
Is patient covered by additional insurance? □ Yes □ No

 □ Married     □ Widowed     □ Single        □ Minor
 □ Separated  □ Divorced      □ Partnered for ____ years

Type of pain:

Spouse's Employer

Work Phone

ACCIDENT INFORMATION

Cell Phone                   

Name of Employer/School

Occupation 

Spouse's Name (Last, First)

City Zip
Work No. 

Middle

Sex - [  ]Male [  ]FemalePt. SSN

Claim/Group #

Relationship to Patient

Today's Date
(Office Use Only ) Pt ID#

Who is responsible for this account/bill?
Relationship to Patient
Insurance Company

Subscriber/Insured's Name

Insurance Company

HEALTH / AUTO INSURANCE

Doctor's Comments:

Additional Comments:

Patient Last Name
First Name

Claim/Group #

E-mail Address
 [  ] Auto Insurance   [  ] Employer      [  ] Worker Comp.         [  ] Other
 Attorney Name (if applicable) 

Chiropractic Registration and History

 -OVER PLEASE-

Birth date SSN

Relationship
 Type of accident        [  ] Auto     [  ] Work        [  ] Home      [  ] Other
 To whom have you made a report of your accident?

 Is condition due to an accident?  [  ] Yes  [  ] No  [  ] Other

Whom may we thank for referring you?

Name                                         
IN CASE OF EMERGENCY, CONTACT:

Address

EMERGENCY PHONE NUMBERS

Extension

PATIENT INFORMATION

Birth date Age

Home Phone Cell No.
E-Mail

Work No. Extension
Occupation 

Policy #

Birth date

Policy #

Address

City Zip

Is this condition getting progressively worse?
Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain) 

[  ] Sharp        [  ] Dull           [  ] Throbbing     [  ] Numbness   

If you are in pain, please mark the exact location of your pain on the 
diagram below. Also describe the type and frequency of your pain, as 
well as any activity which brings on or aggravates the pain. For 
example, dull, sharp, constant, off & on, when standing, when sitting, 
etc., etc.

PATIENT CONDITION
Reason for Visit - When & how did this condition start? (auto/work accid

[  ]Shooting    [  ] Burning      [  ] Tingling        [  ] Cramps       
[  ] Aching      [  ] Swelling     [  ] Other

How often do you have this pain?
Is it constant or does it come and go?
Does it interfere with your   [  ] Work   [  ] Sleep    [  ] Daily Routine  [  ] Recreation
Activities or movements that are painful to perform                                                    
[  ]Sitting  [  ]Standing  [  ]Walking  [  ]Bending  [  ]Laying Down  [  ] Twisting
Is there anything that makes it feel better? What?
Does the pain radiate down your arms or legs?
Have you lost days from work? If yes, what days?



Head Injuries
Broken Bones

            Date 

[   ] Other 

[   ] Ulcers
[   ] Typhoid Fever

[   ] Vaginal Infections

[   ] Tonsilitis

[   ] Pacemaker

[   ] Scarlet Fever
[   ] Rheumatoid Fever

[   ] Thyroid Problems
[   ] Suicide Attempt
[   ] Stroke

[   ] Tumors, Growths

[   ] Miscarriage

[   ] Osteoporosis

[   ] Prosthesis

[   ] Pneumonia

[   ] Prostate Problem
[   ] Venereal Disease
[   ] Whooping Cough

[   ] Diabetes             

[   ] Hernia
[   ] Hepatitis          
[   ] Heart Disease  
[   ] Gout                 

[   ] Migraine Headaches

[   ] Tuberculosis

[   ] Allergy Shots  

[   ] Glaucoma           

Please print name of Patient / Legal Representative Signature of Patient / Legal Representative

Patient's SSN

Pharmacy Phone (       )  ________- ___________

Fees are payable at the time X rays, examinations, & treatments are received, unless other arrangements are made in advance. As 
of January 1, 2005, our office we will no longer be able to release X-rays or MRI’s.  The films must remain at our location as part of 
your permanent medical record.  We will be happy to provide you with a copy of the printed report.  If the films are required by 
another physician or other source, we are able to have copies made at a cost of $10 for each X-ray film and $15 for each MRI film.  
This will need to be paid in advance and we will need two weeks notice. Please sign below acknowledging that you have read and 
understood the information contained herein and that it has been explained to you. We are here to serve YOU, ask any questions 
you may have and our staff will assist you.

Relationship to Patient

Pharmacy Name ___________________________

Dislocations

             MEDICATIONS ALLERGIES VITAMINS / HERBS / MINERALS

[   ] Moderate
[   ] Light Labor

[   ] Heavy
Cups / Day ____________
Drinks / Week _________
Packs / Day ___________

[   ] Coffee / Caffeine Drinks
[   ] Alcohol
[   ] Smoking 

HABITS

[   ] Standing
[   ] Sitting

WORK ACTIVITY

[   ] Daily

[   ] None

[   ] Emphysema        

[   ] Chicken Pox       
[   ] Kidney Disease
[   ] Liver Disease

[   ] High Cholesterol

EXERCISE

[   ] Herpes

[   ] Alcoholism 

Name and address of other doctor(s) who have treated you for your condition

Date of Last:
Dental X-Ray 

HEALTH HISTORY

Physical Exam 
Spinal Exam 

What treatment have you already received for this condition?

Urine Test

[  ] Medications         [  ] Surgery          [  ] Physical Therapy         [  ] Chiropractic Services        [  ] None           [  ]Other

Blood Test

Place a mark on [  ] to indicate if you have had any of the following:

[   ] Bleeding Disorders
[   ] Asthma         

[   ] AIDS/HIV                     

[   ] Arthritis        
[   ] Appendicitis    
[   ] Anorexia   

[   ] Gonorrhea        
[   ] Goiter                 

[   ] Anemia       [   ] Fractures            
[   ] Epilepsy            

[   ] Herniated disc

[   ] Mononucleosis

[   ] Mumps

[   ] Pinched Nerve
[   ] Parkinson's Disease

[   ] Multiple Sclerosis

[   ] Polio

Are you pregnant?                  □ Yes               □ No                □ Due Date __________________________________

Reason ______________[   ] High Stress Level[   ] Heavy Labor

Injuries / Surgeries you have had

Surgeries

Date

Falls

Description

[   ] Chemical Dependency

[   ] Bronchitis     
[   ] Breast Lump  

[   ] Cataracts     
[   ] Cancer           
[   ] Bulimia         

[   ] Psychiatric Care
[   ] Rheumatoid Arthritis

[   ] Measles



7156 W. Colonial Drive, Orlando, FL 32818 
Phone (407) 295-6552   Fax (407) 295-6515

www.FirstHealthChiropractic.com

ARE HERE TO HELP YOU.

APPLICATION FOR TREATMENT

WELCOME
To Our Office

OUR FRIENDLY & COURTEOUS STAFF
OF HEALTH CARE PROFESSIONALS

Dr. Robert S. Weatherwax


