SMYRNA CHIROPRACTIC
Confidential Patient Questionnaire
									Today’s Date: ____/____/_____

Name:	_____________________________________________		Male ____	Female ____
What You Prefer To Be Called: __________________________
Date of Birth: ____/____/_____		Social Security Number: ______________________________
Marital Status:	Single ____	Married ____	Divorced ____	Widow ____
Home Address: ______________________________________________		Apt. #: _______
City __________________________________	State _______________		Zip Code __________
Phone Number: _______________________________	Cell	Home
Email Address: _______________________________________________________________________

Employer: ___________________________________	Occupation: ___________________________
Employer Address: ____________________________________________________________________
Employer Phone Number: ___________________________________

Primary Health Care Physician: _____________________________ Phone Number: ________________

How did you hear about Smyrna Chiropractic? _______________________________________________


REASON FOR VISIT

Reason for today’s visit: _________________________________________________________________
Is this condition related to:	Auto Accident ____	Slip/Fall Accident ____	Workers Comp. ____
If so, please explain: ____________________________________________________________________
Date this condition began: ____/____/_____ 	Is this condition worse? Yes ____  No ____
[bookmark: _GoBack]Is this condition:	Constant ____		Comes and Goes ____
Is this condition interfering with:	Work ____	Sleep ____	Daily Routine ____
If so, please explain: ____________________________________________________________________
Have you had this or similar conditions in the past?	Yes ____		No ____
What makes your condition worse? ________________________________________________________
What makes your condition better? _______________________________________________________
How would you rate your pain today on a scale of 1 to 10? _____________________________________
How would you rate your average pain this past week on a scale of 1 to 10? _______________________
Have you ever received chiropractic care in the past?	Yes ____	No ____
Was the treatment effective?	Yes ____	No____
Who treated you? ________________________________________________ When? ____/____/_____
Have you seen a medical physician for this condition?	Yes____	No ____
Who treated you? ________________________________________________ When? ____/____/_____
