
* Carmel Chiropractic * New Patient Information Worksheet *

Name:_____________________________________________________________Date:___________________

Address:___________________________________________City_______________St ____ Zip____________

Mobile#________________________ Work#___________________________ Birthdate__________________

Employed By:_________________________________Email_________________________________________

Referred By: (Friend) (Relative) (Internet) (Sign) (Other:__________________________________________)

Which one of our patient’s should we thank for referring you?______________________________________

Please circle your current symptoms:

(Headaches) (Neck Pain) (Neck Stiffness) (Allergies) (Shoulder/Arm Pain) (Upper-Back Pain) (Mid-Back

Pain) (Low-Back Pain) (Hip/Pelvis Pain) (Sinus Problems) (Asthma) (Stomach Pain) (Chest Pain) (Numbness)

(Arthritis) (Sciatica) (Stress) (Leg Pain) (Other:___________________________________________________)

My symptoms are due to: (Auto Accident) (Sports Injury) (Home Accident) (Gradual Onset) (Unknown)

List all surgeries: ___________________________________________________________________________

Have you ever had spinal surgery? (No) (Yes___________________________________________________)

List any serious condition the doctor should be aware of:__________________________________________

Previous Chiropractor: ______________________________________Were you satisfied? (No) (Yes)

*Females: Are you pregnant at this time? (No) (Yes) Due Date: _________________________________

Medications:________________________________________________________________________________

Office Policies: If I am accepted as a Patient at Carmel Chiropractic I agree to pay for all services, including services not
covered by my insurance company. If I suspend (or terminate) my treatment without the doctor’s recommendation, it will be
understood that I have reached maximum healing for my condition. I then agree to be fully responsible for my condition and
future care. I understand that no medical records or x-rays will be released from this office if I owe any money on my
account. Consent To Treat: I also understand that no cures are promised (or implied) and any risks regarding care at
this office will be explained to me upon my request. I now authorize Dr. Flynn to proceed with any necessary treatment. I
have read Dr. Flynn’s office policies and consent to treat information, and I agree with them by signing below:

Signature: ___________________________________________________ Date:________________________

Parent/Guardian’s Signature____________________________________Date:________________________

OVER Page 2



Consultation/Health History Questionnaire

Name_________________________________________________________________Date_______________

Where are the TOP 3 problems or pain areas in order of desire to be fixed?

1_____________________________2___________________________3_____________________________

When did the problem begin _______________________ What caused the problem?___________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

Any prior episodes? YES NO How many _____ Dates_________________________________________________________________

What have you tried to help? (circle) OTC pain reliever Heat Ice Stretching Topical creams Medical Doctor Chiropractor P.T.

What makes it worse? (circle) Sitting Standing Exercise Sleep Bending Driving Work Other______________________________

Quality of pain? (circle) Sharp Dull Burning Numbness Deep Superficial Tingling Radiating Other _________________________

How often do you have the problem? ______Daily ______On/Off sporadic ______Constant #_______ times a week

Does the pain radiate or travel? (circle) YES NO Where does it travel? ________________________________________________

What do you think is the problem? _______________________________________________________________________________

___________________________________________________________________________________________________________

What is the problem preventing you from doing?___________________________________________________________________

Any past Car Accidents? How many total?_______ Dates?_________________________________________________________

Any past traumas? (Circle) Slips Falls Sports Injuries Work Injury Accidents Repetitious postures Other_______________

What do you hope to gain when the problem is gone? ______________________________________________________________

Treatment goals? ___________________________________________________________________________________________

___________________________________________________________________________________________________________

What are you wanting to happen today in the office? ______________________________________________________________

___________________________________________________________________________________________________________

Are you interested in: (check) _____ Quick Patch up ______ Find Cause by thorough Exam _____Spinal Maintenance for Life?

Do you know what spinal maintenance is? (circle) YES NO

Anything else you want Dr. Flynn to know about your condition:_____________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

Signature____________________________________________________________ Date______________________________
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