DATE:____________

[bookmark: _GoBack].Cavanal Chiropractic Clinic
Shady Point, OK


PATIENT REGISTRATION FORM

PATIENT NAME:__________________________________________________________________
				FIRST			MIDDLE INITIAL			LAST

BIRTH DATE:________________  Nickname/ What do you prefer to be called?_________________

Age_______ Gender:________ Weight:________ Height:________  Left or Right Handed?  L   /    R

Phone:_______________________________ Alternate Phone:______________________________

Mailing Address:___________________________________________________________________
							STREET
_________________________________________________________________________________
			CITY				STATE				ZIP CODE
E-Mail Address:____________________________________________________________________

Occupation:___________________________________________ Hours worked per week:________

In Case of Emergency, Contact:_______________________________________________________
					NAME			RELATIONSHIP TO YOU		PHONE #

How did you hear about our office?_____________________________________________________


BRIEF MEDICAL HISTORY

Primary Care Physician____________________________________ Location:__________________
											       CITY/STATE
Have you had previous Chiropractic Care?  Y  /  N   Name of Chiropractor?_____________________

If so, approximately when was your last chiropractic appointment? ____________________________

In the last year, have you had any auto or work accidents?  Y  /  N   If so, how many?_____________

In the last year, have you had any x-rays of your spine?  Y  /   N   If so, what month?______________

List any surgeries and what year they occurred:___________________________________________
_________________________________________________________________________________
___________________________________________________________ DO YOU HAVE A PACEMAKER?  Y  /   N

List any medications* you are currently taking and/or what conditions you are being treated for:
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________

Do you have any allergies?___________________________________________________________

Please circle any in your family history:  Heart Disease    Diabetes    Cancer    Back Problems

* We would be happy to copy a printed list of surgeries/ medications to add to your chart.
