
Today's Date (MM/DD/YYYY) 

CONFIDENTIAL 
HEALTH INFORMATION 

Flow Chiropractic Texas 
2704 Mountain High Dr 
San Marcos, Texas 

Please allow our staff to photocopy your driver's license and insurance details. www.Flowchiropractictexas.com 
All information you supply is confidential. We comply with all federal privacy standards. 

Please print clearly. 

Patient Number {olf•euse onlv) 

Whom may we thank for referring you? 

Have you consulted a chiropractor before? 

ONo OYes 
When? If so, whom? 

Gender 
Age 0 Male O Female 

Birth Date (MM/DD/YYYY) 

Race 
0 American Indian O Alaskan Native O Asian O Black or African American 
0 Native Hawaiian O Other Pacilic Islander O Other O White 
0 Decline to answer 

Ethnicity 
0 Hispanic or Latino 
0 Not Hispanic or Latino 
0 Decline to specify 

;;-----;----;-;;----------------- __________ Smoking Status (age 13 and over) 
Your Last Name Your Social Security Number O Never A Smoker O Former Smoker 

Your First Name 

Address 

City 

Home Phone 

Email Address 

Emergency Contact 

Your Occupation 

Your Employer 

Address 

City 

0 Current Every Day Smoker O Current Some Day Smoker 
-Yo_u_r _M-id-dl_e_N-am-e-(o_r _ln-iti_a_l)- 0 Heavy Smoker O Light Smoker 

Marital Status O Married 
0 Single O Divorced 

~S-ta-te-/P~ro-v~in-ce- - ~ZI_P_/P_ost-al_C_od_e ___ 0 Widowed O Separated Preferred Language 

Cell Phone 

Emergency Contact's Phone 

State/Province ZIP/Postal Code 

Spouse's Name 

Child's Name and Age 

Child's Name and Age 

Child's Name and Age 

Work Phone 

May we contact you at work? 
OYes ONo 
Preferred method of contact? 
0 Home Phone O Cell Phone 

~-~-~~-~----- --------------- OWorkPhone OEmail 
Primary Care Provider's Name 

Insurance Carrier Policy Number 

lnsured's Last Name Birth Date (MM/DD/YYYY) Who carries this policy? 
0 Self O Spouse O Parent 

lnsured's First Name lnsured's Middle Name (or Initial) 

lnsured's Employer 

Address 

City Sia le/Province ZIP/Postal Code 



Please describe your Primary Complaint in the space below. Use the Secondary and Additional Complain! boxes ii they apply. 
Primary Complaint 
Tile primary symplom tl1a1 prompted me to seek care 
today is: __________ _ 

And are the result of (darken circle): 
0 Im accident or injury 

0 Work O Auto O Other_ 

0 A worsening long-term problem 
O An interest in: 0 Wellness O Other __ 

Onset (When did you first notice your current 
symptoms?) _________ _ 

Prior lnteiventions (What have you done lo relieve 
the symptoms?) 

0 l're.lCriplion medicalion O kupuncture 
O Over-the-counter drugs O Chlroprii:iic 
0 Homoopaihic remedies O Mas5a9; 
0 Physical therapy O Ice 

0 &Jl!lefY O Heat 

00ther --------

Secondary Complaint 
The secondary symptom that prompted me to seek care 
today is: __________ _ 

And are the result of (darken circle): 
0 An accident or injury 

0 Work O Auto O Other __ _ 

0Aworsening long-tenn problem 
0An interest in: 0 Wellness O Other __ 

Onset (When did you lirst notice your current 
symptoms?) _________ _ 

Prior lnteivenllons (What have you done to relieve 
the symptoms?) 

0 Presaiption medication O /ol:upuncture 
0 Over-the-counter drugs 
0 Horooopalhic remed~ 
Q Phy.,ical therapy 
O&irgery 

0Chiropooic 
0Mas5age 
Olce 
OH6lt 

00ther --------

Additional Complaint 
The additional symptom lhat prompted me to seek care 
today is: __________ _ 

And are the result ol (darken circle): 
0 An accident or injury 

0 Work O Auto O Other __ _ 

0 A worsening long-tenn problem 
0An inlerestin: 0Wellness 00lher __ 

Onset (When did you lirsf notice your current 
symptoms?) _________ _ 

Prior lnteivenllons (What have you done to relieve 
the symptoms?) 

