Vineyard Chiropractic

2577 E Vineyard Ave.

Oxnard, CA 93036

(805) 485-8181

Patient Information
Name_______________________________    Sex:  [  ]Male    [  ] Female

Birthday ____/____/_____   Age:______  Social Security: _______/______/______

Marital Status: □ M □ S □ W □ D 
# of Children ________ 
Address: ______________________________________________________________

    City: ____________________   State:________    Zip Code: ____________________

Home phone: (       )_______-___________  Cell phone: (      )_______-____________

Email: ________________________________________________________________

(You will receive 20 short daily emails that will inform you on your condition by proving us with your email for FREE)

Referred By: _____________________________________________________________

Date of Last Physical Examination: ___________________________________________

Please describe your problem and how it began. Date problem began ____/____/____

________________________________________________________________________________________________________________________________________________________________________________________________________________________

What makes the problem worse? 
[  ] Nothing
[  ] Lying Down       [  ] Walking






[  ] Standing
[  ] Sitting
       [  ] Movement

[  ] Exercise
[  ] Inactivity/Rest    [  ] Other ______

What makes the problem better?

[  ] Nothing
[  ] Lying Down       [  ] Walking






[  ] Standing
[  ] Sitting
       [  ] Movement

[  ] Exercise
[  ] Inactivity/Rest    [  ] Other ______

Describe your Current pain/symptoms:
[  ] Aches
[  ] Sharp/Stabbing    [  ] Weakness





[  ] Soreness
[  ] Numbness
        [  ] Tingling
[  ] Burning
[  ] Throbbing            [  ] Other _______

How bad is your pain? (Circle a Number) 😊 0   1   2   3   4   5   6   7   8   9   10   ☹
How often are your symptoms present? [  ] Constantly  [  ] Frequently [  ] Occasionally [  ] Intermittently 
Since it began, is your problem: [  ] Improving  [  ] Getting Worse  [  ] No Change

Have you seen any other health professional for this present complain or have you ever had similar complaints in the past that were diagnosed by another health professional? 
[  ] YES [  ] NO
If yes, please list the names of the doctors and diagnoses: ________________________________________

Have you ever seen a chiropractor in the past, and if so whom?  YES [  ]  No [  ] __________________

Any surgeries or serious injuries? ___________________________________________________________

What Medications are you taking? __________________________________________________________

For Women: 
Are you pregnant or any chance of being pregnant?  YES [  ] 
NO [  ] 
ARE YOU INSURED?
YES [  ] 
NO [  ] 

COMPANY ______________________

Please provide this office with copies of: Drivers license and proof of insurance if possible.
· We invite you to discuss with us any question regarding our services. The best services are based on a friendly, mutual understanding between provider and patient.

· Our policy requires payment in full for all services at the time of visit, unless other arrangements have been made with the business manager. If account is not paid within 90 days of the date of service and no financial arrangements have been made, you will be responsible for legal fees, collection agency fees, interest charges and any other expenses incurred in collecting your account.

· I authorized the staff to perform any necessary services needed during diagnosis and treatment. I also authorize the provider to release any information required to process insurance claims.
· I understand the above information and guarantee this form was completed correctly to the best of my knowledge and understand it is my responsibility to inform this office of any changes to the information I have provided.
Patient’s Signature ______________________________   Date: ____________________
(If patient is a minor) 

Guardian’s Signature ______________________________ Date: ___________________
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