
 

 

PREFERRED CHIROPRACTIC 
FAMILY HISTORY FORM 

 
 

Please put a check in the yes or no column and then list the family member’s age: 
 
Mother  Living:        Yes ___      Age ___         No ___       Age at death    ____ 
Father  Living:        Yes ___      Age ___         No ___       Age at death    ____ 
Sisters  Living:        Yes ___      Age ___         No ___       Age at death    ____ 
Sisters  Living:        Yes ___      Age ___         No ___       Age at death    ____ 
Sisters  Living:        Yes ___      Age ___         No ___       Age at death    ____ 
Brothers Living:        Yes ___      Age ___         No ___       Age at death    ____ 
Brothers Living:        Yes ___      Age ___         No ___       Age at death    ____ 
Brothers Living:        Yes ___      Age ___         No ___       Age at death    ____ 
 
 
Please list all serious conditions (past or present) of your immediate family…living or deceased: 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
________________________________________________________________________ 
    

     
Conditions of extended family members living or deceased.  Please list relationship: 
 
Heart Disease ___________________________ Cancer __________________________ 
 
Diabetes  ________________________  Depression /Anxiety ______________________ 
 
Stroke ____________________________ Multiple Sclerosis ______________________ 
 
Parkinson’s Disease _______________________ AIDS / HIV+ ____________________ 
 
 
By signing below I hereby certify that, to the best of my knowledge, all information furnished on this form is 
complete and accurate. 
 
 
Patient’s Signature ________________________________________ Date: ________ 
 
 
Patient’s Name (Print) ___________________________________________________ 


