Welcome to VanFossen Family Chiropractic 

LAST NAME_________________________________________FIRST NAME_______________________________MI_________ SEX     M  /  F
ADDRESS___________________________________________________________________________________________________________________

CITY______________________________________________STATE_____________ZIP_______________   BIRTHDATE______/_______/___________
PHONE_______________________________CELL PH_____________________________ EMPLOYER PHONE________________________________             

EMPLOYER______________________________________OCCUPATION_________________________________ FULL TIME   or   PART TIME 
EMPLOYER ADDRESS_________________________________________________CITY_____________________STATE___________Zip___________
NAME OF SPOUSE_______________________OCCCUPATION___________________EMPLOYER_______________________ Children____________
Does this involve  AUTO ACCIDENT  or    WORKERS COMP or an ATTORNEY   
E MAIL__________________________________________________________________________ REFERRED BY_______________________________

EMERGENCY CONTACT_________________________________________________________________________________
Previous treatments for this condition________________________________________________________________________
Have you been treated for any other health condition in the last year?     ____________________________________________
Are you Insured?  ___yes    ___no        Company_______________________________________________________________
CURRENT HEALTH CONDITION

Please list your 1st health problem  with a date of onset _____________________________________________________________________
Has this occurred before?______    Was this due to an accident/trauma?______Does this pain travel/radiate?_____ To where?_____________

Quality of pain (mark all that apply)  ___burning ___diffuse ___dull/achy ___ localized ___ sharp ___ shooting ___stabbing ___tingling
What makes the pain better?_______________________________________________________________________________________

What makes the pain worse?_______________________________________________________________________________________

On a scale of 1(the best) to 10 (the worst pain)         what is it now?_____ __  at its worst?_______  at its best?_________

Is your pain      ______occasional (0-25%)        _____ intermittent (26-50%)      _____ frequent (51-75%)       _______constant (76-100%)
When is it the worst?     _______AM          ______PM          _______during activity        ________during sleep

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself.  Furthermore, I understand that VanFossen Family Chiropractic will prepare any necessary forms to assist me in making collection from the insurance company and that any amount authorized to be paid directly to VanFossen Chiropractic will be credited to my account on receipt.  However, I clearly understand and agree that all services rendered 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 me will be immediately due and payable.

Patient’s Signature___________________________________________Date:_________________________________

Guardian’s Signature (if minor)_________________________________Date:_________________________________
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