

NEW PATIENT HISTORY
[bookmark: _GoBack]Patient Name___________________________  Date_____________  Date of Birth________________
Dear Patient, please take the time to fill in the following information as carefully as possible.  This will help the doctor understand how your past may be affecting your skeletal structure today.  Thank you!
A.	LIST ALL AUTO ACCIDENTS YOU WERE IN – EVEN IF YOU FEEL YOU WERE NOT INJURED
Date (approximate)	Were you driving?	Were you hit front/rear/side?	Did you feel injured? If so, where?
1.____________________________________________________________________________________________
2.____________________________________________________________________________________________
3.____________________________________________________________________________________________
4.____________________________________________________________________________________________
5.____________________________________________________________________________________________
6.____________________________________________________________________________________________

B.	LIST ALL MAJOR SURGERIES AND PERSONAL INJURIES (including fractures, sprains or strains, tendonitis, misalignments or other traumatic occurrences you have had since birth.
Date (approximate)		Type of injury & treatment received		Still experiencing pain?
1.____________________________________________________________________________________________
2.____________________________________________________________________________________________
3.____________________________________________________________________________________________
4.____________________________________________________________________________________________
5.____________________________________________________________________________________________
6.____________________________________________________________________________________________

C. Have you ever served in the military? _______ Were you delivered Cesarean Section?____________
      What are your favorite hobbies?______________________________________________________
_________________________________________________________________________
D. Family History:  Please list all the known health problems of your following relatives:
Parents:______________________________________________________________________________
Grandparents:_________________________________________________________________________
Siblings:_____________________________________________________________________________
Children:_____________________________________________________________________________
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