
CARLSBAD CHIROPRACTIC CASE HISTORY 

Please complete this form in its entirety 

Name_____________________________________ Social Security#_____________________________ 

Address_______________________________  City_______________ State_____ Zip Code__________ 

Home phone #_____________________ Cell Phone #____________________Carrier _______________ 

Email Address (used for appt. reminders)____________________________________________________ 

How did you hear about us?_______________________________________________________________ 

If you found us on the internet, what did you type in the search field? ______________________________ 

Date of Birth ___________      Age________   Sex M �    F �       Height__________ Weight___________    

Marital Status:     Married �     Single �      Widowed �      Divorced � 

# of Children_______ Spouse’s Name___________________________ Spouse’s #___________________ 

Employer__________________________________ Occupation__________________________________ 

Work Address_________________________City___________ Zip:_______Work phone#_____________ 

Emergency Contact Name and Phone#_______________________________________________________ 

What is your major complaint? _____________________________________________________________ 

How long have you experienced this condition? ________________________________________________ 

Have you had a similar condition in the past? __________________________________________________ 

What aggravates your condition? ____________________________________________________________ 

Is this condition getting progressively worse? Yes �    No �    Constant �    Comes & Goes � 

How long has it been since you felt really good (no pain)? ________________________________________ 

List all surgical operations _________________________________________________________________ 

Please list all current medications ___________________________________________________________ 

Other doctors seen for this condition:  MD �     DC �     DO �      DDS � 

Doctor’s name _________________________________ Diagnosis ________________________________ 

X Rays or MRI completed? _______________ Date ___________ Results __________________________ 

Payment Information 

Are you covered by insurance, Medicare, or will you be paying out of pocket? 
______________________________________________________________________________________ 

Name of insurance company, if applicable ____________________________________________________ 

Policy# _______________________ Group# _____________________ 
I clearly understand and agree that all of the services rendered to me are charged directly to me and that I am personally responsible for payment.  I also 
understand that if I suspend or terminate care and treatment, any fees for professional services rendered to me will be immediately due and payable. 

I also agree to pay any collection fees associated with my bill incurred at this office. 

Patient’s Signature: ________________________________________  Date: _______________________ 







CARLSBAD CHIROPRACTIC 

 

Name ________________________________________ Date ______________________ 
 

In the drawing below please indicate where you are experiencing pain by drawing in the letter 
abbrevation(s) on the diagram that most accurately reflects the type of discomfort that you have 
been experiencing. 

 

Numbness = N  Tingling = T   Dull Pain = D 
Sharp Pain = P   Burning = B   Stiffness = S 

 
 

Right    Left    Left   Right 

                            














