
 •  PERSONAL HISTORY 
 
Name: _________________________________ Date: ______________________ 
Street address: ______________________________ City:___________________ 
State: MA _____________ Zip:___________ email_________________________ 
Home phone:____________ Work Phone: ______________ Birthday:      /       / 
Business/Employer:______________________ Type of work:__________________ 
Check one:  Married ____Single _____ Widowed ____ Divorced ____ Separated ____ 
Number of children:_____ Referred to this office by:  ________________________ 
Who is responsible for your bill? Self: _____Spouse: ____ Parent:_____Other: _____ 
Insurance company:____________________Subscriber ID number: _____________ 
Subscriber’s name:_____________________  Your dependant # :_______________ 
Group number: ______________________________________________________ 
 
• CURRENT HEALTH CONDITIONS 
 
Purpose of this appointment:____________________________________________ 
 _________________________________________________________________ 
 _________________________________________________________________ 
 _________________________________________________________________ 
Name of other doctors seen for this condition: ______________________________ 
When did this condition begin? __________________________________________ 
List dates absent from work due to this condition:____________________________ 
Is this condition the result of:  Auto Accident________Work Injury________Sports 
Injury________Other________________________________________________ 
Please List Medications You Are Currently Taking:____________________________ 
 _________________________________________________________________ 
 
 • PAST HEALTH CONDITIONS 
 
Major surgery/operations: _____________________________________________ 
Do you have a pacemaker?____________ Are you are osteoporotic?______________ 
List broken bones\sprains: _____________________________________________ 
Major accidents\falls:  ________________________________________________ 
Hospitalization (other than above): _______________________________________ 
Previous chiropractic care:   None_____ Yes _____  Within the past six months _____ 
 



Have you been treated for any health condition in the past year?_________________ 
_________________________________________________________________ 
 
Please check the items you have or had and circle items that are common to other 
family members: 
Anemia___, Rheumatoid Arthritis___, Cancer (type) ______, Diabetes (type)____, 
Emphysema___, Epilepsy___, Fibromyalgia___, Gout___, Heart disease___, High blood 
pressure___, Hyper\hypothyroidism___, Hysterectomy___, Lupus___, Lyme tick 
disease___, Menstrual irregularity___, Migraine headaches___, Multiple sclerosis___, 
Osteoarthritis___, Psoriatic arthritis___, Polio___, Stroke___, TMJ disorder___.  
 

 
Please draw\mark the area (areas) of your discomfort on this diagram and you may 
include written descriptions:  
 

 
 
 
 
•ADDITIONAL INFORMATION 
 
Type of work:____________________  Number of hours sitting per day: _________ 
Quality and firmness of bed:_________  Number of hours of sleep per night:_______ 



Quality of sleep: Good___Fair___Poor___.  Do you wear: heel lifts (R/L-size) _______ 
and\or orthotics? ___.  What type of shoes\sneakers do you wear most 
frequently?________________.  Do you pay special attention to your diet (yes\no) 
and if so are you currently on a particular diet? ____________________________ 
Amount of water consumed daily: _______.  What vitamin\mineral supplements are you 
presently taking? ____________________________________________________ 
Are you taking megadoses of any vitamins and\or minerals?  (Yes\No) _____________ 
Type of exercise or physical activity practiced regularly:_______________________ 
 _________________________________________________________________ 
Frequency of exercise\physical activity (number of times\hours per week): _________ 
 _________________________________________________________________ 
 
Amount of alcohol consumed per day\week ?______Caffeine?_____ Tobacco?______ 
 
 
 

 
 
 
• FINANCIAL POLICY 
I clearly understand and agree that I am responsible for the payment of all services 
rendered to me.  If I have a Blue Cross\Blue Shield of Massachusetts policy that 
covers chiropractic care, I understand that although the office may submit the claims 
on my behalf, I am personally responsible for prompt payment if the claim(s) are not 
paid within a timely fashion, or are denied for any reason. Furthermore, I understand 
that my co-insurance portion is payable on the date of service, as well as any deductible 
amount which has not yet been met.  Because this office may be out-of-network for 
certain Blue Cross\Blue Shield policies, the patient is personally responsible for 
verifying the accuracy of his\her policy. 
 
Patient's signature:_____________________________ Date:_________________ 
 
Guardian signature: _____________________________ Date:_________________ 
 
 
 
 



 
 
Informed consent for examination and treatment 
 
As a potential chiropractic patient, you have the right to be informed about your health 
condition and the recommended treatment to be provided. This allows you to make an 
informed decision regarding the known benefits and risks associated with chiropractic 
care. I understand that, as with all healthcare procedures, there are some risks 
associated with chiropractic treatments, including but not limited to: strains, sprains, 
dislocations, and/or disc injuries. Although I plan on discussing the nature and purpose 
of the different physiotherapeutic and chiropractic treatment procedures, I do not 
expect the doctor to be able to anticipate or explain all risks and complications, as I 
choose to rely on the doctors judgment during the course of the treatment. I have 
read the above information and consent to receive chiropractic care. I agree this 
consent form also covers any future treatment rendered at this office. 
 
 
 
Patient signature:___________________________ Date:____________________ 
 
 
Consent to evaluate and treat a minor 
 
I____________________________ being the parent or legal guardian of 
____________________________ have read and fully understand the above 
informed consent and hereby give permission for my child to receive chiropractic 
examination and treatment. 
 
 
 
Guardian signature:__________________________ Date:___________________ 
 
 
 
 
 
 



 


