
Total Health Chiropractic, Intake Form  

 
 

Patient Information 
 

Name __________________________________________________________________ 

Home Phone _____________________________________________________________ 

Cell Phone ______________________________________________________________ 

Work Phone _____________________________________________________________ 

Address _________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

E-Mail__________________________________________________________________ 

Date of Birth_____________________________________________________________ 

Place of Birth ____________________________________________________________ 

Social Security # _________________________________________________________ 

Emergency Contact Person Name ___________________________________________ 

Emergency Contact Person # _______________________________________________ 

Employer _______________________________________________________________ 

 

Previous Chiropractor (if any) _______________________________________________ 

Chiropractor’s Office Phone ________________________________________________ 

Current Dentist __________________________________________________________ 

Dentist’s Office Phone _____________________________________________________ 

Other Current Doctor _____________________________________________________ 

Specify what type of Dr ____________________________________________________ 

Specialist’s Office Phone____________________________________________________ 

Current Medications (if any) ________________________________________________ 

________________________________________________________________________ 

 

 I give permission to leave appointment and general office message (s) on my 
answering machine or voice mail __________________________________________ 


