
Welcome to Hall Family Chiropractic 

Adult Intake FormAdult Intake FormAdult Intake FormAdult Intake Form    
Please complete fully so we can help you best. 

 

Legal Name:                                                                                                 Today’s Date: _____/_____/_____ 

What you prefer to be called: 

Address:                                                                             City/State/ZIP: 

Home Phone:                                        Work Phone:                                    Cell Phone: 

Birth date:  ______/______/______      Age:                  Social Security #: 

Marital Status:  ___Single  ___Married  ___Divorced  ___Separated  ___Widowed 

E-mail address: 

Spouse’s Name:                                                             Spouse’s Employer: 

Your Employer:                                                                Occupation: 

 

Children’s Names and Ages: 

 

Who may we thank for referring you? 

Favorite Hobbies or Interests: 

 
Please select any of the applicable reasons for your pursuing chiropractic care: 
 
___ I’m continuing care from another chiropractor. 
___ I’m interested in wellness and natural health care for me and my family. 
___ I’m concerned about my health and am looking for answers. 
___ I have a specific condition that concerns me. 
 Please explain: 

 __________________________________________________________________ 

 __________________________________________________________________ 

___ I have no idea why I am here.  (That’s okay, we will take the time to explain what we do). 

 

Is this the result of an auto or work injury? ______ If so, when?  _________________________________ 

Do you have family members with similar health concerns? ______ If so, who? _____________________  

Other doctors you have seen for this problem: _______________________________________________ 

Surgeries you have had: ________________________________________________________________ 

Medications you currently take: ___________________________________________________________ 

Is there any chance you are pregnant? _____________________________________________________ 

Known Allergies: ______________________________________________________________________ 

Have you ever been diagnosed with cancer? ______ If so, what kind? ____________________________ 

Do you have health insurance? ______ Name of company: _____________________________________ 

Policy #__________________________________Policy holder__________________________________ 



 
Stress Test 

 
The following areas of stress can cause misaligned vertebrae (subluxation) and dysfunction of your 
body.  Which of these stresses have you experienced? 
 
Please circle when you experienced these stresses. 

 
Child=C  Teenager=T   Adult=A 

 
Physical/ Emotional/ Chemical Stress:   Comments: 
 
Birth Trauma    C 
Slips or Falls    C T A 
Automobile Accidents  C T A 
Sports Injuries   C T A 
Physical Abuse   C T A 
Poor Posture    C T A 
Work Injuries     T A 
Extensive Computer Work   T A 
Sleeping on Stomach   T A 
Sitting on a Wallet    T A 
Carrying a Heavy Purse/  

Bookbag/ Child   T A 
Repetitive Lifting/ Bending   T A 
Driving for Many Hours   T A 
Continuous Hours Sitting/ Standing T A 
Career Stress     A 
Relationship Stress   C T A 
Concealed Feelings   C T A 
Quick Tempered   C T A 
Smoker/ 2nd Hand Smoke  C T A Amount: ______________ 
Poor Nutritional Habits  C T A Amount: ______________ 
Excessive Sugar Consumption C T A Amount: ______________ 
Caffeine Consumption  C T A Amount: ______________ 
Artificial Sweeteners  C T A 
Prescription Drugs   C T A 
Over The Counter Drugs  C T A 
 (eg. Tylenol, Motrin, etc.) 
 
What do you feel are your primary stresses? ____________________________ 
 
 

The above information is true and accurate to the best of my knowledge. 
 
Patient or Guardian Signature: _____________________________________  Date: ________________ 



 


