Premier Chiropractic 

PATIENT INFORMATION & CONDITION FORM
Patient Name: ______________________________________________________________________________                    Today's Date: ____/____/____ 
Social Security Number (optional) ________________________ Birth Date: ____/____/____   Age: _____   Gender:  F   M
If you are under 18 years of age, who are your legal parents or guardian?
	Father: __________________________________________________	Phone:  (______) ________________
	Mother: __________________________________________________	Phone:  (______) ________________
	Guardian: _______________________________________________	Phone:  (______) ________________
Marital Status:   □ Married   □ Separated   □ Widowed   □ Single     
CURRENT ADDRESS
	Street __________________________________________________________________________________________________________________
	City ____________________________________________________________________   State ________   Zip ___________________________
	Phone (_______) ___________________   EMAIL ______________________________________________________________________________
Your Occupation _______________________________________________   Employer _______________________________________________________
Who should we contact in the event of an emergency?   ___________________________________________   Phone (______) ________________
How did you learn about us? __________________________________________________________________________________

[bookmark: _GoBack]Describe your condition, symptoms, or the purpose of this appointment: ___________________________________________________________
__________________________________________________________________________________________________________________________________
Have you ever had the same or similar condition?   □ YES   □ NO     If yes, when and describe: _________________________________
__________________________________________________________________________________________________________________________________

Please indicate any other healthcare providers who you've seen for this injury or condition, and when you last saw them.
     Name: ___________________________________   Type of Practice:  ______________________________   Date of Last Visit:  ____/____/_____
     Name: ___________________________________   Type of Practice:  ______________________________   Date of Last Visit:  ____/____/_____
     Name: ___________________________________   Type of Practice:  ______________________________   Date of Last Visit:  ____/____/_____
Date of last physical examination? ______________________________________________
What surgery have you had? ____________________________________________________________   When? _______________________________
                                               __________________________________________________________________________________       
Serious illnesses or conditions? __________________________________________________________   When? _______________________________
                                                   ________________________________________________________________________________
What medications or drugs are you taking? ________________________________________________________________________________________
Have you ever suffered from:
	□ Dizziness				□ Arthritis				□ Digestive Disorders
	□ Backaches				□ Headaches				□ Nervousness
	□ Heart Trouble					□ Numbness				□ Sinus Trouble
	□ Diabetes				□ Asthma				□ Anemia
	□ Hernia					□ Neuritis				□ Cancer
WOMEN ONLY:  Are you pregnant or is there any possibility you may be pregnant?  □ YES   □ NO   
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