
Chiropractic New Patient 
           

Personal Information 
  

Name __________________________________ Birth Date ____/____/____  Today’s Date ____/____/____ 

Phone (H) _______________________ (W) _______________________ Ext. _____ (Cell) ______________________ 

Address ________________________________________________________________________________________ 
    Number & Street        City          Postal Code    

Email Address _________________________________________________  
 

What kind of work do you do? ____________________________________________________________ 

Do you have a primary healthcare advisor?  ¨ Yes  ¨ No  What type? _____________________________ 

Have you ever been to a chiropractor before?  ¨ Yes  ¨ No   Approximate date of last visit ____/____/____ 

Dr.’s Name: ___________________________________________  Good results?  ¨ Yes  ¨ No 

Have you ever been told you have any problems/defects in your spine or nerve system?   ¨ Yes   ¨No 

If yes, what? ____________________________________________________________________________ 

Please check if you are here for any of the following:  ¨ Motor Vehicle Injury  ¨ Work Injury  ¨ Other Injury 

Whom may we thank for referring you to our center? __________________________________ 
 
Other way you may have heard about us? __________________________________________ 
 

Let’s Find Out Why You’re Here…  

 
 
 
 

Is your visit today for a specific health condition or for general wellness? ______________________________ 
 

 

If for a specific condition, please tell us about it:_____________________________________________________________ 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
Other Health Concerns or Symptoms    Please Check All That Apply 
 
Low back pain Abnormal growths, cysts    Heart problems 
Neck Pain Anemia, blood disorders Lung disorders 
Shoulder/Arm/Hand pain Skin disorders Loss of taste or smell 
Joint Pain Intolerant of heat Liver disorders 
Specific Pain __________ Poor Immunity Blood Pressure (High or Low)     
Headaches Low Energy Congestion 
Leg Pain Menstrual problems Eye, Ear, Nose & Throat Problems 
Numbness ____________ Sexual dysfunction Allergies 
Weak Digestion Indecisive, Forgetful Asthma  
Diarrhea Lack of focus, concentration Oily Skin  
Constipation Irritability Insomnia 
Ulcers Stress, anxiety, worry Other (please describe)_____ 
   
 



And How You Got to Where You Are Now… 
 
 

• Are there any specific physical, chemical or emotional stresses you are aware of that your mother endured while she was 
pregnant with you?          ¨ Yes    ¨No   

• Please explain ______________________________________________________________________________ 
 

• I was born  ¨ In a Hospital    ¨ At Home    Any complications with your birth?   ¨ Yes     ¨ No 
 

• Were you generally healthy and happy during your early childhood years?  ¨ Yes     ¨ No 
 

• Any specific physical, chemical or emotional stresses you wish to share from your early childhood?   
_________________________________________________________________________________ 

 
_________________________________________________________________________________________________ 

• Were you generally healthy and happy during your teen/early adult years?  ¨ Yes     ¨ No 
 

• Any specific physical, chemical or emotional stresses you wish to share from your teen/early adult years?   
 

__________________________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________________ 

• Are you/have you been generally healthy and happy during your adult years?  ¨ Yes     ¨ No 
• Any physical, chemical or emotional stresses you wish to share from your adult years?    

 
______________________________________________________________________________________________________________ 
 
______________________________________________________________________________________________________________ 

 
• Ever been on any medication for longer than three months?  ¨ Yes     ¨ No  

 
• If yes, which? ____________________________________________________________________________________________ 

 
• Are you taking any medications currently?     ¨ Yes     ¨ No 

 
______________________________________________________________________________________________________________ 

 
• Please list any specific health challenges that you have overcome in your life 

_______________________________________________________________________________________________________ 
 
_______________________________________________________________________________________________________ 
 
_______________________________________________________________________________________________________ 
 
_______________________________________________________________________________________________________ 

  
 

• Please list any specific health problems from your family’s history that you believe are significant to you 
_______________________________________________________________________________________________________ 

 
_______________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________ 

 
 

       
   
 



Which Direction Are You Headed?           
 
In a study of 2818 patients receiving Network Care, it was found that people receiving this care improved in many different 
areas of their lives in addition to physical relief.  Some of the results that they experienced are listed below:  
 

What Would You Like MORE Of In Your Life? Check as many as you’d like. 
 
