
Kentuckiana Chiropractic Wellness Centers 


CONFIDENTIAL PATIENT INFORMATION 


Date ________________________
Home Phone # ____________________________

Patient Name _______________________________________  SS#__________________________

Responsible Party Name _______________________________SS#__________________________
Street _______________________________ City/State _________________Zip Code __________

Age _____ Birth Date ____________ Marital Status: S  M  W  D  How many children __________

Occupation ______________________________ Employer ________________________________

Address _________________________________ Office Phone _____________________________

Name of Spouse ___________________________ Occupation ______________________________

Employer ________________________________ Office Phone _____________________________

Emergency Contact_______________________ Phone #_________________________________

Heard about our office through _______________________________________________________

List present complaints, injuries and duration:
             




Please mark areas of pain below 
       
1. ___________________________________

_____________________________________

2. ___________________________________

_____________________________________

3. ___________________________________

_____________________________________

Details of any accident or injury:________


_____________________________________


List other doctors consulted for present complaints and injuries:

Name______________________________________  When consulted  _______________________

Diagnosis __________________________________  Treatment ____________________________

How long did you see the Doctor? ________________ How frequently? _______________________

Results __________________________________________________________________________


Present family doctor _____________________ Date of last physical examination ______________

“Put Your Health In Our Hands”


