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Alinea Chiropractic
Smyrnao, GA

Confidential Patient Health Record:

These forms help us understand your health and potential needs. This information is

considered confidential. We need this information to help us determine if chiropractic

care can help you. We will not accept your case if we do not sincerely believe that your
condition will respond satisfactorily to chiropractic care.

Patient name: Date:

Address: City: State: Zip:
Email: Phone; (Primary):

(Secondary):

Preferred method of contact (Default is texting): O Call O Texting

Date of Birth: Age:

My Sex assigned at birth: My current gender:
Preferred Pronouns: Marital Status:
Primary Medical Doctor: Clinic/location:

May we send health updates to this Physician? (circle) Yes No

Occupation: Employer:

Emergency Contact Phone# Relation;

How did you hear about us?

If referred, who can we thank for referring you to our office?

Information pertaining to the person responsible for this account:

Name and Phone # (if different from above):

Address:




Do you have Medicare or Medicaid health insurance? Yes  No

About you:

Would you prefer: (please circle)
a. Temporary symptom relief

b. Correction of the cause of health problems.

Are you willing to take supplements if needed? Yes No
Are you willing to make dietary changes if needed? Yes No
Have you ever been to a Chiropractor before? Yes No
If Yes: Doctor's Name/office Reason for Care:

If Yes: Date of last chiropractic visit (year is fine):

Reason For Visit: (chief complaint)

When did it begin?

What caused it?

Have you seen any Doctor in the past for these injuries/conditions?

Doctor: Date: Treatment:

Doctor: Date: Treatment:

Describe the quality of pain: (circle all that applies)
Sharp Dull  Stabbing Aching Tingling  Burning Numbing
Is the pain getting worse? Yes/No

Does anything make it better? Yes/No What?

Radiating

Does anything make it worse? Yes/No  What?




Please List Your Goals below:

Using the adjacent body chart, please circle

all offected areas:

Does this interfere with: (circle all that applies)

Work  Daily Routine  Sleep  Other:

Have you had this pain before?  Yes/No

When:

Have you recently had any accidents? (trips,

falls, bumps) Yes/No
Health History

Please list ALL over-the-counter and prescription medications you are on and doses.

(Use the back page if needed)

Medication Doses

Please list all known allergies; if not, please write none.

(Use the back page if needed)

Allergy Severity (Mild, Moderate, Severe):




Have you ever been in an auto accident? List all:

List any other injuries to your spine, minor or major, that the Doctor should know about:

List ALL Surgical operations and years (use another page if necessaryy:

Please Mark C for all current issues you may have:

___Headaches ___Migraines __Jaw/TMJ Pain _ Neck Pain
__ Shoulder Pain __ Arm Pain _ Upper back Pain_ Mid back Pain
__ Lower back pain ___Hip/Leg pain _Knee pain ___Foot pain

Please Mark C for all current issues you may have:

___Dizziness ___Loss of Balance __Thyroid Issues __ Digestive Issues
__ Loss of energy __ Depression ___Asthma __ Diarrhea

__ Double/Blurry Vision  _ Allergies __ Chest Pain __ Constipation
__ Anxiety ___Sinus ___Heart problems __ Bed Wetting
___Kidney Problems __ Blodder Problems

___ Menstrual problems __ Prostate problems

Please Mark C for all current issues you may have:

—Infertility ___Tremors __Sleep problems __ GERD/Reflux
___ Stomach problems ___High/low BP ___Difficulty Breathing

__ Stroke ___Cancer ___Heart Attack ___Spinal surgery
___Spinal bone fracture  _scoliosis ___Diabetes __Arthritis
___Seizures

If none is listed above: Please fill in here:

| have read and answered the information above and provided my responses to the best

of my abilities. Print Name:

Signature Date: / /




