
 
 

CONFIDENTIAL PATIENT INFORMATION     Date: ___________ 
 

Name _____________________________ Home Phone ________________ Cell Phone ______________________ 
 

Address _________________________________ City ________________ Zip Code _________________________  
 

Social Security #_________________  Birth Date _____________  Marital:  M  S  W  D   How many children? ____   
 

Employer  __________________________________________________ Occupation _________________________  
 

Address _____________________________________________________Office Phone  ______________________ 
 

Email Address ___________________________________________________  Preference Email _____ Mail  _____ 
 

Name of Primary Insurance Co _____________________________________________________________________ 
 

Subscriber  _____________________________________ SS# ___________________ Birth Date _______________  
 

Name of Secondary Insurance Co ___________________________________________________________________ 
 

Subscriber ______________________________________ SS#___________________ Birth Date _______________ 
 

Name of Spouse ___________________________________ Occupation  ___________________________________ 
 

Patient’s Nearest Relative ______________________ Address _____________________ Phone  ________________ 
 

Referred by  ____________________________________________________________________________________ 
 

Is condition due to injury or sickness involving patient’s employment? ____________________  Date ____________ 
 

Is condition due to auto or personal injury? __________________________________________  Date ____________ 
 

Have you lost any days from work? _______________________ How many? ________________________________ 
 

What surgeries have you had? ______________________________________________________________________ 
 

What medications or drugs are you taking?  ___________________________________________________________ 
 

Serious illnesses? ____________________________________ Fractured bones? _____________________________ 
 

Have you ever been under Chiropractic Care?  Yes   No      Doctor’s Name _______________________________ 
 

 
Habits:  Heavy  Moderate Light      None  
Alcohol ______ ______ ______     ______    
Coffee  ______ ______ ______     ______ 
Tobacco ______ ______ ______     ______ 
Drugs  ______ ______ ______     ______ 
Exercise ______ ______ ______     ______ 
Sleep  ______ ______ ______     ______ 
Appetite ______ ______ ______     ______ 
 

DO YOU: 
Now take vitamins or minerals?  Yes _____ No _____ 
Think you may need vitamins or minerals? Yes _____ No _____ 
Are you wearing: Heel lifts ______ Sole lifts ______ 
   Inner soles ______ Arch Supports ______ 

Chiropractic Health Clinic 
2549 Jolly Road, Okemos, 517-347-2222 

www.chiropractichealthclinic.com 



PLEASE PRINT 
What is your primary complaint? ___________________________________________________________________ 
 

What activities aggravate your condition? ____________________________________________________________ 
 

Is this condition getting progressively worse? Yes ____  No ____ Constant ____ Comes and goes ____ 
 

Is this condition interfering with your:   Work _____ Sleep _____ Daily routine _____ Other ___________________ 
 

Other doctors seen for this condition ________________________________________________________________ 
 

Have you had this condition before _________________________________________________________________ 
 

Have you been treated for any health conditions by a physician in the last year?   Yes ____ No _____ 
 

Describe ______________________________________________________________________________________ 
 
 

PAYMENT IS EXPECTED AT TIME OF VISIT! 
 

Name of person responsible for payment ____________________________________________________________ 
 

Are you insured?  Yes _____    No _____  Company  __________________________________________________ 
 

I will be paying today by:  Cash   Check   Credit Card  
 

I 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 on receipt.  However, I clearly understand and agree that all services 
rendered me are charged directly to me and that I am personally responsible for payment.  I also 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 __________________ 
 

_____________________________________________________________________________________________ 
 

_____________________________________________________________________________________________ 
 

_____________________________________________________________________________________________ 
 

_____________________________________________________________________________________________ 
 

_____________________________________________________________________________________________ 
 

_____________________________________________________________________________________________ 
 

_____________________________________________________________________________________________ 
 

_____________________________________________________________________________________________ 
 

_____________________________________________________________________________________________ 
 

_____________________________________________________________________________________________ 
 

_____________________________________________________________________________________________ 
 

_____________________________________________________________________________________________ 
 

_____________________________________________________________________________________________ 
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