


□ Personal Pay                            □ Medicare Only	                     	□ Medicare and Supplement:___________________________NIELSEN CHIROPRACTIC HEALTH CENTER


Please be as detailed as possible in filling out this application so we can best serve you 	     	Chart Number: ____________________
as a patient.  If you have any questions or need any help, please ask the receptionist.		SS#: ______________________________
 PLEASE PRINT in black or blue ink.  DO NOT use white-out.			     	 Today’s Date: _____________________                 
PATIENT DATA:  Name: ____________________________________________________ Birth Date: _____________________
                                                 (Last)		       (First)		      (Middle)					(Month/Day/Year)
Address:________________________________________________________________________________________________
	                            (Physical  &  Mailing)	                                                                     	     (City,  State,  Zip)
Cell Ph #__________________________  Home  Ph #_________________________  Work Ph #__________________________ 

Email Address: ____________________________________________   □ Male  □ Female    # of Children: _____________

Marital Status:  □ Single  □ Married  □ Other ______________Preferred Language: □ English   □ Spanish  □ Other ___________           

Race:  □White (Caucasian)  □Asian   □American Indian/Alaska Native       □Hispanic/Latino                                                                                 
□African American/Black     □Native Hawaiian/Pacific Islander           □ Decline                           
                                                                                                                                                                     
Smoking Status: □  Never  □ Former Smoker  □ Occasional  □ Everyday Smoker   Smoking Start Date:_____________________ 
	                   			           
Emergency Contact:_________________________________________ Relationship:____________ Ph #___________________

How did you hear about us?     □ Internet Site: _____________   □ Clinic Location/Sign   □ Phone Book: ____________________  □ Person: _______________________  □ Radio Station: _____________  □ Employer/DOT  □ Newspaper: _________________

OCCUPATION:___________________________  EMPLOYER:_____________________________  Lbs. required to lift: ______lbs

MEDICAL HISTORY:     Please check the corresponding box if you have had any of the following problems:
□ Cancer		□ Muscular Dystrophy	     □ Rheumatic Fever		□ Diabetes		            □ Sinus Trouble
□ Polio			□ Multiple Sclerosis	     □ Scarlet Fever		□ Loss of Bowel Control	            □ Asthma
□ Tuberculosis		□ Convulsions		     □ Nervousness		□ Menstrual Cramps	            □ Anemia
□ High Blood Pressure	□ Epilepsy		     □ German measles		□ Reproductive Disorders          □ Numbness:
□ Heart Trouble		□ Concussion		     □ Digestive Disorders		□ Poor Circulation                      _____________
□ Chest Pain		□ Arthritis 		     □ Venereal Disease		□ Kidney Disorder	            □ Other:
□ Pacemaker		□ Rheumatism		     □ Hepatitis			□ Bladder Trouble	           _____________

Date of last physical exam: ___________   Have you been treated by a physician for any health condition in the last year?  N / Y
Describe condition: _______________________________________________________________________________________
Have you ever had a metal implant?  □ Yes  □ No	   Have you ever been gunshot?   □ Yes  □ No   
Surgery History: Condition: _______________________________________________________ Date: _____________________
			      _______________________________________________________ Date: _____________________
                                                 _______________________________________________________ Date: _____________________

Accident History: Job/Auto/Other: _____________________________________________________ Date: ____________________
                 Job/Auto/Other: _____________________________________________________ Date: ____________________
                 Job/Auto/Other: _____________________________________________________ Date: ____________________

Family History: (For example: CANCER / DIABETES / HEART TROUBLE / EMPHYSEMA / BACK PROBLEMS)
FATHER: ________________________________________________________________________________________________
MOTHER: _______________________________________________________________________________________________
SIBLINGS: _______________________________________________________________________________________________
