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REASON FOR SEEKING CARE  

 

 
 

PAST HISTORY 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Name ______________________________________________ Today’s Date____________  Birthdate ____________  Age________ 

Address ____________________________________________ City __________________________ State ______ Zip  ___________ 

Home Phone ____________________ Cell Phone ____________________  Work Phone ____________________Gender  ❑ M   ❑ F 

Significant Other’s Name ______________________________  Kid’s Names and Ages _____________________________________ 

Your Employer ______________________________________  Type of Work  ____________________________________________ 

e-Mail Address __________________________________________________ Have you been to a chiropractor before? □ No   □ Yes 

Emergency Contact ______________________________________________  ph #  _______________________________________      

Name of Medical Doctor(s)_______________________________       Referred by _______________________________  

• I authorize the doctor or his staff to render care as deemed appropriate for me and / or my child. 

• I authorize Limitless Chiropractic to release and / or request records to or from other providers as may be 

necessary.  

• I understand I am responsible for all bills incurred in this office.  

• I authorize assignment of my insurance benefits (if applicable) directly to the provider.    

• Person responsible for this account if other than the patient?______________________________ 

• I understand that after any initial promotional services all care is rendered at usual and customary fees. 

• For my balance my preferred payment method is:   ❑ Cash    ❑ Check    ❑ Credit Card    ❑ Car/Work Ins.     

 

________________________________________________________________________         _____________________________ 

Patient / Parent                  (This represents a long term authorization for all occasions of service)                      Date 

  

PRESENT COMPLAINTS                                                       

1. ______________________________________________________    How long has this been an issue? ______ 

  Is it:   ❑ Dull   ❑ Sharp   ❑ Ache   ❑ Numb / Tingle  ❑ Stabbing   ❑ Constant   ❑ Occasional   ❑ Staying the same   ❑ Getting worse      

  ❑ Mild   ❑ Moderate   ❑ Severe   ❑ Worse in the morning   ❑ Worse in evening   ❑ Pain radiates to__________________________ 

2. ______________________________________________________    How long has this been an issue? ______ 

  Is it:   ❑ Dull   ❑ Sharp   ❑ Ache   ❑ Numb / Tingle  ❑ Stabbing   ❑ Constant   ❑ Occasional   ❑ Staying the same   ❑ Getting worse      

  ❑ Mild   ❑ Moderate   ❑ Severe   ❑ Worse in the morning   ❑ Worse in evening   ❑ Pain radiates to__________________________ 

3. ______________________________________________________    How long has this been an issue? ______ 

  Is it:   ❑ Dull   ❑ Sharp   ❑ Ache   ❑ Numb / Tingle  ❑ Stabbing   ❑ Constant   ❑ Occasional   ❑ Staying the same   ❑ Getting worse                 

❑ Mild   ❑ Moderate   ❑ Severe   ❑ Worse in the morning   ❑ Worse in evening   ❑ Pain radiates to__________________________ 

4. ______________________________________________________    How long has this been an issue? ______ 

  Is it:   ❑ Dull   ❑ Sharp   ❑ Ache   ❑ Numb / Tingle  ❑ Stabbing   ❑ Constant   ❑ Occasional   ❑ Staying the same   ❑ Getting worse      

  ❑ Mild   ❑ Moderate   ❑ Severe   ❑ Worse in the morning   ❑ Worse in evening   ❑ Pain radiates to_____________________  

5.  Does your condition affect: ❑ Sleep   ❑ Work   ❑ Daily Routine  ❑ Sitting   ❑ Driving   

6.  What makes it better?___________________________________________________  

7.  What makes it worse? __________________________________________________  

8.  What Doctor’s have you seen for this?______________________________________    

_______________________________________________________________________ 

9.  Type of treatment:______________________________________________________  

10.  Results: ____________________________________________________________ 

NOTES:  _______________________________________________________________ 

_______________________________________________________________________ 

_________________________________________________ 

 

Please mark all areas of concern. 
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Are you pregnant? 

❑  Yes ❑  No 

Due Date: _______________ 
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PAST HISTORY 
 

 

 

 

 

 

 

 

 

 

 

FAMILY HISTORY 
 

 
Patient Name__________________________________________   Mark the conditions that apply to you. 
 
Past    Present                    Past    Present                                                   

❑ ❑    Headaches        ❑ ❑    Urinary Problems     

❑ ❑    Migraines          ❑ ❑    Easy Bruising     

❑ ❑    Shortness of Breath     ❑ ❑    Tobacco Use  

❑ ❑    Allergies / Asthma     ❑ ❑    Dental Problems    

❑ ❑    Medication Side Effects    ❑ ❑    Fibromyalgia 

❑ ❑    Diabetes      ❑ ❑    Blood Thinner use 

❑ ❑    Hands or Feet cold     ❑ ❑    HIV Positive    

❑ ❑    Muscle aches      ❑ ❑    Cancer 

❑ ❑    Trouble Walking     ❑ ❑    Depression    

❑ ❑    Leg / Foot Numbness     ❑ ❑    Alcohol Use 

❑ ❑    Fainting      ❑ ❑    ___High or ___Low Blood Pressure  

❑ ❑    Gall Bladder Trouble     ❑ ❑    Stroke History 

❑ ❑    Ringing in Ears      ❑ ❑    High Cholesterol   

❑ ❑    Ear Problems      ❑ ❑    TMJ    

❑ ❑    Sleeping Problems     ❑ ❑    Digestive Problems 

❑ ❑    Vision Problems      ❑ ❑    Pain all Over    

❑ ❑    Thyroid Problems     ❑ ❑    Tension / Irritability    

❑ ❑    Liver Disease      ❑ ❑    Chest Pains 

❑ ❑    Kidney Problems     ❑ ❑    Heart Pacemaker   

❑ ❑    Light Bothers Eyes     ❑ ❑    Heart Problems   

❑ ❑    Other _____________________________________________________________________________________________________