Range of Motion  Ability to Handle Stress Mental Clarity 
Comfort Sitting/Standing Play With Kids/Grandkids Again Greater Sense of Well-Being 
General Happiness Creative Thinking Feelings Of Connection/Peace 
Ease of Movement Better Concentration Breathe w/ Ease & Fullness 
Ability To Do Hobbies Again More Patience More Easy-Going 
Easier Relationships Ability To Adapt To Change Excitement/Interest In Life 
Energy/Physical Vitality More Productive At Home/Work Sense Of Purpose Or Mission in Life 
 Other __________________ 
 
 

Please rate your current state of health on a scale of 1-10 (10 = having everything you checked above) _____  
 
 

What would you be doing differently in your life if your had optimal health as described above? 
_______________________________________________________________________________ 
 
Currently my physical health is  ¨ Excellent  ¨ Good ¨ Fair  ̈  Poor  

And I feel it’s  ¨ Improving ¨ Staying the Same    ¨ Getting Worse ¨ Up & Down 

Currently my mental health is  ¨ Excellent  ¨ Good ¨ Fair  ̈  Poor  

And I feel it’s  ¨ Improving ¨ Staying the Same    ¨ Getting Worse ¨ Up & Down 

Currently my emotional health is          ¨ Excellent  ¨ Good ¨ Fair  ̈  Poor  

And I feel it’s  ¨ Improving ¨ Staying the Same    ¨ Getting Worse ¨ Up & Down 

 
Because of My Care Here, I Hope to See Improvement in My… 

 

(1=Very Important To Me     2= Important To Me     3= Not So Important To Me    4= Does Not Apply To Me) 
 

Physical Well Being           1     2      3     4  

Mental and Emotional Well Being      1     2       3       4   

Ability to Respond Constructively to Stress    1            2        3       4   

Overall Level of JOY in Life      1     2         3       4   

Making Healthy & Constructive Lifestyle Choices   1     2        3        4   

Overall Quality of Life       1     2       3       4   

 
Will you be as happy and healthy as you are today (or BETTER) in 5 years?   ¨ Yes     ¨ No     ¨ Not Sure 

If yes, what will you do to make sure you are? _________________________________________________ 

If no or not sure, what could you do to start getting happier & healthier? _____________________________ 

______________________________________________________________________________________ 

How committed are you to actively participating in moving yourself toward greater levels of happiness, peace, excitement, 
health, wellness and wholeness?  (Circle your answer) 

Not at all  1          2          3          4          5         6        7         8          9       10   100% Committed 
 



INFORMED CONSENT TO CHIROPRACTIC TREATMENT 
 
Doctors of chiropractic, medical doctors and physiotherapists who use manual therapy techniques such 
as spinal adjustments are required to advise patients that there are or may be some risks associated 
with such treatment.  In particular you should note: 

a) While rare, some patients have experienced rib fractures or muscle and ligament sprains or 
strains following spinal adjustments; 

b) There have been reported cases of injury to a vertebral artery following cervical spinal 
adjustments.  Vertebral artery injuries have been know to cause stroke, sometimes with 
serious neurological impairment, and may on rare occasion result in serious injury.  The 
possibility of such injuries from cervical spinal adjustment is extremely remote; 

c) There have been rare reported cases of disc injuries following cervical and lumber spinal 
adjustment although no scientific study has ever demonstrated such injuries are caused, or 
may be caused, by spinal adjustments or chiropractic treatment. 

Chiropractic treatment, including spinal adjustments, has been the subject of government reports and 
multi-disciplinary studies conducted over many years and has demonstrated to be highly effective 
treatment for spinal pain, headaches and other similar symptoms.  Chiropractic care contributes to your 
overall well-being.  The risk of injuries of complications from chiropractic treatment is substantially lower 
than that associated with many medical or other treatments, medications, and procedure given for the 
same symptoms. 
I acknowledge I have discussed, or have the opportunity to discuss, with my chiropractor the nature and 
purpose of chiropractic treatment in general and my treatment in particular (including spinal adjustment) 
as well as the contents of this Consent. 
I consent to chiropractic treatments offered or recommended to me by my chiropractor, including spinal 
adjustment.  I intend this consent to apply to all my present and future chiropractic care. 
 
Dated this______ day of _____________, 20____. 
 
 
_____________________________   ______________________________ 
Patient Signature                                  Verification of Signature 
Name:                                                    Name: 
(Please print)                                           (Please print) 

 
 
 

 
 


