
Patient Application for Care 

Name: (First, Last) Today’s Date: Birth Date: (Mo/day/Yr) 

Street Address: City: State: Zip Code: 

 
Height: 
 ______Ft ______In 

Weight: SSN: E-mail Address: Home Phone: 

Place of Employment: Job Description: Work Phone: 

Marital Status: 

 
Spouse Name: Spouse Employer: 

What problems or symptoms motivated you to visit us today…please explain: 
 
 

In spite of the fact that you are not a back specialist, you are in fact the person who knows more about your back than anyone else.  In your own words and 
in your own opinion what do you think the real problem is? 
 
 

 

Since your pain became this severe what 3 things has it caused you to miss the most? 
 
1. 2.                                                                               3. 

Please mark the areas of pain 
on the figures below. 

 
 
 
 
 
 
 
 
 
 
 

How long has your problem been like this? What activities are you limited in? 
 

How has your life changed since your back became a problem?  
 
 

What kinds of treatments have you received? 
 
Physical Therapy-How Long___________ When (approx)________________________ 
 
Medication_________________________ When (approx)________________________ 
 
Surgery-Type_______________________ When (approx)________________________ 
 
Other________________________________________________________________________ 

Did any of these treatments work?  If so which 
one(s)?  For how long? 

Have you become tolerant to the pain? 
 

Yes                No 

What activities/movements are guaranteed to 
make it worse? 

Is there anything that you do that makes it better? Is it worse in the morning or is it worse as the 
day progresses? 

On a Scale 1-10, (1= Mild & 10 = Very Bad) 
Where would you rank your discomfort 

RIGHT NOW? 
 
1     2     3     4      5     6     7     8      9     10 

Where would you rank your discomfort 
ON AVERAGE? 

 
 
1      2     3      4      5     6     7     8      9     10 

Where would you rank your discomfort 
AT IT’S WORST? 

 
 
1      2      3     4      5      6     7      8     9   10 

Please circle the one option below that best describes how often you have pain. 
 

1. All of the time     2.  Most of the time       3.  A good bit of the time      4. Some of the time     5.  A little of the time 
 

6. Hardly any of the time     7.  None of the time 
 

W h a t  B r o u g h t  Y o u  i n  T o d a y 

P a t i e n t  I n f o r m a t i o n 



   Have you ever had any previous Chiropractic Care?                      Yes                No 
 
If so, who was the Doctor?                                                  How were the results?    

If you cannot find a solution to this problem what do you think will happen with your condition? 
 
 

Are in interested in just getting some Relief care or do you want both Relief and to get your problem Fixed?  
 

What are your expectations with today’s visit and possible future care? 
 
 

 If your case is accepted and your problems could be fixed, what type of activities do you want to return to, or do more of?   
 
 

  How did you hear about us? 
 

      If you were referred to Aspen Falls, to whom should we send the 
      Thank You? 
 

Have you had any Major surgeries/ Operations? If so, please explain: Are there any major diseases that you have been diagnosed with? 

Have you had any major accidents or falls? If so, please explain: 
 

What medications are you currently taking and what are they for? 

 

Check any of the following you have had: 
AIDS/HIV  
Ear ringing  
Neck pain 
Allergies  
Epilepsy  
Osteoporosis 
Anxiety  
 

Deafness  
Irregular cycle  
Thyroid problems 
Diabetes  
Kidney problems  
TMJ 
Digestion problems  
 

Bladder problems 
Herniated disk  
Shingles 
Cancer  
High blood pressure  
Sinus infection 
Leg pain  
 

Prostate problems 
Arthritis  
Heart Disease 
Rheumatoid Arthritis 
Asthma  
Hemorrhoids  

Headaches  
Poor circulation 
Arm/shoulder pain 
Chronic fatigue 
Insomnia  
Stroke 
Sciatica 

Venereal disease 
Earache  
Low back pain  
Vertigo  
Dizziness 
Migraines 
Depression 

 

F i n a n c i a l  I n f o r m a t i o n 

Health Insurance:   Insurance Card Number: Insured Person’s Name: Insured Person’s Birth date: 

Any Secondary Insurance:  Insurance Card Number: Insured Person’s Name: Insured Person’s Birth date: 

Drivers License Number:  In addition to you, are there other parties responsible for payment:  
 
Auto Insurance: _____ Workman’s Comp: _____  Medicare:_____  Other:_____________________   

 

Y o u r  C o n s e n t 

For Woman 
 

 
 
 
 
Are you pregnant?         Yes         No     
 
If so, what month? ____________________ 
 
Are you taking birth control pills?       Yes         No   
 
 

I hereby authorize the Aspen Falls Doctor to treat my condition as deemed appropriate. It is understood and 
agreed the amount paid the Doctor, for x-rays, is for examination only and the x-ray negatives will remain the 

property of this office, being on file where they may be seen while a patient in this office. I (the patient) also 
agree that I am responsible for all bills incurred at this office  
 
____________________________________________________         __________________ 
Patient’s Signature                                                                           Date 
  
 
____________________________________________________         __________________ 
Consent to Treat a Minor                                                                  Date 
 
 
____________________________________________________         __________________ 
Guardian or Spouse’s Signature Authorizing Care                        Date                                             
  

 

B r i e f  H e a l t h  H i s t o r y 

 


