
R E A S O N  F O R  V I S I T

Reason for today's visit:_______________________________________________________________________________
Have you been seen by a chiropractor?       Yes  No     Clinic or Dr's name:______________________
Are you in pain:      Yes  No   Rate you pain on a scale from 1-10:________________________________
Did injury occur at:        Work         Sport/Play  Auto Accident  Routine/Household activity
When and where did injury/condition occur?_________________________________________________________
Explain what happened:_______________________________________________________________________________
Is your condition getting worse?       Yes        No        Constant           Come and goes
Is your condition interfering with your:     Work  Sleep or      Daily routine? 
If so, how:________________________________________________
Has this or something similar happened in the past?
       Yes        No Explain:__________________________________
___________________________________________________________
____________________________________________________________
Using the adjacent body charts, please circle all 
affected areas:

I N S U R A N C E I N F O R M A T I O N

Insured's Name:_____________________________ Relation:______________ Birthdate:______________ 

Company's Name:____________________________________________________________________________ 
Address:_____________________________________City:____________State:_______ Zip:_______________ 
Insured's ID#___________________________________ Group #(plan, local or policy)___________

       P A T I E N T I N F O R M A T I O N

Name:___________________________________________________ Today's Date:_____________________ 
Address:_____________________________________City:____________State:_______ Zip:______________ 
Email:____________________________________Phone#_________________Cell Provider:_____________ 
Birthdate_______________________ Age:__________ Sex:     Male     Female     Other
Status;    Minor     Single     Married      Widowed     Separated      Divorced 
Employer:___________________________________Occupation:_______________ How Long?_________ 
Employer's Address:_____________________________________City:____________State:_______ Zip:__________ 
Who may we thank for referring you?_______________________________________________________________ 
In case of emergency notify:________________________ Phone#___________________ Relation:___________






Are you taking any medications?       Yes       No    List of medication you are taking______________________
_______________________________________________________________________________________________________________
Do you have or ever had:
Y N Heart Attack/ Stroke  Y N Heart Surg/pacemaker  Y N Heart Murmur   Y N Congenital Heart Detect
Y N Mitral valve Prolapse  Y N HIV+/AIDS/ARC  Y N Hepatitis   Y N Artificial Valves
Y N Shingles  Y N  High/low blood pressure   Y N Ulcers/ Colitis  Y N  Difficulty Breathing 
Y N Alcohol/Drug Abuse  Y N Cancer  Y N Venereal Disease  Y N Psychiatric Problems
Y N Fainting/Seizures  Y N Chemotherapy  Y N Sinus Problems  Y N Lower Back Problems
Y N  Frequent Neck Pain  Y N Severe/Headaches  Y N Glaucoma  Y N Rheumatic Fever 
Y N Emphysema/Asthma  Y N Anemia/ Diabetes  Y N Kidney Problems  Y N Tuberculosis
Y N  Arthritis  Y N Artificial Bones/Joints/Implants 
Please List any other serious medical condition(s) not listed above:_________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
List any past serious accidents with dates:___________________________________________________________________________
Please list anything that you may be allergic to:______________________________________________________________________
Family health history:__________________________________________________________________________________________________
Do you take any Supplements or Vitamins?  Yes  No   Do you exercise?  Yes  No       ______Hrs per week
Do you Smoke?  Yes  No      How much?______________________ How long?___________________________________
Are you wearing:  Shoe lifts  Inner soles  Arch supports      Are you dieting?  Yes  No Since:___________
For Woman:  Are you taking birth Control            Yes        No       Are you nursing?          Yes  No

 Are you pregnant?  Yes  No      If so, how long?__________________________________________________

H E A L T H  H I S T O R Y

I certify that I, and/or my dependent(s), have insurance coverage with ______________________________ (insurance 
co.) and assign directly to Coniglio Chiropractic, LLC, all insurance benefits, if any, otherwise payable to me for 
services rendered. I understand that I am financially responsible for all charges whether or not paid by 
insurance. I authorize the use of my signature on all insurance submissions.
The above-named doctor may use my health care information and may disclose such information to the 
above-named Insurance Company(ies) and their agents for the purpose of obtaining payment for services 
and determining insurance benefits or the benefits payable for related services. This consent will end when 
my current treatment plan is completed or one year from the date signed below. 

__________________________________________________________

Signature of Patient, Parent, Guardian or Personal Representative  

__________________________________________________________ 

Please Print name of Patient, Parent, Guardian or Personal Representative

________________  ___________________________________________

Date  Relationship to Patient

Signature of Patient, Parent, Guardian or Personal Representative

____________________                                   _________________________

Date  Relationship to Patient

Patient Signature___________________________________________ Date_________________

ASSIGNMENT AND RELEASE








