


Name: _______________________________ Preferred name: _____________________ Date: _______________ 



SS#: ______________________ DOB: ______________ Age: _________            Male        Female 	   Decline 


Race: ______________________________ Ethnicity:       Hispanic/Latino       Not Hispanic/Latino       Decline  

Address: _______________________________________________ City, State, Zip: _________________________


Cell Phone: __________________ Work Phone:  ___________ Pref. Communication:        Email       Text     Phone

Email Address: _________________________________________ Preferred Language: _____________________
How did you find out about Dr. Bennett? _____________________________ Referred by: ___________________
Status:        Minor       Single       Married Other:__________  Spouse’s Name: ______________________________


   

Have you seen a chiropractor before?        Yes         No     Clinic/Doctor’s Name: ____________________________   


Reason for care:________________________  How long? ____________ Date of last visit: _____________ 
Who is your Primary Medical Doctor? _______________________________ Phone: ________________________
Emergency Contact
Name: __________________________________ Relation: ____________________ Phone: ___________________
Employment Information
Employer Name: ______________________ Occupation: ______________________ How long? _______________
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If you are not the policy holder, please complete policy holder information below: 
Name: __________________________ SS#: _________________ DOB: __________________ Relation: _______
How did you find out about Dr. Guin Bennett?  _______________________________________________________ 
Were you referred? __________ If so, who referred you? _________________________________________

Enter your most recent data: Height: ________  Weight: ____________ Blood Pressure: ________/________








Reason for today’s visit:         New Injury         Old Injury         Chronic Pain        Wellness        Allergy    
Are you in pain? ________ Rate your symptoms/pain:  mild discomfort 1   2   3   4   5   6   7   8   9   10  intense pain

Where did your injury occur?          Sports/Leisure        Auto Accident        Work      Routine/Household Activity







When did your condition/accident occur? ________ How does it feel?       Ache      Burn      Numbness      Stabbing   

     Pins/needles      Other: __________________ Has this or something similar happened before? _____________

Explain what happened: _________________________________________________________________________

Is condition interfering with:          Work      Sleep       Daily Routine?  If so, how? ___________________________List any prescription or OTC medications you are taking. __________________________________________________________
List any medication or other allergies you have. ______________________________________________________________
List past injuries with dates: ______________________________________________________________
List past surgeries/conditions with dates: ______________________________________________________________
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Please mark if you have/have had any of the following:
PATIENT INFORMATION     [image: A logo for a chiropractic care company]

MEDICAL HISTORY
· 
· Difficulty breathing/COPD/Asthma
· Chemotherapy
· Heart Murmur
· Shingles
· Alcohol/Drug abuse
· Frequent Neck pain
· Anemia/Diabetes
· Cancer
· Lower Back Pain
· Kidney problems
· High/Low blood pressure
· Artificial Bones/Joints
· Arthritis
· Ulcers/Colitis
· Sinus Problems
· Hepatitis
· Severe/Frequent Headaches
· Heart Attack/Stroke
· Heart Surgery/Pacemaker
· Fainting/Seizures
· Psychiatric Problems

Family Medical History: _________________________________________________________________________
List supplements/vitamins you take: ________________________________________________________________
Do you exercise?                  Yes      No If yes, types and frequency: _______________________________________ 


Do you smoke/vape:            Yes      No   If yes, how much and how often? __________________________________ 


Do you drink alcohol?         Yes      No   If yes, how many drinks a week? __________________________________



Women: Are you on birth control?       Yes       No   Are you nursing?      Yes        No



Are you pregnant?        Yes       No   If so, how many weeks? ______________
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