HERNANDEZ CHIROPRACTIC 

                        DR. JOE HERNANDEZ D.C.
Patient Name:  ____________________________________________________ Date: 


                                   First                          MI                    Last                      Nickname 

Address ________________________________City 






State __________ Zip Code ___________ Social Security #




    
Sex    M    F      
 Marital Status   M   S   D   W Spouse/Parent Name 


 Preferred Language



 Race/Ethnicity 





Date of Birth: ______________ Age: ___________ Lbs:                         Hgt:                     .                             
CONTACT INFORMATION

H. Phone 





Cell Phone





  
Work Phone 




 Cell Carrier 




  

Contact Preference (circle) Hm 

Ph
Work Ph 
Cell Ph 
Email: Wk/Hm 

Home Email Address 










 
Work Email Address 











Emergency Contact 




 Phone 





How did you hear about our office? 










Referred by 













Your Occupation 












Employer________________________________________________________________
INSURANCE
Please provide us with your insurance card(s) along with a photo ID. In addition, please complete the following:
Are you the policy holder?  Yes      No
If No, who is? 





Relationship to you: 

   Policy Holder’s Name 





 
DOB 


Policy Holder’s Social Security # 





 
Policy Holder’s Employer 










Do you have Secondary Insurance?       Yes       No   


If yes, please complete the following:

Policy Holder’s Name 






 DOB 




Policy Holder’s Social Security # 








 
Policy Holder’s Employer 










PATIENT HISTORY
Have you ever received Chiropractic Care?

Yes
No        
 If yes, when?  












Name of most recent Chiropractor 









Please give a brief description of the problem(s) you are experiencing in order of severity

1                                                                                          For how Long? 


 

2                                                                                          For how Long? 




3                                                                                          For how Long? 



Is/Are the problem(s) getting Better, Worse or the Same? 






When did the problem(s) start? 










What appears to be the initial cause? 









Are you seeing any other providers for other problems or health conditions? 
(circle)      Yes 
No

PAST HISTORY

Have you ever had any surgeries or hospitalizations? 





 
If Yes please list:
















                             









Please list any current or past injuries and illnesses not listed above: 


















Have you been involved in a car accident in the last 12 months? 





 If yes, date of accident: 











Do you smoke? (Circle) 
Yes

No 
FAMILY MEDICAL HISTORY
Do you have a family history of:  (Please indicate all that apply) 

□ Cancer    □ Strokes   □ Headaches    □ Cardiac disease    □ Neurological diseases

□ Adopted/Unknown    □ Cardiac disease below age 40    □ Psychiatric disease   
□ Diabetes     □ Other ______________   
 □ None of the above

MEDICATIONS

What medications are you currently taking? Please include all non-prescription and over the counter.
ALLERGIES 

Do you have any allergies? Please indicate what they are and how severe.

The rating scale below is designed to measure the degree to which several aspects of your life are disrupted by your health condition (pain and/or symptoms you may be experiencing). Please indicate the number which best describes your typical level of activities. 
0 = No pain 
10= too painful to perform
0     1     2     3     4     5     6     7     8    9     10

NO pain



too much pain

1. Family/Home responsibilities: Activities such as yard work, doing dishes, errands, driving kids to school etc. 



2. Recreation: Hobbies, sports, and other similar leisure time activities.








3. Social Activity: Activities involving participation with friends; parties, concerts dining out etc. 




4. Occupation: activities that are a part or directly related to your job (homemaker and volunteer work included)



5. Self Care: Activities which involve personal maintenance and personal daily living (showering, dressing etc.)



6. Life Support Activity: basic life supporting behaviors such as eating, sleeping, breathing.




Mark the location of your pain on the diagram below. Also describe the type and frequency of your pain. 

EX: Dull, sharp, constant, off and on, when standing, sitting, walking etc. 

COMPLETE THESE DIAGRAMS

[image: image1.png]



Method of payment for today’s charges: (circle)  Cash     Check     Credit Card  Other


 

Notice: Not all patients require X-Rays to determine type of care and length of care. If your examination warrants x-ray analysis, the following office policy prevails:

1. All first visits charges are payable when services are rendered. 
2. The fee for paid x-rays is for ananlysis only. California State Law requires we maintain your x-rays. The film itself is the property of this office. Films may be loaned to another facility with authorization only. 
Patient’s Signature 






 Date 
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