
 
Neck, Back, & Beyond                                     Date_____________      

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 

 

Patient’s Name _______________________________________________________ Email _________________________________ 
   Last   First         Middle 

Address ____________________________________________________________________________________________________ 
   Street    City  State  Zip 

Home Phone (      ) ___________________ Work Phone (      )_____________________Cell Phone (      )_____________________ 

Date of Birth _____________   Age ______ Marital Status _______________        Social Security # ________________________    
Employer______________________________________ Occupation _________________________________________________ 

Guardian____________________________________ Phone__________________ Referred by____________________________ 

Insurance______________________________________________                                  ID#________________________________ 
Payment is due at time of service. 

Patient is responsible for bill, your insurance may reimburse you. 
 
List Complaints in order of importance      Explain Main Complaint 
_________________________________________    Date first noticed_________________________________ 
_________________________________________    _____________________________________________ 
_________________________________________    ___________________________________________ 
_____________________________________    ___________________________________________ 
_________________________________________    ________________________________________________ 
_________________________________________    Has this happened before?_______________________ 
_____________________________________    ___________________________________________ 
_____________________________________     ___________________________________________  
 
Other doctors seen for condition ______________________________________   X-rays taken?     Y    N      Date______________ 
 
Diagnosis___________________________________________________________________________________________________ 
 
Type of treatment___________________________________________________________________________________________ 
 
Results_____________________________________________________________________________________________________ 
 
Please List Vitamins that you take regularly______________________________________________________________________  
 
____________________________________________________________________________________________________________ 
 
Please List Medications________________________________________________________________________________________     
 
____________________________________________________________________________________________________________ 
 

Please include any past accidents 
(Car accidents, falls and blows to the head) 
give date and 
age_____________________  
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________
_ 
 

Please list past operations and date 
performed______________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
 
_______________________________ 

Describe any regular exercise 
________________________________
________________________________ 
________________________________ 
________________________________ 
________________________________ 

________________________________ 



 
 
 
 

 


