Chiropractic & Sports Injury Center of Jackson Hole
                                                                           Patient Information                                    Date____/_____/______
Name_____________________________________SocSec#__________________Date of Birth____/____/________
Mailing Address_____________________________________City__________________State_____Zipcode________

Physical Address____________________________________City___________________State_____Zipcode_______

Home #_________________________Cell #_____________________________Work#_________________________

Email Address______________________________________________Cell Phone carrier for appt reminders______

Employer___________________________________________Occupation____________________________________

Address of Employment_____________________________________________________________________________
Primary Insurance_____________________________________________Policy #_____________________________

Subscriber on policy____________________________________________     Status:    Single   Married   Divorced
**************************************************************************************************

Spouse’s Name________________________________SocSec#________________Date of Birth____/____/_______

Mailing Address_____________________________________City__________________State_____Zipcode________

Spouses’s Email Address___________________________________________________

Home#______________________Cell#_______________________Work#___________________________________

Spouse’s Employer__________________________________________Address________________________________
**************************************************************************************************

PERSON TO CONTACT IN CASE OF EMERGENCY/ NOT LIVING IN YOUR HOME

Name________________________________________________Relationship________________________________

Address___________________________________________ City__________________State_____Zipcode________

Home#_________________________Cell#_____________________________Work#_________________________
**************************************************************************************************
Have you seen a chiropractor or medical doctor within the past 12 months (  )YES  (  ) NO  If yes, when and 

why:______________________________________________________________________________________________
HOW DID YOU HEAR ABOUT US?_________________________________________________________________

SIGNATURE__________________________________________________________DATE______________________

Present Complaint?________________________________________________________________________________
How did it start?_______________________________When did it start?___________________________________

How often do you notice it?_________________________________________________________________________

What makes the problem/pain better?________________________________________________________________

What makes it worse?______________________________________________________________________________
Label the following with:    U=unable   P=painful      D=difficult

____coughing or sneezing

____bending forward to brush teeth

____sleeping

____getting in/out of a car

____tuning over in bed


____dressing

____walking short distances

____sitting




____reaching

____standing more than an hour
____kneeling




____pushing

____laying on your back

____climbing




____pulling

____laying on your stomach

____bending forward

My problem is getting:  (   )worse   (   )better   (   )same

The pain is:  (   )sharp  (   )dull  (   )stabbing  (   )throbbing  (   )shooting  (   )aching

I have tried:  (   )heat  (   )ice  and it made it (   )better  (   )worse  (   )no change

My (   )parent  (   )child  (   )sibling……..also has a similar complaint

Along with my major complaint I also periodically have:  (   )headaches  (   )neck pain  (   )mid-back pain

(   )low back pain  (   )numbness  (   )tingling  (   )arm pain  (   )leg pain

Have you ever had:  (   )tumors  (   )bleeding disorders  (   )diabetes  (   )pacemaker  (   )metallic implants

(   )HIV/Aids  (   )ARC  (   )blood pressure problems  (   )heart problems

Please explain:_____________________________________________________________________________________

DO YOU HAVE ANY ALLERGIES TO ANY MEDICATIONS OR FOOD? (   )NO   (   )YES

If yes, please list:___________________________________________________________________________________
List all previous sugeries:___________________________________________________________________________

List all medications you take and why:________________________________________________________________

__________________________________________________________________________________________________

List all major accidents or injuries:___________________________________________________________________

__________________________________________________________________________________________________
Are you pregnant?  (   )YES  (   )NO
