
Date__________McNabb Chiropractic Oinic 
CONFIDENTIAL PATIENT INFORMATION Drivers License "----

Name'--------------~---- Soc. Sec. No .. _______ Home Phone,_______ 

AddrO$S•----~------------ City Zip Code.______ 

A~ 6trth Dot----------------- Marital: M S W D How many children?~-~ 

Occupation Employer'-----~------------
Address__________________________~---------- Office Phone:_________ 

Insured's tH:nne If patient is a dependen.___________________ Soc. Sec. No._______ 

Narne of Insurance Company._______________ Addre:u..-------------- 
Name of Wife or Husband._____________ Occupot\on,_________________ 
Employer__________________ Address,____________________ 

Patient's uearest relative ________ Address,______________ Phon_________ 

Referred hy 

Is condition due to injury or sickness orlslng out of patient's empoyment? 0 Yes 0 No 

Date symptoms appeared or accident happened -------------------------- 
Patient ever had SZime or similar condition? 0 Yes 0 No If yes, when and describe------------- 

Haveyoulo~anydays&om~rk?~------~~~~~~~-----------------~ 
Date of last physical examination_____________ Female ~ Are you Pregnant___________ 


What opl·rations have you hod ---------------------------------~--

Serious ill11esses -----------------------------~---------

Haue 1.1011 euer been 1mder Chiropractic Care 0 Yes D No Otxto,·s Name----------------

H11ve Vou Ever SuHered From: 

0 Allergy 
0 Dizziness 
0 Fi:ltigue 
D H<!adach'l 
0 Loss of sl~cp 
[1 Ulcers 
n Nervousness/Depression 
0 Numbness 
D Arthritis 
D Bursitis 
D Foot trouble 
D Low back pain 
U Neck pain or stiffness 

Tingling or numbness In: 
0 Shoulders 0 Hips 
n Arms 0 Legs 
0 Elbows D Knees 
0 Hands 0 Feet 

HABITS; HaaYJI Moderate 
Alcohol 
Coffee 
Tobacco 
Drugs 
Exercise 
Sleep 
App~thte 

0 Poor posture 
D Sciatica 
D Spinal curvotures 
Cl Swollen joints 
0 Colon trouble 
0 Diarrhea 
0 Difficult dlg11stlon 
0 Hemorrhoids 
0 Nausea 
0 Asthma 
0 Colds 
0 Deofness 
0 Ear noises 
CJ Enlarged Thyroid 
0 Eye pain 
0 Foiling vtslon 
0 Venereal Disease 

L'tht None 

0 Tuberculosis 
0 Bruise easily 
0 Hayfev81' 
0 Nosebleeds 
0 Sinus Infection 
0 High blood pressure 
0 Low blood pr~SSUtf! 
0 Pain over heart 
0 Poor c:lrculation 
0 Rapid heart beat 
0 Slow heart beat 
0 Anemia 
0 Stroke 
0 ChestpGin 
0 Difficult breathing 
0 Pleurisy 
0 Spitting 

0 Itching 
0 Varicose veins 
0 Bed-wetting 
0 Frequent urination 
D Kidn'3y Infection or &ton~ 
0 Prostate trouble 
0 Cramps or backache 
D Excessive menstrual flow 
0 Hot flashes 
0 Irregular cycle 
0 Lumps In breast 
0 Alcoholism 
0 Dtaberes 
OPollo 
0 Swelling of ankles 
0 Cencer 

Do you now take VltGmlns or minerals? 0 Yes D No 

Do you think you mDy need 
to take vitamins or minerals? 0 Yes 0 No 

Ar~ you wQarlng: 
D Heel lifts D Sole lifts D Inner soles 0 Arch supports 

McNabb Chiropractic Clinic • 5437 Scotts Valley Dr. • Scotts Valley. CA 95066 




________________________________________________________ __ 

PLEASE PRINT 

Purpose of this appointment (Major Complaint) ------------------------

What actlvttles aggravate your condition? -----------------------------
Is this condition getting progN~aalvely wOrM? D Ve:~~ 0 No Cl Constant CJ Comes aod goes 

Is this condition lnterfG!rlng with your: 0 Work CJ Sleep Cl Dally RouHne 0 Other------------

How long l'u1:;lt been since you really felt good?-----------------------------

What do you believe Is wrong with you?-----------------------------
Other Doctors seen for thl$ eondltlon -------------------------------
Hilve you been treated for zmy health coodtttons by a physiCian In the last year? CJ Yes 0 No 

De~ba 

WhDt medic~ttons or drugs are you taking? ------------------------------

Reml!rks and Dddltlonal Information --------------------------------

PAYMENT 15 EXPECTED AT TIME OF VISITI 

Name of person responsible for payment -----:---------------------------

Areyoulnsured? DYes DNo CompanY-------------------------------------------

1 1mderstand ond agree that health ond accident ln.<Juronc:e polit:les c:r~ c:rn arrangement between an insurance corrler and 
myself. Furthermore, I understand that thl• chiropractic of/fee will prepare ony neceuary rcpor~ and forms to assist me in 
making collections from the Insurance company and thot onv amount authomed to be pald directly to thls chiropractic o/flce 
will be credited to my account on receipt. I also glue thl• o/llc• power of attorney to endorse checks mode out to me, to be 
credited to my account. Howev~. I cleorlp understand and ogree thot alltusrulceJ l'fmd•red me are charged directly to me 
and thot I am personally respon51ble for pavment. I al•o understand that 1/ I susJ)f!nd or terminate mv care and treorment, 
any fee$ for professional serolces rendered me will be immediately due ond payable. 

Patient's Signat\.lre ----------------------------- Date________,_ 

Guardian or Spouse's Signature Authorizing Car'i! ----------~~----- Do~~~te____~---
lnformation Taken by Dote: _________ 

1.~ the condiliant ih•• vou •• _, int_.td In get1inl c:orrec:1.cl. Llln In 

onMf ot importance: 

1. -----------------------------------------

~ -----------------------------------------3. 

~ ---------------------------------------------
COMMENTS: 

http:c:orrec:1.cl

