ALAMO HEIGHTS CHIROPRACTIC HEALTH CENTER
CONFIDENTIAL PATIENT INFORMATION   
INSPIRING & EMPOWERING YOU TO BECOME HEALTHY & FIT TO LIVE AN AWESOME LIFE! 




NAME ________________________________ BIRTHDAY _____-_____-_______ CELL (_____)______-_______ 


WHY DID YOU CHOOSE AHCHC?   FRIEND/FAMILY/DOCTOR___________________  WEB PAGE  FACEBOOK OTHER

HOW CAN WE HELP YOU?       
[image: ] WELLNESS   			 PAIN RELIEF		 CORRECTION OF UNDERLYING PROBLEMS
 RESTORE HEALTH		 FITNESS		 BALANCE		 FLEXIBILITY       	 STRENGTH       
 RESTORE VITALITY		 POSTURE      	 QUALITY OF LIFE        BETTER SLEEP        	 NUTRITION
 RESUME ACTIVITIES    	 ALLERGIES   		 HEADACHES		 DIZZINESS                  	 ENDURANCE               
[bookmark: _Hlk11919906] HEALTHY AGING PLAN	 ANXIETY		 TMJ PAIN    		 WEIGHT LOSS            	 STRESS      
 REDUCE MEDICATIONS     	 PLANTAR FASCIITIS  	 SPORTS PERFORMANCE ______________  OTHER      

WHAT IS YOUR #1 CONCERN? _________________________________________________________________

WHAT DOES THIS PREVENT YOU FROM ENJOYING?__________________________________________________ 

WHEN & HOW DID IT BEGIN?___________________________________________________________________

FREQUENCY? ______________ INTENSITY?____________ RATE CURRENT QUALITY OF YOUR LIFE  0-10 ____

WHAT HELPS? __________________________  WHAT MAKES IT WORSE?_______________________________

LIST OTHER HEALTH CONCERNS   #2____________________________  #3______________________________

#4________________________#5____________________________  #6______________________________

WHAT ARE YOUR LIFE & HEALTH GOALS? _________________________________________________________

TELL US ABOUT YOUR LIFE
FAMILY      SINGLE   MARRIED   DIVORCED   WIDOWED   IN RELATIONSHIP  CHILDREN?  AGES__________

OCCUPATION_______________________ EMPLOYER_______________________________ TRAVEL? ________

FAVORITE ACTIVITIES/HOBBIES_________________________________________________________________

WHAT LIFESTYLE HABITS HAVE CONTRIBUTED TO YOUR CONDITION? ____________________________________

HEALTH CONDITIONS YOU HAVE/HAD ____________________________________________________________ 

WHAT AGE WERE YOU THE HEALTHIEST? ______HOW MANY HOURS/DAY DO YOU SIT?_______ STAND?________ 

CURRENT WEIGHT_____LBS.     BEST WT_____LBS. YR(       )  GOAL WT_____LBS.    TALLEST HEIGHT _____’_____”

WHO HAS THE MOST TO GAIN FROM YOU BEING HEALTHY? ___________________________________________             

	PHYSICAL STRESS
	CHEMICAL STRESS
	[bookmark: _GoBack]MENTAL STRESS

	RATE YOUR ACTIVITY LEVEL     0-10 ____
ACCIDENTS/YR_______________________
__________________________________
__________________________________

	RATE YOUR NUTRITION     0-10 _____
MEDICATIONS________________________
__________________________________
__________________________________
	RATE YOUR STRESS LEVEL    0-10 _____
STRESSES__________________________
__________________________________
__________________________________


		                			                  
You will have a comprehensive health examination where we will check to see if you have nerve interference caused by misalignments in your spine.  These vertebral subluxations may prevent your body from being able to heal normally.  Chiropractors are spinal function experts and adjust the spine to restore normal nerve & body function. We will schedule your Report of Test Findings at your earliest convenience.  Patient care at AHCHC begins with a Chiropractic Health Orientation which we will schedule for you as well.  We ask that you bring someone with you for these reports.

ADDRESS ______________________________________ CITY __________________ STATE______  ZIP CODE __________  WORK PHONE   (___)__________ EMAIL ADDRESS ______________________________________SS#_________________
SPOUSE NAME _____________________EMPLOYER ______________________________ WORK PHONE   (___) __________ NEAREST RELATIVE________________________PHONE _______________ PRIMARY PHYSICIAN ______________________ 

PATIENT OR GUARDIAN SIGNATURE ________________________________________________ DATE _________________ 
Please fill in all portions of this form and be as specific as possible.  If you need help please ask.  
Payment for Your Services are Due at the Time They are Received. We Provide a Statement for You to Mail to Your Insurance Company.
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