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Patient Information Date:__________________
Name:______________________________________________________    DOB:____/____/________        Marital Status:__________
Gender:____________ Pronouns: ____________
Address:_______________________________________________ City:_______________________ State: ____ Zip Code:__________
Home / Cell Phone:_____________________________ Email:____________________________________________________________
Primary Physician:_________________________________________________________________________________________________
Employment Status:    ❏Full time    ❏Part Time    ❏Retired    ❏Self Employed    ❏Student    ❏No
Employment
Employer:______________________________________________________________________ Work Phone:______________________
Emergency Contact:____________________________________________________________ Phone:____________________________
How did you hear about us?:
❏I am a current patient   ❏Google   ❏Facebook   ❏Referred by
(Name):________________________________________
Consent for Care:
I hereby authorize the practitioners at Mt Hope Chiropractic and Wellness and whomever they may designate as
an assistant to administer treatment as is deemed necessary for my condition. I have the absolute right to refuse
any treatment that I do not want. The risks associated with care have been described to me.
Signature:______________________________________________________________________________ Date:_____/_____/_________

Financial Agreement and Policy:
Please initial and sign where indicated to acknowledge you have read and understood the terms of our
financial, cancellation, and no-show policy as stated below:
____ (Initial) I will make every e�ort to keep my scheduled appointment. If a situation arises where I must
cancel (sickness, inclement weather, etc.) I will call the o�ce as soon as possible to cancel the appointment
and reschedule.
____ (Initial) I agree to a Cancellation / No Call - No Show fee equal to the full cost of the appointment if I
cancel with less than 24 hours notice, or if I miss an appointment without prior notice.
I agree to pay my full financial responsibility. In addition, I have read, understood, and agreed to the terms
listed above.
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Signature:_____________________________________________________________________________ Date:____/____/________

Please use the following symbols to mark

where you are experiencing pain / discomfort:

Aching - XXXX

Sharp / Stabbing - ^^^^

Pins and Needles - oooo

Numbness - ====

Burning - ~~~~

________________________________________________

Height:__________ Weight:__________
What is the BIGGEST reason for your visit today?_________________________________________________________________________________________
Date problem began?__________________ What were you doing when it began? (If unsure, write unsure): __________________________________
___________________________________________________________________________________________________________________________________________
List procedures performed and specialists seen for this problem so far: ___________________________________________________________________
___________________________________________________________________________________________________________________________________________
This problem is getting: ❏ Better    ❏Worse ❏Staying the Same
What makes your problem LESS noticeable (if nothing, write nothing) ____________________________________________________________________
What makes your problem MORE noticeable? ____________________________________________________________________________________________
List any medications, and what you take them for:________________________________________________________________________________________
List all surgeries with dates:______________________________________________________________________________________________________________
Have you had any other changes in your health in the past year? ❏ Yes    ❏ No
If Yes, describe:___________________________________________________________________________________________________________________________
How often do you exercise?❏ Never    ❏Occasionally ❏Daily    ____ times / week
Social Habits (List approximate amounts daily / weekly):
Alcohol:______________ Ca�eine:______________ Smoking:______________ Other tobacco:______________ Illegal Drugs:_____________
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What vitamin supplements are you currently taking? _____________________________________________________________________________________
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