0 Prescnptioo medication O kupurdure 
0 Over-the-counter drugs 

0 Horooopathic remedies 
QPhy.,icalll'erapy 

0 &Jrgery 

O Chiropooic 
0 Massage 
01ce 
OHai 

00ther ------ --

1. What else should Flow Chiropractic know about your current condition? _ ___________________ _ 

2. How does your current condition Interfere with your: 

Work or career: _____________________ _ ___ ___ ______ _ 

Recreational activities: _______________________________ __ _ 

Household responslbilltles: ________________________ ______ _ 

Personal relationships: __________________________________ _ 

3 Review of Systems · Pl d k th · 1 be 'd d·t· th t ' e Chiropractic care focuses on the integrity ol your nervous system, which controls and regulates your entlTe body. ease ar en e mc e s1 e any con I ion a you v 
Had or currently Have and initial to lhe right. 

a. Musculoskeletal 
Had Have 
O O Osteoporosis 
O O Knee injuries 

b. Neurological 
Had Have 
0 OAnxiety 

c. Cardiovascular 
Had Have 
0 0 High blood 

pressure 
d. Respiratory 
Had Have 
0 0Asthma 

e. Digestive 

Had Have Had Have Had Have . Had Have Had Hm . . o o Arthritis O O Scoliosis O O Neck pain O O Back problems O O Hip disorders 
o o FooVankle pain O O Shoulder problems O O Elbow/wrist pain O O TMJ issues O O Poor posture 

Had Haw Had Have Had Have 
O O Depression O O Headache O O Dizziness 

Had Have 
O OPinsand 

needles 
Had Have Had Have Had Have Had Have 
0 OLowblood 

pressure 

Had Have 
0 OApnea 

O O High cholesterol O O Poor circulation O O Angina 

Had Have Had Have 
0 OEmphy.,ema 0 OHayfever 

Had Have 
0 0 Shortness 

of breath 

Had Have 
O ONumbness 

Had HaV!I 
0 0 Excessive 

bruising 

Had Have 
0 0 Pneumonia 

Had Have Had H ... Had Have Had Have o o Food sensitivities O O Heartburn 
Had Have Had Have 
0 0 Constipation O O Diarrhea 0 0 Anorexa/bulimia O O Ulcer 

NDNEQ 

Initials _ 

NONEQ 

Initials_ 

NDNEQ 

Initials_ 

NDNEO 
Initials_ 

NDNEQ 
Initials_ 

Location 
(Where does it hurt?) 
Circle lhe area(s) on the 
illustration. 
·o· lor currentcondilion 
·x· tor conditions experienced 
in the past 

Patient name 

Patient Number 
(omceuseonly) 

Doctor's Initials 

'it~de•:: Had Have Had Have 
0 0 Blurred vision O O Ringing in ears O O Hearing loss 

Had Have 
0 0 Chronic ear 

infeclion 

Had Have Had Have 
0 0 Loss of smell O O Loss of taste 

NONE O Flow Chiropractic Pdx 
Initials_ 

g. Skin 
Had Have Had Have 
0 0 Skin cancer O O Psoriasis 

Had Have 
O OEczema 

Had Have 
0 OAcne 

Had Have 
O OHairloss 

Had Have 
0 ORash 

Initials 

NONEQ 



(Continued from previous page) 

