
Almaden Chiropractic & Wellness 5570 Sanchez Drive, Ste 100, San Jose, CA 95123 408-262-7111 

Name______________________________________________ Date of Birth_______________ Age_______ 

Address______________________________________ City___________ State________ Zip____________ 

Cell Phone____________________ E-Mail Address______________________________________________ 

Employer_____________________________ Job Title____________________________________________ 

Are you pregnant? _______ How were you referred to our office? ___________________________________ 

Emergency Contact, Name and Phone #: 

 

What makes it better? ________________________ What makes it worse? __________________________ 

What Doctors have you seen for this? _________________________________________________________ 

What type of treatment was recommended? ____________________________________________________ 

Results? ________________________________________________________________________________ 

On a scale of 1-10, how committed are you to correcting this issue? _____________________________ 

List any medications you are taking: __________________________________________________________ 

List any doctors you are currently seeing: ______________________________________________________ 

Has any Doctor or other professional advised you to see a chiropractor? ______________________________ 

List past auto accidents: _____________________________ Was care received? ______________________ 

List past work injuries: _______________________________ Was care received? ______________________ 

List past sport, recreational or home injuries: ___________________________________________________ 

List any past conditions and treatments: _______________________________________________________ 

List any surgeries: ________________________________________________________________________ 

Family History: Cancer: __ Diabetes: __ High Blood Pressure: __ Heart Problems/Stroke: __ Arthritis: __ 
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Health History: 

 

 

 

Subscriber Name_____________________________________ Health Plan___________________________ 

Subscriber ID# _______________________Group # _________________ Spouse Name ________________ 

Spouse Employer ____________________ Address _____________________________________________ 

Primary Care Physician Name ______________________________ PCP Phone _______________________ 

 

 

I certify to the best of my knowledge that the above information is complete and 

accurate. If the health plan information is not accurate, or if I am not eligible to receive 

a health care benefit through this practitioner, I understand that I am liable for all 

charges for services rendered and I agree to notify this practitioner immediately 

whenever I have changes in my health condition or health plan coverage in the future. I 

understand that my chiropractor may need to contact my physician if my condition 

needs to be co-managed. Therefore, I give authorization to my chiropractor to contact 

my physician if necessary. 

 

Patient Signature _______________________________________ Today’s Date ______________ 
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