
Please Print        Pink Hill Chiropractic 

Name_______________________________ SS #__________________________ Home Phone__________________ 

Address______________________________________City_______________________State______ZIP____________ 

Email address_______________________________________________ Cell Phone ___________________________ 

Age ____ Birth Date______________    Male___ Female___     Marital:   M   S  W  D       No. of Kids?______ 

Occupation_____________________________________ Employer_________________________________________ 

Address__________________________________________________________ Work Phone_____________________ 

Insured’ name if patient is a dependent__________________________________ SS#_______________________ 

Name of Wife or Husband________________________________________ DOB____________________________ 

Occupation_______________________ Employer_______________________ Address________________________ 

Emergency 
Contact_________________________________Address_____________________________Phone________________ 

How did you hear about us?_________________________________________________________________________ 

Is condition due to injury or sickness arising out of patient’s employment?___________________________ 

Date symptoms appeared or accident happened?____________________________________________________ 

Patient ever had same or similar condition:   Yes_____  No______  If yes, when and describe ___________ 
____________________________________________________________________________________________________  

Have you lost any days from work?_______ 

 

 

Date of last physical examination:________ Female:  Are you pregnant?_______ Due Date______________ 



What operations have you had?_____________________________________________________________________ 

Serious illnesses?___________________________________ Fractured bones?_____________________________ 

Have you ever been under Chiropractic Care? Yes____ No____ Doctor’s Name ________________________ 

What activities aggravate your condition?___________________________________________________________ 

Is this condition getting progressively worse?   Yes____ No____ Constant__________ Comes & Go_______ 

Is this condition interfering with your:  Work______Sleep______ Daily routine________ Other__________ 

How long has it been since you really felt good? ______________________________________________________ 

What do you believe is wrong with you?______________________________________________________________ 

Other doctor seen for this condition ________________________________________________________________ 

Have you been treated for any health conditions by a physician in the last year?      Yes_____ No_____ 
Describe___________________________________________________________________________________________ 

What medications or drugs are you taking?__________________________________________________________ 

Family doctor’s name______________________________ Clinic___________________________________________ 

Send a report?  Yes_____ No_____ 

PAYMENT IS EXPECTED AT TIME OF VISIT! 

Name of Person responsible for payment________________________________________________________ 

Are You Insured?  Yes_____ No_____   Company Name______________________________________________ 

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself.  Furthermore, I understand 
that this chiropractic office will prepare any necessary reports and forms to assist me in making collections from the insurance company and that any amount 
authorized to be paid directly to this chiropractic office will be credited to my account upon receipt.  However, I clearly understand and agree that all services 
rendered me are charged directly to me and that I am personally responsible for payment.  I also understand that if I suspend or terminate my care and 
treatment, any fees for professional services rendered me will be immediately due and payable. 

I will be paying today by:  Cash ______  Check _______ 

Patient’s Signature______________________________________________ Date_____________________ 

Guardian Name____________________________________________ Guardian 
Signature_____________________________________ 

Information Taken by__________________________________________Date_____________________ 

____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________  


