
Parsons
Specific ChiropracticCONFIDENTIAL PATIENT INFORMATION

The following information is needed in order to better serve you.  Please complete all questions.
If you need help, please ask the receptionist.  PLEASE PRINT.

Today’s Date:__________________________________

Name:_____________________________________________________________________Home Phone:_______________________________

Address:__________________________________________________City:___________________________State:________Zip:_____________

Age:____________Birth Date:_______________________________Marital Status:     S    M    W    D       No. of Children:_____________

Referred By:______________________________________________E-mail Address:_______________________________________________

Please Check Type of Payment:             Cash                      Check                      MasterCard/Visa

Your Employer:_____________________________________Occupation:__________________________________Years on Job:__________

Employer Address:_________________________________________City:__________________________State:________Zip:_____________

Office Phone:____________________________Cell Phone:____________________________Your SS#:______________________________

Do You Have Health Insurance?             Yes                         No   Insurance Company:________________________________________

Insurance Plan/Group#:____________________________________________Your Work Hours:___________________________________

Do You Have Medicare?            Yes                          No           Medicaid?           Yes                         No

Name of Spouse or Parent:_____________________________________________Birth Date:______________________________________

Spouse’s Employer:___________________________________________Occupation:______________________________________________

Office Phone:____________________________Cell Phone:____________________________Spouse’s SS#:_________________________

Describe Your Major Complaints That Bring You To Our Office:___________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

Is Your Condition Due To An Accident?            Yes                         No       Date of Accident:____________________________________

Type of Accident:          Auto                      Work/Job              Home                    Other:__________________________________________

I (we) agree to pay for services rendered to the above mentioned patient as the charge is incurred.  I understand and agree that
health and accident insurance policies are an arrangement between an insurance carrier and myself and that I am personally
responsible for payment of any and all services covered or non-covered.  I also understand that if I suspend or terminate my
care and treatment, any fees for professional services rendered me will be immediately due and payable.

Patient’s Signature:___________________________________________________________________Date:______________________________

Guardian’s Signature (For Minors):_____________________________________________________Date:______________________________

Notice to our new patients:  Full payment for services rendered is due at the end of each visit.  If for any reason this request cannot
be met, arrangements must be made in advance before seeing the doctor.
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Parsons
Specific ChiropracticHEALTH HISTORY

Name:_____________________________________________________________________Date:_______________________________________

List All Current Health Problems:________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

List Any Other Doctors Seen, Treatments and Results Obtained:____________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

Your Current Physician(s)/Therapist(s):__________________________________________________________________________________

_______________________________________________________________________________________________________________________

List All Surgeries and Their Dates:_______________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

List Any Medications You Are Taking:____________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

List Any Traumas and Their Dates:______________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

Please Check The Conditions You Have or Have Had
 (   ) AIDS
 (   ) Anemia
 (   ) Arthritis
 (   ) Cancer
 (   ) Chronic Fatigue
 (   ) Depression

Please Check All Present Symptoms:
CARDIOVASCULAR VERTEBROBASILAR
 (   ) General Swelling
 (   ) Swelling in Legs
 (   ) Swelling in Face
 (   ) Swelling Around Eyes
 (   ) Chest Pain
 (   ) Pounding Heart Beat
 (   ) Rapid Heart Beat
 (   ) Irregular Heart Beat
 (   ) Blue or Purple Skin
 (   ) Blue or Purple Nail Beds
 (   ) Cold Hands/Feet

 (   ) Diabetes
 (   ) Epilepsy
 (   ) Fibromyalgia
 (   ) Hypoglycemia
 (   ) Multiple Sclerosis
 (   ) Parkinson’s Disease

 (   ) Polio
 (   ) Rheumatic Fever
 (   ) Rheumatoid Arthritis
 (   ) Tuberculosis
 (   ) Venereal Disease

 (   ) Double Vision
 (   ) Loss of Coordination
 (   ) Loss of Memory
 (   ) Ringing in Ears
 (   ) Heart Attack
 (   ) High Blood Pressure
 (   ) Muscle Weakness
 (   ) Dizziness
 (   ) Blurred Vision
 (   ) Stroke
 (   ) Hypertension

 (   ) Inability to Form Words
 (   ) Burning Sensations
 (   ) Blindness
 (   ) Previous Head Injury
 (   ) Previous Neck Injury
 (   ) Taking Birth Control Pills
 (   ) Family History of Stroke
 (   ) Blood Vessel Disease
 (   ) Check if You Smoke
 (   ) Fainting
 (   ) Area of Numbness
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Parsons
Specific ChiropracticMUSCULOSKELETAL SYSTEM

Please Check All Present Symptoms

HEAD
 (   ) Frequent Headaches
 (   ) Severe Headaches
 (   ) Head Feels Heavy
 (   ) Vertigo
 (   ) Dizziness
 (   ) Lightheadedness
 (   ) Loss of Taste
 (   ) Loss of Smell
 (   ) Loss of Hearing
 (   ) Loss of Balance

NECK
 (   ) Pain in Neck
 (   ) Pain with Movement
 (   ) Swelling in Neck
 (   ) Stiffness in Neck
 (   ) Pinched Nerve in Neck
 (   ) Neck Feels Out of Place
 (   ) Muscle Spasms in Neck
 (   ) Grinding Sounds in Neck
 (   ) Popping Sounds in Neck
 (   ) Limited Neck Movement

