Circle Chiropractic Center
9526-B Lee Hwy  /  Fairfax, VA 22031

www.CircleChiropracticCenter.com

PHONE  (703) 385 - 2990        FAX  (703) 385 - 1657
	NAME
	
	DATE OF BIRTH
	
	AGE
	

	
	
	
	
	
	
	
	
	
	

	HOME ADDRESS
	

	
	
	Street
	
	
	City
	
	State
	
	Zipcode

	
	
	
	
	
	
	
	
	
	

	HOME PHONE
	
	WORK PHONE
	
	CELL PHONE
	

	
	
	
	
	
	
	
	
	
	

	EMAIL ADDRESS
	
	JOB TITLE
	

	
	
	
	
	
	
	
	
	
	

	EMPLOYER
	
	EMPLOYER CITY
	

	
	
	
	
	
	
	
	
	
	

	SEX
	M     F
	
	SSN
	
	
	SPECIAL NEEDS
	

	
	
	
	
	
	
	
	
	
	

	MARITAL STATUS
	SINGLE             MARRIED             PARTNERED             DIVORCED             WIDOW(ER)

	
	
	
	
	
	
	
	
	
	

	ETHNICITY
	CAUCASION           AFRICAN AMERICAN           AMERICAN INDIAN/ALASKA NATIVE           ASIAN           NATIVE HAWAIIAN/PACIFIC ISLANDER           OTHER           PREFER NOT TO SAY

	
	
	
	
	
	
	
	
	
	

	LANGUAGES SPOKEN
	

	
	
	
	
	
	
	
	
	
	

	NAME OF SPOUSE OR PARENT
	
	CONTACT NUMBER
	

	
	
	
	
	
	
	
	
	
	

	NAMES AND AGES OF CHILDREN
	

	
	
	
	
	
	
	
	
	
	

	EMERGENCY CONTACT
	

	
	
	Name
	
	
	Relationship
	
	Phone Number

	

	

	DID A DOCTOR REFER YOU TO OUR OFFICE?
	

	
	
	
	
	Name
	
	
	City/Phone
	

	DID A FRIEND REFER YOU TO OUR OFFICE?
	

	
	
	
	
	Name
	
	
	City/Phone
	

	DID YOU FIND US ONLINE?
	GOOGLE          INSURANCE WEBSITE          OTHER:

	

	

	

	OTHER INFORMATION YOU'D LIKE TO SHARE WITH US:
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	

	

	I UNDERSTAND THAT I MAY REQUEST A COPY OF MY ELECTRONIC HEALTH RECORDS AT ANY TIME.

	

	I HAVE READ AND UNDERSTAND THE HIPPA REGULATIONS AND UNDERSTAND THAT I MAY REQUEST A COPY.

	

	ALL OF THE ABOVE INFORMATION IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE.

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	PATIENT/PARENT/GUARDIAN SIGNATURE
	
	
	
	DATE
	
	

	Circle Chiropractic Center



	□ I do not have any pain, symptoms or complaints and am here for wellness services.

□ I am experiencing pain, stiffness, headaches, allergies, symptoms or complaints as follows:

	
	
	
	
	
	
	
	
	
	

	PLEASE BRIEFLY DESCRIBE THE CHIEF AREA OF COMPLAINT, INCLUDING THE EFFECT IT HAS HAD ON YOUR LIFE:

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	THIS ISSUE ORIGINIALLY BEGAN:
	

	
	
	
	
	
	
	
	
	
	

	THIS ISSUE RECENTLY GOT WORSE, OR CREATED A NEED FOR ME TO SEEK TREATMENT ON OR AROUND:
	

	
	

	

	For the questions below, please circle all that apply.


	MY PAIN IS:
	
	
	
	
	
	SINCE IT BEGAN, IT IS:
	

	SHARP      DULL      COMES & GOES     TRAVELS      CONSTANT
	GETTING BETTER     GETTING WORSE     ABOUT THE SAME

	
	
	
	
	
	
	
	
	
	

	IT INTERFERES WITH:
	WORK     SLEEP     WALKING     SITTING     STANDING     TRAVEL     HOBBIES     OTHER: ________________

	
	
	
	
	
	
	
	
	
	

	WHAT MAKES THE PROBLEM BETTER?
	

	
	
	
	
	
	
	
	
	
	

	WHAT MAKES THE PROBLEM WORSE?
	

	
	
	
	
	
	
	
	
	
	

	OTHER DOCTORS I'VE SEEN FOR THIS PROBLEM:
	
	
	
	
	

	
	Chiropractors
	
	
	
	
	Phone
	
	

	
	Medical Doctors
	
	
	
	
	Phone
	
	

	
	Other
	
	
	
	
	Phone
	
	

	

	

	

	BIRTH TO AGE 17
	
	ADULT YEARS

	Childhood illnesses?
	□ Y     □ N
	
	
	Drink alcohol?
	□ Y     □ N
	

	Serious falls?
	□ Y     □ N
	
	
	Use drugs?
	□ Y     □ N
	

	Played youth sports?
	□ Y     □ N
	
	
	Car accidents?
	□ Y     □ N
	

	Took/used drugs?
	□ Y     □ N
	
	
	Other accidents or injuries?
	□ Y     □ N
	

	Surgeries?
	□ Y     □ N
	
	
	Serious falls?
	□ Y     □ N
	

	Car accidents?
	□ Y     □ N
	
	
	Surgeries?
	□ Y     □ N
	

	Other traumas?
	□ Y     □ N
	
	
	Play adult sports?
	□ Y     □ N
	

	Were you vaccinated?
	□ Y     □ N
	
	
	Participate in extreme sports?
	□ Y     □ N
	

	Prolonged use of medicine such as an inhaler?
	□ Y   □ N
	Currently getting physical therapy?
	□ Y     □ N

	Under regular Chiropractic care?
	□ Y     □ N
	
	                     □ Related condition      □ Unrelated condition

	

	

	Family History              Birth Year                    Health History               Deceased/Death Year        Cause of Death          .

	Father

Mother

Brother(s)

Sister(s)




