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PLEASE   SELECT   ANY   CONDITION(S)   YOU   HAVE   NOW   OR   HAVE   HAD:   
  

◌     Stroke ◌     Cancer ◌     Heart   Disease   ◌      Surgery   ◌     Spinal   Surgery     
◌     Seizures   ◌     Scoliosis   ◌     Diabetes ◌      Spinal   Bone   Fracture   
  

LIST   ALL   SURGERIES   AND   YEARS   PERFORMED:   __________________________________   
  

_____________________________________________________________________________   
  

LIST   ALL   PRESCRIPTION   MEDICATIONS:   _________________________________________   
  

_____________________________________________________________________________   
  

WHEN   WAS   YOUR   LAST   AUTO   ACCIDENT:   ________________________________________   
  

HAVE   YOU   EVER   BEEN   KNOCKED   UNCONSCIOUS?      YES        NO   
  

HAVE   YOU   EVER   FRACTURED   A   BONE?    YES        NO   
  

IF   YES,   PLEASE   DESCRIBE:   ____________________________________________________   
  

OTHER   TRAUMAS:   _____________________________________________________________   
  

_____________________________________________________________________________   
  

_____________________________________________________________________________   
  
  

AUTHORIZATION   
  

By   signing   below,   I   certify   that   I'm   the   patient   or   legal   guardian   listed   above.   I   certify   this   
information   to   be   true   and   accurate   to   the   best   of   my   knowledge.    Since   chiropractic   care    should   
not    be    performed    under    certain    medical    conditions,   I   affirm   that   I   have   stated   all   my   known   
medical   conditions,   and   answered   all   questions   honestly.    I   agree   to   keep   the   doctor   updated   as   to   
any    changes   in   my   medical   profile   and   understand   that   there   shall   be   no   liability   on   the   doctor’s   
part   should   I   forget   to   do   so.     I   consent   to   the   collection   and   use   of   the   above   information   to   this   
office   of   chiropractic.   I   authorize   this   office   and   its   staff   to   examine   and   treat   my   condition   as   the  
doctor   sees   fit.   I   understand   and   agree   that   all   services   rendered   to   me   will   be   charged   to   me,   and   
I'm   responsible   for   payment   of   such   services.   I   understand   that   chiropractic   care   may   cause   
temporary   physical   discomfort   as   my   body   adjusts   to   the   new   alignment.   
  
  
  

___________________________________             _________________________________________          _____________   
NAME   OF   PATIENT   OR   GUARDIAN   PATIENT   OR   GUARDIAN   SIGNATURE                             DATE   

  
___________________________________             _________________________________________          _____________   
NAME   OF   CHIROPRACTOR   CHIROPRACTOR   SIGNATURE                                         DATE   