h.Endocrine 
Had Have Had Have 
O O Thyroid ISS ues 

i. Genitourinary 
Had Have 
0 0 Kidney sto 

j. Constihrtional 
Had Have 
0 O Fainting 

nes 

0 O tmmune 
disorders 

Had Have 
0 O lntenility 

Had Have 
0 0 Low libido 

ily and Social History 

Had Have 
0 0 Hypoglycemia 

Had Have 
0 0 Bedwelting 

Had Have 
0 0 Poor appetite 

0 0 Frequent O O Swollen glands O O Low energy 
Had Have Had Have Had Have NONEO 

infection llllhJls -
Had Have Had Have Had Have NONEQ 
0 0 Prostate issues O O Erectile 0 0 PMS symptoms 

dysfunction ln1t1als -
Had Have Had Have Had Have NONEQ 0 OFatigue 0 O Sudden weight O O Weakness 

gain/loss (c1rcleone) ln1t1als -
Past Pe~onal. Fam 
Please identify your pa st health history, incl uding accidents. in juries, illnesses and treatments. Please complete each section ful ly. 

4. Illnesses 
Check the illness 
Had Have 

es you have Had in the past or Have now. 

IDS 0 0 A 
0 0 A 
0 0 A 
0 0 A 
0 0 C 
0 0 C 
0 0 D 
0 0 E 
0 0 
0 0 
0 0 
00 
0 0 
0 0 

lcohol ism 
llergies 
rteriosclerosis 
ancer 
hicken pox 
iabetes 
pi lepsy 

Glaucoma 
Goiter 
Gout 
Hean disease 
Hepatitis 
HIV Positive 
Malana 
Measles 

Had Have 

0 0 Tuberculosis 
0 0 Typhoid fever 
0 0 Ulcer 
0 0 Other: 

7. Allergtes 
Are you allergic lo any medications? 
Yes No 

0 0 ltYes~leaselisl· 

Multiple Sclerosis 
Mumps 8. Injuries 
Polio Have you ever ... 

5. Operations 6. Treatments 
Surgical Interventions, which may or Check the ones you've received in the 
may not have included hospitalization. Past or are receiving Currently. 
0 Appendix removal Paa Currenlfy 
0 Bypass surgery 0 0 Acupuncture 
0 Cancer 0 0 Antibiotics 
0 Cosmetic surgery 0 0 Birth control pi lls 
0 Elective surgery: 0 0 Blood transfusions 

0 0 Chemotherapy 
0 Eye surgery 0 0 Chiropractic care 
0 Hysterectomy 0 0 Dialysis 
0 Pacemaker 0 0 Herbs 
0 Spine 0 0 Homeopathy 

0 0 Hormone replacement 
0 0 Inhaler 

0 Tonsillectomy 0 0 Massage therapy 
0 Vasectomy 0 0 Physical therapy 
0 Olher: 0 0 Mooications 

{Pleast! lhit below aHiresi:,OOO(l, 0\6,V'e~. 
nitwalsi.U)l~.tYIZ'jfreS. ~itlnlflS.n:J 
nllnefa!s) 

0 0 
00 
00 
00 
00 
00 
0 0 
00 
0 0 

Rheumatic fever 0 Had a fractured or broken bone 0 Used a crutch or other suppon 
Scarlet fever 0 Had a spine or nerve disorder 0 Used neck or back bracing 
Sexually transmittoo disease 0 Been knocked unconscious 0 Received a tattoo 
Stroke 0 Been injured in an accident 0 Had a body piercing 

9. Family History 
Some health issues are hereditary. Tell Flow Chiropractic about the health of your immediate family members. 

I Relative 

Mother 
Father 

l::E S1ster1 
s,ster2 
Brother 1 
Brother 2 

Age (If llvfng) 

----

State of health 
Good Poor 
00 
00 
00 
00 
00 
00 
00 

10. Are there an y other hereditary health issues that you know about? 

ry 11. Social Hlsto 
Tell Flow Chiropra ctic about your health habits and stress levels. 

