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        Northern Lights Chiropractic 

                                 Practice Member Information
(406) 755-1955
Name:





              

Date:                                       

Mailing Address:


                                         email:  

City                                                                          Zip:

Birth Date:


       Age:

Social Security #:
                                   

Marital Status:   M   S   D   W          Spouse’s Name:

Your Employer: 



Occupation:

Children’s names and ages:

Home phone:



Work phone:                                            

(Whom may we thank for referring you? _______________________________________________ 

(Favorite Hobbies or Interests:_______________________________________________________

(Reason for consulting this office:_____________________________________________________

(Please check the choice that most closely describes your current goals for health/well being.

____ No immediate concern, I understand the role that chiropractic plays in my general well being.

____ Experiencing a problem and wish to learn how chiropractic can improve my overall well-being.

____ Experiencing a problem and wish only to have my symptoms alleviated.

(Have you ever been to a chiropractor before?     Yes       No           If so, where and with whom? _________________________________________________________________________________

I authorize my insurance company to pay to this office all insurance benefits otherwise payable to me for services rendered. I authorize the use of this signature on all insurance submissions.

I authorize the release of all information necessary to secure the payment of benefits, as outlined in this office’s privacy policies.

I understand that I am financially responsible for all charges whether or not paid by insurance.

Practice Member or Guardian Signature:______________________________Date:______________

Payment is due in full at time of service unless prior arrangements have been made.

Personal History

          The human body is designed to express health and function normally. Events in life can lead to interfere with this natural ability, and this interference may be a result of vertebral subluxations. A subluxation is when a bone in your spine is not moving properly, which irritates, stretches or puts pressure on the spinal cord and nerves. As a result, the brain is unable to properly communicate with the body. Any stress to which your body cannot adapt may cause these subluxations. These stresses may be physical, chemical or emotional in nature. The purpose of Chiropractic is to locate and correct nerve interference caused by vertebral subluxations.

Please answer the following questions to help us determine what stresses may be affecting your nervous system.

(Are you currently taking any drugs? (prescription, over the counter or recreational drugs)  If yes, what and for how long?

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(Do you or have you ever smoked?  If yes, how much and how long?

_________________________________________________________________________________

(Do you consume alcohol?  If yes, how much and how often? 

_________________________________________________________________________________

(Have you ever had any falls, auto collisions or injuries?  If yes please describe. _________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

(Have you ever been hospitalized or had any surgeries?  If yes please describe. _________________________________________________________________________________

________________________________________________________________________________

(Were you born under any extenuating circumstances? (C-section, Forceps, etc.)  If yes please describe. _________________________________________________________________________________

_______________________________________________________________________________

(Please circle your level of physical activity:        Low         Moderate        High


(Please describe your level of stress in any area of your life such as work, home, school, relationships, loss of loved ones, etc…

________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Signature_______________________________________________  Date_____________________

