
Whom may we thank for referring you to this office -:> _________________ ?

APPLICATION FOR CARE AT Mclaughlin Chiropractic Center 

Today's Date:. ________ _ 
PATIENT DEMOGRAPHICS 

HRN: ________ _ 

Name: _________________ _ Birth Date: __ -__ -__ Age:. __ _ 0 Male O Female 

Address: _________________ City:. _______________ State: __ Zip: _____ _ 

E-mail Address:. ________________ Home Phone:. _________ _ Work Phone: ______ _

Marital Status: 0 Single O Married Mobile Phone:. ____________ Cell Provider for text reminders:. ____ _ 

Driver's License#: _____________ _ Do you have Insurance: 0 Yes O No 

Employer: _________________ 0ccupation: _______________________ _ 

Spouse's Name _________________ .Spouse's Employer: __________________ _ 

Number of children and Ages: --------------------------------------

Name & Number of Emergency Contact: __________________ Relationship: ___________ _ 

HISTORY of COMPLAINT 

Please identify the condition(s) that brought you to this office and rate your complaints by drcling the number on a scale of 1 to 10 with 0 
being no pain and 10 being the worst pain. 

Primary or chief complaint: __________ _ 

Second complaint: ____________ _ 

Third complaint: ______________ _ 

Fourth complaint:. _____________ _ 

0 - 1 - 2 - 3 - 4 - 5 - 6 - 7 - 8 - 9 - 10 

0 - 1 - 2 - 3 - 4 - 5 - 6 - 7 - 8 - 9 - 10 

0 - 1 - 2 - 3 - 4 - 5 - 6 - 7 - 8 - 9 - 10 

0 - 1 - 2 - 3 - 4 - 5 - 6 - 7 - 8 - 9 - 10 

When did the problem(s) begin? ________ _ When is the problem at its worst? 0 AM O PM O mid-day O late PM 

How long does it last? 0 It is constant OR O I experience it on and off during the day OR O It comes and goes throughout the week 

What relieves your symptoms:-----------------------------------­

What makes them feel worse:------------------------------------

Is your problem the result of ANY type of accident? D Yes D No How did the injury happen? _____________ _ 

Condition(s) ever been treated by anyone in the past? ONo O Yes If yes, when: ____ by whom? ___________ _ 

Have you seen a Chiropractor in the past?: D Yes D No 

If so, who: _______________ _ 

*PLEASE MARK the areas on the diagram with the
following letters to describe your symptoms: 

R = Radiating B = Burning 
D = Dull A= Aching 
T= Tingling N = Numbness 

S =Sharp/Stabbing 
























