Okemos Chiropractic Health Clinic

2549 Jolly Road Suite 360, Okemos, MI 48864
www.ChiropracticHealthClinic.com

Please complete this form. Your answers will help us determine if chiropractic can help you. If we do not sincerely believe that your
condition will respond satisfactorily, we will not accept your case. Thank you.

General Information

Last Name First Name Middle Initial
Address City State Zip
Home Phone Cell Phone Email Address

What do you prefer to be called? How were you referred to us?

Employer / Occupation Work Phone Okay to call work? Y or N
Sex: M or F Birth Date Age Social Security Number

Marital Status: M S W D Spouse’s Name Number of Children
Name of Primary Insurance Co. Subscriber

Subscriber’s Social Security Number Birth Date

Name of Secondary Insurance Co. Subscriber

Subscriber’s Social Security Number Birth Date

Health Information

Have you ever seen a Chiropractor before? Y N If yes, who and when?

What is your major health related complaint?

Minor complaints

Is your condition the result of an auto accident? Y or N Is your condition the result of a work related injury? Y or N
Have you ever been in any kind of auto accident? Y or N If yes, when? Past year? Past 5 years? Over 5 years?

Describe

How long have you had this condition? Have you had similar conditions in the past? Y or N

What areas of your life have been affected by your pain and symptoms?

What activities aggravate your condition?

Is your condition: Getting progressively worse? Y N Constant? Y N Does it come and go? Y N
How long has it been since you felt good? Have any other Doctors treated you for this condition? Y N

If yes, who and when?

List all surgical operations and years

PLEASE COMPLETE OTHER SIDE



For Women: Are you pregnant? Y N If yes, how far along? Are you nursing? YN

Habits Heavy Moderate Light None

Alcohol

Coffee

Tobacco

Drugs

Exercise

Sleep

Appetite

DO YOU: Now take vitamins or minerals? Y N do you think you may need vitamins or minerals? Y N
Are you wearing: Heel lifts? Y N Sole lifts? Y N Inner Soles? Y N Arch Supports? Y N
PAYMENT IS EXPECTED AT TIME OF VISIT.

Name of person responsible for payment

Are you insured? Y N Company
I will be paying today by: Cash 0 Check [ Credit Card [

[ understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself.
Furthermore, I understand that this chiropractic office will prepare any necessary reports and forms to assist me in making collections from
the insurance company and that any amount authorized to be paid directly to this chiropractic office will be credited to my account receipt.
However, I clearly understand that if I suspend or terminate my care and treatment, fees for professional services rendered me will be

immediately due and payable.

Patient’s Signature Date

Guardian or Spouse’s Signature Authorizing Care Date

Information taken by Date




