Welcome
Name/Nombre: _____________________________________________________
Last Name/Apellido

First Name/Primer Nombre

Address/Direccion: ______________________________________________________Apt.#:______________
City/Ciudad: _______________________________State/Estado:________________Zip Code:______________
Home Phone: ___________________________________________________
Cell Phone (number and carrier):________________________________Email:___________________________
DOB/Fecha de Nacimiento:____/_____/_____ ( ) Single ( ) Married ( ) Divorce ( ) Widowed
SS#:__________________________________ ( ) Female
Whom May We Notify In Case of Emergency?
________________________________________________________

( ) Male

INJURY/LESIONES
Please describe where you are having pain/favor de indicar donde siente dolor:_________________________
__________________________________________________________________________________________________
Have you lost days of work? ( ) Yes ( ) No if so, when:_____________________________________________
List any other Doctors seen for this matter:__________________________________________________________
Please list medication(s) presently taking:___________________________________________________________
Are you pregnant? ( ) Yes ( ) No, How far along?_________________________________________________
Do you have any metal/plastic/implants/pacemaker in your body? ( ) Yes ( ) No, if so where?____________

INSURANCE: (Please provide YOUR HEALTH INSURANCE information)/SEGURO medico
Name:____________________Insured’s Name:_____________________Relationship:_______________
Policy #:______________________Claim #:______________________Phone #:______________________
HEALTH HISTORY
List Previous Surgeries, diseases with dates:________________________________________________________
Allergies to any medication: ( ) Yes ( )No_______________________________________________________
Past Illnesses? __________________________________________________________________________________
Please continue on the next page…..

Have you ever been treated by a Chiropractor before ( )Yes ( )No If yes, who?________________________
__________________________________________________________________________________________________
Have you been treated for any health condition by a physician in the last year?________________________
__________________________________________________________________________________________________

Check (X) conditions/symptoms you have or have had.

 Difficulty sleeping  Arthritis
 Diarrhea
 Asthma
 Constipation
 Herniated disc
 Poor appetite
 Pacemaker
 Excessive hunger  Persistent cough
 Difficult chewing
 Tiredness
 Difficult swallowing  Headache
 Fractures
 Bronchitis

Nausea
 Fainting

Vomiting Food  Blurred Vision
 Abdominal Pain
 Ear Pain

 Hearing loss
 Chest pain
 Pain over Heart
 Difficult breathing
 Ulcers
 Heart disease
 High blood pressure
 High cholesterol
 Lung Problems
 Osteoporosis
 Bleeding disorders

 Stroke
 Tumors
 Cancer
 Diabetes
 Aids/HIV

How did you hear about us? __________________________________________________

AGREEMENT
I certify that I have read and understand the above information to the best of may knowledge. The above
questions have been accurately answered. I understand that providing that incorrect information can be
dangerous to my health. Should it be necessary to take action to collect any amount owing under this agreement.
I will be responsible for all attorneys, collection fees, and any other costs incurred in collecting the amount owed.
X___________________________________________________________
Patient Signature (Parent/Guarding if minor)

________________________________
Date

Patient Name:______________________________________ Date:________________________
Please indicate how much pain you have:
In order to check how your treatment is progressing – your Doctor will often ask
you to rate your pain level on this diagram/scale from Zero (0) to Ten (10). A rating of Zero
(0) means you feel NO pain; five (5) means you feel a moderate amount of pain and ten
(10) means you feel the sever/worse pain imaginable. PLEASE CIRCLE THE NUMBER, YOU
FEEL THAT BEST DESCRIBE YOUR PAIN LEVEL

Por favor indicar cuanto dolor esta sintiendo:
De manera que nosotors sepamos cuanto mejoramiento usted ha tenidoen su
tratamiento – el Doctor le va a pedir que califique cuanto dolor usted esta sintiendo. En
este diagrama usted tiene que calificar su dolor en un vivel de cero (0) al diez (10). Si usted
califica zero (0) indica que no tiene dolor, cinco (5) indica que tiene dolor moderado y
diez (10) que tiene un dolor insoportable. FAVOR DE CIRCULAR EL NUMERO INDICADO.
_____________________________________________
_________________________
Patient’s Signature
Date

Acct#: _________ Name:______________________________________Date:_______________

Mark (X) on the picture where you feel pain
Marque (X) donde siente dolor

What does your pain feel like? Please check all that apply.
( ) Stiffness
(

) Burning

( ) Ache
(

)

( ) Numbness

Stabbing

(

( ) Tingling

) Pins/Needles

Patient Name:______________________________________ Date:________________________

Painfree Chiropractic & Rehab
6121 Lincolnia Road, Suite 100
Alexandria, VA 22312
703.270.9020

TERM OF ACCEPTANCE
When a patient seeks chiropractic health care and we accept a patient for such case, it is essential for both to be
working towards the same objective.
Chiropractic has only one goal. It is important that each patient understand both the objective and the method that
will be used to attain it. This will prevent any confusion or disappointment.
Adjustment: An adjustment is the specific application of forces to facilitate the body’s correction of vertebral
subluxation. Our chiropractic method of correction is by specific adjustments of the spine.
Health: A state of optimal physical, mental and social wellbeing, not merely the absence of disease or infirmity.
Vertebral Subluxation: A misalignment of one or more of the 24 vertebra in the spinal column which causes alteration
of nerve function and interference to the transmission of mental impulses, resulting in a lessening of the body’s innate
ability to express its maximum health potential. We do not offer to diagnose or treat any disease. We diagnose
vertebral subluxation and/or neuro-musculoskeletal conditions. However, if during the course of a chiropractic
examination, if there are unusual findings, we will advise you. If you desire advice, diagnosis or treatment of those
findings, we will recommend that you seek the services of another health care provider. Regardless of what the disease
is called, we do not offer to treat it. Nor do we offer advise regarding treatment prescribed by others. OUR ONLY
PRACTIC OBJECTIVE is to eliminate a major interference to the expression of the body’s innate wisdom. Our only method
is specific adjusting to correct vertebral subluxations. However, we may use other procedures to help your body hold
the adjustment.
I, _________________________________ have read and fully understand the above statements.
All questions regarding the doctor’s objectives pertaining to my care in this office gave been answered to my complete
satisfaction.
I therefore accept Chiropractic care on this basis.
Signature: _______________________________________________
Date:__________________________

Consent to evaluate and adjust a minor child
I, ____________________________________ being the parent or legal guardian of ___________________________
Have read and fully understand the above terms of acceptance and hereby grant permission for my child to receive
chiropractic care.
Signature: _______________________________________________________
Date: ________________________________

Pregnancy Release

This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his/her associates
have my permission to perform and x-ray evaluation. I have been advised that x-ray can be hazardous to an
unborn child. Date of last menstrual period: _____________________________________________
Signature: ______________________________________________________________

Date: ____________________________

