Love Your Body Chiropractic Wellness Studio

Patient and Insurance Information 

	Name                                                                             Email                                          Date

	Address                                                                                                                  Apt #

	Town                                                                                          State                    ZIP

	Home Phone                                                 Work Phone                                   Cell Phone

	Birth Date                      Soc Sec # (necessary if you want to use insurance, if not, then leave blank)                                

	Marital Status   M    S    D    Sep       Spouse Name                                                 # of Children

	If Pregnant, due date?                                                                         Age Range of Children

	Referred By:                                                                          

	Employer                                                                                                  Occupation

	Address

	Town                                                                                     State                               ZIP

	Health Insurance Info

	Carrier                                                                                                                   Ins Co  phone

	Address

	Policy #                                                                                Group #

Patient Relationship to the insured      Self    Spouse   Child   Other

	If you are covered under another person’s insurance…. Please complete

	Name of Insured

	Address of insured

	Phone of insured                                                             Sex                         Birth date

	Insured’s   Employer

	                Address

	                 Employer Phone                                                                  Plan Name

	

	What brings you in today? How long has this been present? When was the first time this occurred? (Multiple complaints ok.) Tell me everything: (back, neck, shoulder, foot) pains, headache digestive issues, insomnia, depression….
Do you experience pain every day?

Do your symptoms interfere with daily life?
Does pain wake you up at night?

Are your symptoms worse during certain times of the day?

Do changes in weather affect your symptoms?

Name:________________________ Date:__________                                Love Your Body Chiropractic

What makes it better? What makes it worse? 

Are you being followed by an MD/DC/DO/ND for any other condition? If so, please list.


	Any accidents, illnesses or surgeries? Please include the dates.


	What kind of work do you do?


	What do you do for fun?


	What exercise do you do?


	What would you like more of in your life?


Do you take any medications? If so, please list.

Do you take any vitamins, herbs, or supplements? If so, please list.
How is your diet? Do you eat well? Do you feel that you are healthy? 

 ____________________________________________________________________________________________
Do you drink: caffeine?_________, Sodas?__________    Anything ‘diet’?___________ Alcohol?_______________________  How much and How often?_______________________________________
Do you smoke cigarettes? _________  How many and for how long?_____________________________________

Family History: Any notable diseases in your ‘run in your’ family? Heart disease, cancer, high blood pressure?

   Please circle or check if you experience any of these presently or in the past:                                                        
                                                                             






Alcoholism                                     


Allergies     


Anemia


Arteriosclerosis


Arthritis


Asthma


Back Pain


 Breast Lump


 Bronchitis


 Bruise Easily


 Cancer


 Chest Pain/Conditions


 Cold Extremities


 Constipation


 Cramps





Depression


Diabetes


Digestion Problems


Dizziness


Ears Ring


Excessive   Menstruation


Eye Pain or Difficulties


Fatigue


Frequent Urination


Headache


Hemorrhoids


High Blood Pressure


Hot Flashes


Irregular Heart Beat


Irregular Cycle


Kidney Infection








Kidney Stones


Loss of memory


Loss of balance


Loss of smell


Loss of taste


Lumps In Breast


Neck Pain or Stiffness


Nervousness


 Nosebleeds


 Pacemaker


 Polio


 Poor Posture


 Prostate Trouble


 Sciatica


 Shortness of breath








Sinus Infection


 Sleep problems  Insomnia


 Spinal Curvatures


 Stroke


 Swelling of ankles


 Swollen Joints


 Thyroid Condition


 Tuberculosis


 Ulcers


 Varicose Veins


 Venereal Disease


 Other:











