About the Patient


         Chad Beiler, D.C. 8360 City Centre Dr, Ste 120, Woodbury, MN 55125
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Name ____________________________ Today’s Date _________ Birthday _________ Age ______ Gender □ M □ F

Address _____________________________________ City _______________________ State ______ Zip ___________

Home Phone ______________________ Cell Phone ______________________ Work Phone ______________________

□ Single
□ Married
□ Divorced
□ Widowed
Social Security Number _________________________

Your Employer _______________________________ Type of Work __________________________________________

Email Address ___________________________ Have you been to a chiropractor before? □ Y □ N

Emergency Contact ________________________________________________ ph # ____________________________

Who referred you to our office? ___________________________________ Primary Doctor: _______________________

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

· I understand that 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: __________________________________________

· Information on the privacy of your Personal Health information is available at the front desk.

· For my balance my preferred method of payment is: □ Cash    □ Check    □ Credit Card
__________________________________________________________________
_________________________

Patient/Parent Signature







Date

Reason for Seeking Care


PRESENT COMPLAINTS

1. ____________________________________________ How long has this been an issue? _______________________

   Is it  □ Dull  □ Sharp  □ Ache  □ Numb/Tingling  □ Stabbing  □ Constant  □ Occasional  □ Staying the same  □ Getting worse

2. ____________________________________________ How long has this been an issue? _______________________

   Is it  □ Dull  □ Sharp  □ Ache  □ Numb/Tingling  □ Stabbing  □ Constant  □ Occasional  □ Staying the same  □ Getting worse

3. ____________________________________________ How long has this been an issue? _______________________

   Is it  □ Dull  □ Sharp  □ Ache  □ Numb/Tingling  □ Stabbing  □ Constant  □ Occasional  □ Staying the same  □ Getting worse

4. ____________________________________________ How long has this been an issue? _______________________

   Is it  □ Dull  □ Sharp  □ Ache  □ Numb/Tingling  □ Stabbing  □ Constant  □ Occasional  □ Staying the same  □ Getting worse

5. Does your condition affect: □ Sleep  □ Work  □ Daily Routine  □ Sitting  □ Driving  □ Other ____________________

_________________________________________________________________________________________________


6. What makes you feel better? _________________________________

7. What makes you feel worse? _________________________________

8. What doctor(s) have you seen for this? ________________________ __________________________________________________________

9. Type of treatment: _________________________________________

10. Results: _________________________________________________

ADDITIONAL COMMENTS: _____________________________________ ___________________________________________________________ ___________________________________________________________ ___________________________________________________________


General Health History 
         Chad Beiler, D.C. 8360 City Centre Dr, Ste 120 Woodbury, MN 55125


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 currently taking: ____________________________________________________ ____________________________________________________________________________________________ ____________________________________________________________________________________________

2. Has any doctor or other professional advised you to “go to a chiropractor”? □ Yes  □ No  

   If so, referring doctor’s name: __________________________________________________________________

Past History


1. List any past auto collisions: _____________________________ Was any care received? __________________

2. List any past work injuries: ______________________________ Was any care received? __________________

3. List any past sport, recreational, or home injuries: __________________________________________________

4. Please describe any past conditions and treatment received: __________________________________________ _____________________________________________________________________________________________

5. Please list any past hospitalizations and surgeries: __________________________________________________ _____________________________________________________________________________________________

Family History


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? ________________________________________________

Please mark all areas of concern.