MID-BACK
 (   ) Mid-Back Pain
 (   ) Pain Between Shoulder Blades
 (   ) Sharp Stabbing Pain
 (   ) Dull Ache
 (   ) Pain From Front to Back
 (   ) Pain Over Kidney Area
 (   ) Muscle Spasms

LOWER BACK
 (   ) Lower Back Pain
 (   ) Lower Back Feels Out of Place
 (   ) Muscle Spasms

SHOULDERS
 (   ) Pain in Shoulders

ARMS & HANDS
 (   ) Pain in Upper Arm

HIPS, LEGS & FEET
 (   ) Pain in Buttocks

 (   ) Pain Across Shoulders
 (   ) Muscle Spasms
 (   ) Can’t Raise Arm
 (   ) Above Shoulder
 (   ) Above Head

 (   ) Pain in Forearm
 (   ) Pain in Hands
 (   ) Pain in Fingers
 (   ) Pins & Needles
 (   ) In Arms
 (   ) In Fingers
 (   ) Fingers Go To Sleep
 (   ) Cold Hands
 (   ) Swollen Fingers
 (   ) Loss of Grip Strength

 (   ) Pain in Hip
 (   ) Pain Down Leg
 (   ) Knee Pain
 (   ) Leg Cramps
 (   ) Pins & Needles in Legs
 (   ) Numbness in Legs
 (   ) Numbness in Toes
 (   ) Cold Feet
 (   ) Swollen Ankles
 (   ) Swollen Feet
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Parsons
Specific ChiropracticHEALTH REVIEW

Please Check All Present Symptoms

RESPIRATORY
 (   ) Shortness of Breath
 (   ) Dry Cough
 (   ) Coughing Up Blood
 (   ) Wheezing
 (   ) Productive Cough

GASTROINTESTINAL
 (   ) Poor Appetite
 (   ) Constant Nibbling
 (   ) Difficulty Swallowing
 (   ) Indigestion
 (   ) Nausea & Vomiting
 (   ) Abdominal Pain
 (   ) Change in Bowel Habits
 (   ) Diarrhea
 (   ) Constipation
 (   ) Hemorrhoids

GENITOURINARY
Urination is
 (   ) Frequent
 (   ) Not Sufficient

The Amount is
 (   ) High
 (   ) Moderate
 (   ) Low
 (   ) Frequent Urination at Night
 (   ) Intense Desire to Urinate
 (   ) Difficulty Urinating
 (   ) Lack of Control
 (   ) Pain with Urination
 (   ) Dribbling
 (   ) Bloody Urine
 (   ) Cloudy Urine

VENEREAL DISEASE
 (   ) Syphilis
 (   ) Gonorrhea
 (   ) Other

SKIN, HAIR, NAILS
 (   ) Eczema

Itchy Skin
Rough, Scaly Skin
Dry Skin
Oily Skin
Yellow Skin
Bruise Easily
Baldness
Paper Thin Nails
Nail Biting

EYES
 (   ) Blurred Vision

EARS
 (   ) Loss of Hearing

NOSE & SINUSES

 (   ) 
 (   ) 
 (   ) 
 (   ) 
 (   ) 
 (   ) 
 (   ) 
 (   ) 
 (   ) 

 (   ) Double Vision
 (   ) Eye Fatigue
 (   ) Excessive Tearing
 (   ) Lack of Tearing
 (   ) Light Bothers Eyes
 (   ) Excessive Itching
 (   ) Pain in Eyeball

 (   ) Not Sufficient
 (   ) Pain in Ears
 (   ) Discharge From Ears
 (   ) Vertigo
 (   ) Ringing in Ears

 (   ) Nose Bleeds
 (   ) Pressure Over Eyes
 (   ) Nose Obstruction
 (   ) Frequent Colds
 (   ) Sinusitis
 (   ) Loss of Smell
 (   ) Allergies

MOUTH & THROAT
 (   ) Pain in Throat
 (   ) Bleeding Gums
 (   ) Abscessed Teeth
 (   ) Dentures
 (   ) Difficulty Swallowing

WOMEN ONLY
 (   ) Painful Periods
 (   ) Spotting
 (   ) Premenstrual Symptoms
 (   ) Irregular
 (   ) Lumps in Breast
 (   ) Vaginal Discharge
# of Pregnancies_______
# of Deliveries_______

SOCIAL HISTORY
 (   ) Smoking
 (   ) Other Tobacco Use
 (   ) Alcohol Use
 (   ) Drink Coffee or Tea
Diet is
   (   ) Balanced
   (   ) Not Balanced
Rest is
   (   ) Sufficient
   (   ) Not Sufficient
Recreation is
   (   ) Sufficient
   (   ) Not Sufficient
Family Stress is
   (   ) Severe
   (   ) High
   (   ) Moderate
   (   ) Minimal
   (   ) None
My Job Stress is
   (   ) Severe
   (   ) High
   (   ) Moderate
   (   ) Minimal
   (   ) None

 (   ) Nervousness
 (   ) Irritability
 (   ) Fatigue
 (   ) Depression
 (   ) Panic Attacks
 (   ) Problems Sleeping
 (   ) Generally Feel Run Down
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