HEALING TOUCH CHIROPRACTIC OF BOULDER, PLLC
Dr. Joanie De Bever
3005 47 St,, Suite F-2, Boulder, CO. 80301 (303) 447-0034

“If you don't take care of yourself today, someone else may have to take care of you tomorrow!"”

WELCOME, and thank you for choosing Healing Touch Chirepractic. In order to provide you with the best chiropractic
care possible, please complete ALL FIELDS of this form. All information provided is CONFIDENTIAL.

NAME: DATE:

ADDRESS: EMAIL: ==
CIFY: STATE: ZIP: BIRTHDAY:

TELEPHOME (HOME): (WORK):

SOCIAL SECURITY #: OCCUPATION:

EMPLOYER: ADDRESS:;

MARITAL STATUS: SPOUSE/PARTNER'S NAME:

THEIR OCCUPATION: EMPLOYER:

EMERGENCY CONTACT: TELEPHOMNE:

WHO MAY WE THANK FOR REFERRING YOU?

PRESENT COMPLAINTS
IS YOUR VISIT DUETO AN ACCIDENT? _____ NO [SKIP TO #1) _ IFYES: DATE OF INJURY:
TYPE OF ACCIDENT; == AUTOMORBILE WORK-RELATED OTHER
[Describe)
***|F THIS IS AN AUTO ACCIDENT, INSURANCE COMPANY: Phoned#;
Claim#: Billing Address:;
Hame of the Insurad: Contact/Claim Agent:
1) HAVE YOU EVER HAD CHIROPRACTIC CARE NC YES: FOR? S

2) DESCRIBE TODAY'S SYMPTOMS, LOCATION AND TYPE

3) LIST OTHER PROFESSIONALS SEEN FOR THIS CONDITION

4) HAVE YOU HAD TREATMENT FOR ANY HEALTH CONDITION IN THE LAST YEAR? NO YES
*** DESCRIBE CONDITION(S)
5) DATE OF LAST PHYSICAL EXAM MEDICATIONS CURRENTLY TAKING?

4} FOR WHAT CONDITION(S)¢
7] ANY PREVIOUS SIGNIFICANT TRAUMAS/ ACCIDENTS2

8) DESCRIBE GOALS YOU HAVE FOR OBTAINING CARE:




only proceed with chiropractic freatments if we sincerely believe you will obtain MAXIMUM BENEFIT FROM OUR CARE.

MNAME: AGE: BIRTHDATE: TODAY'S DATE:

PLEASE CHECK () ANY OF THE FOLLOWING SYMPTOMS/CONDITIONS THAT YOU'VE HAD IN THE PAST/PRESENTLY.

O aps O cCancer O Hepatitis O Stroke

O Alcoholism O cCold sores K Herpes O Tumors

O Anemia O concussion 3 High cholesterol O uvicers

O  Ancrexia O Diabetes O High blood pressure O Venereal disease
O Appendicitis 0 Eczema O  Liver disease O whooping cough
O  Arthritis O Emphysema O Miscarioge O Other

O Areriosclerosls 0 Epllepsy O  Muliple sclerosis o

O Asthma J Fractures J  Osteoporosls

O pleeding disorders O Glaucoma O Pacemaker -

O Breastlump O Gout O Pneumenia

O Bronchitis O Headaches 2 Palie

O Bulimia U Heaor disease O FProstale enlargement

Have you ever had x-raystaken? NO[J  YES (] What area?

What MEDICATIONS are you cumrently taking? For what condition{s)? (PLEASE LIST DOSAGAGES, AMOUNTS, efc.)

What VITAMIN, MINERAL OR HERBAL SUPPLIMENTS do you currently take? (List for CONDITION, DOSAGE, AMOUNTS) efc.)

HABITS: (these practices influence your body's ability to heal and respond favorably to care) none  some  moderate

Clalcohol  Drinks/week Exercite [1Dcity [weekly [other saltyfoods [ | a

Clcoftee  Cups/day Sieep [J<dhrs [J57res. [ =Bhms. Water O ] Ll

Crobacco Pack/day Meals [ <3/day [J3rday [=3/day Sugarfoods [ | O

[CIorugs/Recreationat [yes [INo sodas [Inone [J1-2/day [J>3/day  Adificial-- O £ O
sweeteners

HAVE YOU EVER:

=
o
=
o

BRIEFLY EXPLAIN ANY “YES" ANSWERS...

Broken bones? O O 0
Been hospitalized? O Ll = Lt

Had sprains/strains? = %

Been struck unconscious? & S i

Had surgeries? For what? [ |

self adjust your joints? O d

FAMILY HISTORY: Some health condifions are influenced by family GENETICS. Please list family members and health conditions below:

“OPTIMIZING LIFE EXPRESSION ONE SPINE AT A TIME!"