         

1.  List any medications you are taking:____________________________________________________________________________    

___________________________________________________________________________________________________________ 

2.  Please list all doctors you are currently seeing: ___________________________________________________________________ 

___________________________________________________________________________________________________________      

3.  Has any Doctor or other professional advised you to “Go to a Chiropractor “:  ❑ No    ❑  Yes, Name__________________________ 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

 

4.  List any past auto collisions:___________________________________________  Was any care received?___________________ 

5.  List any past work injuries: ____________________________________________  Was any care received?___________________ 

6.  List any past sport, recreational, or home injuries__________________________________________________________________ 

7.  Please describe any past conditions and treatment received:  _______________________________________________________ 

___________________________________________________________________________________________________________ 

8.  Please list any past hospitalizations and surgeries: ________________________________________________________________ 

__________________________________________________________________________________________________________

__ 

Father’s side:  □ Heart Disease   □ Cancer   □ Diabetes   □ Heavy Medication use   □ Arthritis   □ Other__________________________ 

Mother’s side: □ Heart Disease   □ Cancer   □ Diabetes   □ Heavy Medication use   □ Arthritis   □ Other__________________________ 

Is there any other family history you want us to know?________________________________________________________________ 
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Informed Consent 

 

We encourage and support a shared decision-making process between us regarding 

your health needs. As a part of that process, you have a right to be informed about the 

condition of your health and the recommended care and treatment to be provided to you 

so that you can make the decision whether or not to undergo such care with full 

knowledge of the known risks. This information is intended to make you better informed 

in order that you can knowledgably give or withhold your consent. 

 

Chiropractic is based on the science which concerns itself with the relationship between 

structures (primarily the spine) and function (primarily of the nervous system) and how 

this relationship can affect the restoration and preservation of health.  

 

Adjustments are made by chiropractors in order to correct or reduce spinal and extremity 

joint subluxations. Vertebral subluxation is a disturbance to the nervous system and is a 

condition where one or more vertebra in the spine is misaligned and/or does not move 

properly causing interference and/or irritation to the nervous system. The primary goal in 

chiropractic care is the removal and/or reduction of nerve interference caused by 

vertebral subluxation. 

 

A chiropractic examination will be performed which may include spinal and physical 

examination, orthopedic and neurological testing, palpation, specialized instrumentation, 

radiological examination (x-rays), and laboratory testing. 

 

The chiropractic adjustment is the application of a precise movement and/or force into 

the spine in order to reduce or correct vertebral subluxation(s). There are a number of 

different methods or techniques by which the chiropractic adjustment is delivered but are 

typically delivered by hand. Some may require the use of an instrument or other 

specialized equipment. In addition, physiotherapy or rehabilitative procedures may be 

included in the management protocol. Among other things, chiropractic care may reduce 

pain, increase mobility and improve quality of life. 

 

In addition to the benefits of chiropractic care and treatment, one should also be aware of 

the existence of some risks and limitations of this care. The risks are seldom high enough 

to contraindicate care and all health care procedures have some risk associated with them.  

 

Risks associated with some chiropractic treatment may include soreness, musculoskeletal 

sprain/strain, and fracture. Risks associated with physiotherapy may include the 



 

 

preceding as well as allergic reaction and muscle and/or joint pain. In addition there are 

reported cases of stroke associated with visits to medical doctors and chiropractors. 

Research and scientific evidence does not establish a cause and effect relationship 

between chiropractic treatment and the occurrence of stroke; rather, recent studies 

indicate that patients may be consulting medical doctors and chiropractors when they are 

in the early stages of a stroke. In essence, there is a stroke already in process. However, 

you are being informed of this reported association because a stroke may cause serious 

neurological impairment.  

 

I have been informed of the nature and purpose of chiropractic care, the possible 

consequences of care, and the risks of care, including the risk that the care may not 

accomplish the desired objective. Reasonable alternative treatments have been 

explained, including the risks, consequences and probable effectiveness of each. I 

have been advised of the possible consequences if no care is received. I acknowledge 

that no guarantees have been made to me concerning the results of the care and 

treatment. 

 

I HAVE READ THE ABOVE PARAGRAPH. I UNDERSTAND THE 

INFORMATION PROVIDED. ALL QUESTIONS I HAVE ABOUT THIS 

INFORMATION HAVE BEEN ANSWERED TO MY SATISFACTION. 

HAVING THIS KNOWLEDGE, I KNOWINGLY AUTHORIZE 

_______________________________________________________________________ 

TO PROCEED WITH CHIROPRACTIC CARE AND TREATMENT. 

DATED THIS ____ DAY OF _____________, 20___ 

 

______________________                                  ______________________ 
Patient Signature                                                             Doctor’s Signature 

 

 

Parental Consent for Minor Patient: 

 

Patient Name: ____________________________ 

Patient age: ___________ DOB: ____________ 

Printed name of person legally authorized to sign for 

Patient: ________________________________ 

Signature: ______________________________ 

Relationship to Patient: ____________________ 

 

In addition, by signing below, I give permission for the above-named minor patient 

to be managed by the doctor even when I am not present to observe such care. 

 

Printed name of person legally authorized to sign for 

Patient: ________________________________ 

Signature: ______________________________ 

Relationship to Patient: ____________________ 

 

Remarks: 


