISE REGULARLY? U YES anNo
DO YOU GET SUFFICIENT REST? O YES O NO Hours of sleep per
Night
DO YOU WEAR:
QO HEELLIFTS QO SOLELIFTS O INNER SOLES O ARCH SUPPORTS

HAS THIS CONDITION OCCURRED BEFORE? QaNo

PLEASE EXPLAIN:

Q YES

HAVE YOU SEEN OTHER DOCTORS FOR THIS CONDITION? QO YES QO NO

DOCTOR’S NAME:

TYPE OF TREATMENT:

RESULTS:




PAIN BETWEEN O KIDNEY PROBLEMS O TUBERCULOSIS O ASTHMA ARE YOU TAKING BIRTH CONTROL? O YES @ NO
SHOULDERS

CONGENITAL HEART O HIGH BLOOD O ARTHRITIS O LOSS OF SLEEP | Do YOU:
DEFECT PRESSURE EXPERIENCE PAINFUL PERIODS? JYES QONO
HAVE IRREGULAR CYCLES? dYES QNO

FREQUENT NECK PAIN O CHEMOTHERAPY O SHINGLES O DIZZINESS HAVE BREAST IMPLANTS? QYES QNO