I Alcoholu se 
e Coffee us 

Tobacco u se 

~~~c;:::g vers 

I Solldnnk s 
Waterinta 
Hobbies 

ke 

0Daily Oweekly How much? 
0Daily 0Weekly How much? 
0Daily 0Weekly How much? 
0Daily 0Weekly How much? 
ODaily 0Weekly How much? 
ODaily 0Weekly How much? 
0Dalty 0Weekly How much? 

Illnesses Age at death Cause of death 
Natural Illness 
0 0 
0 0 
0 0 
0 0 
0 0 
0 0 
0 0 

Prayer or meditation? 0Yes 0No 
Job pressure/stress? QYes 0No 
Fi nancial peace? 0Yes 0No 
Vaccinated? 0Yes 0No 
Mercury fill ings? 0 Yes 0No 
Recreatio nal drugs? 0Yes ONo 

Patient name 

p alient Number 
olliceuseonly) I 

O Atlothersystems negat,ve 

.. 
,l!: 

"' l§ 

Doctor's Initials 

Flow Chiropractic Pdx 



12. Activities of Daily Living 
How does this cond1t1on currently interfere with your life and ability to function? 

No MIid Moderate 
Eflect EHect Effect 

Sitt ing --------O---<~-~.c;:._ _ _:; 

Rising oul of chair ---0-----0----0 
Standing ---------<:)---C>---n-
Walking --------<)--()---{)---( 

Lying down -------0----<~--<"l----< 

Bending over---0---0-0----0 

Climbing stairs --()------0----
Using a computer-------()-----( 

Getting in/out of car----Q-------0--

Driving a car ---0---0-0----0 
Looking over shoulder----0------0---

Caring lorlamity --0----0--0---0 

No MIid Modera~ Severe 
meet Efl ect Ellett EN eel 

Grocery shopping ---0-0----0----
Household chores ---0-0----0----
Lilting obiects--0---0---0----

Reaching overhead --0--0----0---0 

Showering or bathing --0----0-----0-
Dressing mysett ---0-----0----0 

Love life --------{}---{)---0---< 
Getting to sleep ---0-----0----0 
Stayingasleep---0---0--0---0 

Concentrat ing ---0---0--0---0 
Exercising -------0·--<-->---{)---{) 
Yard work --------0--0---<:,...--{J 

13. What is the major stressor in your file? __________ _ 14. How much sleep do you average per night? ___ Houn. 

15. What is the type and approximate age ot your mattress and pillow? ___ 16. What is your preferred sleeping posHion? ____ _ 

17. Describe your typical eating habits: O Skip breakfast O Two meals a day O Three meals a day O Snacking between meals 

18. What would be the most significant thing that you could do to Improve your health? _______________ _ 

19. In addition to the main reason for your visit today, what additional health goals do you have? _____________ j 

Acknowledgements To set clear expectations. improve communications and help you get the best results in the shortest amount of time, please read each statement and initial your agreement. 

1r.i11als_ 

Initials _ 

lni~als_ 

Initials _ 

Initials_ 

Initials_ 

I instruct the chiropractor to deliver the care that, in his or her protessional judgement, can best help me in the 
restoration of my health. I also understand that the chiropractic care offered in this practice is based on the best 
available evidence and designed to reduce or correct vertebral subluxation. Chiropractic is a separate and distinct 
healing art from medicine and does not proclaim to cure any named disease or entity. 
t may request a copy of the Privacy Policy and understand it describes how my personal health information is 
protected and released on my behalf for seeking reimbursement tram any involved third parties . 

t realize that an X-ray examination may be hazardous to an unborn child and I certity that to 
the best of my knowledge I am not pregnant. Date of last menstrual period {MM/DD/YYYY): _______ _ 

1 grant permission to be called to confirm or reschedule an appointment and to be sent occasional cards, letters, 
emails or health information to me as an extension of my care in this ottice. 
1 acknowledge that any insurance I may have is an agreement between the carrier and me and that I am responsible 
for the payment of any covered or non-covered services I receive . 
To the best of my ability, the information I have supplied is complete and truthful. I have not misrepresented the 
presence, severity or cause of my health concern . 

Date (MM/00/YYYY) 
Patient (or Guardian's) signature 

I 

Palient name 

Patient Number 
(otfice use only) 

Doctor's Initials 

Flow Chiropractic Pdx 
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