
Southern Trace Chiropractic Center 
3465 Wedgewood Lane, The Villages, Florida 32162 

(352)205-8500 
 

Patient History 

Name ___________________________________________Date _________ 

SS# ______-____-_______ Sex (circle)   M  /   F   Date of Birth ____________ 

Address ____________________ City ____________ State ___ Zip ______ 

Home Phone (_____) _____-______        Cell Phone (_____) _____-______ 

Occupation _______________________  Employer ___________________ 

Work Phone (_____) _____-______     Email ________________________ 

 Single  Married     Separated        Divorced       Widowed 

Spouse’s Name ________________ Spouse’s Phone (_____) _____-______ 

Emergency Contact __________________________ (_____) _____-______ 

Relationship to you _____________________________________________ 

 

How were you referred? ________________________________________ 

 

Patient Condition 

Reason for visit ________________________________________________ 

When did you symptoms first appear? ______________________________ 

Is the condition getting worse?   Yes  No  

Type of pain:  Sharp  Dull  Throbbing  Aching 

    Burning  Tingling  Stiffness   Swelling 

    Cramps Shooting  Numbness  Other 

How often do you have this pain? _________________________________ 

Does it interfere with your  Work  Sleep  Daily Routine 

Activities that are painful to perform   Sitting  Standing  Walking 

       Bending  Lying Down 



Past Health History 

List any major surgeries or operations you have had 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

 

List any major falls, accidents or hospitalizations 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

 

Have you seen a chiropractor before? Yes  No  

 If yes, Doctor seen ______________ Last Visit _________________ 

 

 

Below is a list of diseases and illnesses which may seem unrelated to the 

purpose of your visit, however, these questions must be answered carefully 

as these problems can affect the overall course of your care— 

Please check any that may apply to you: 

 Pneumonia   Mumps    Influenza 
 Rheumatic Fever  Eczema    Lumbago 
 Polio    Mental Disorders  Pleurisy 
 Tuberculosis   Epilepsy    Arthritis 
 Whooping Cough  Thyroid    Heart Disease 
 Anemia    Cancer    Diabetes 
 Measles    Chicken Pox   Small Pox 

 

 

 

 



Please check all that apply to you within the last 6 months: 

Muscular Skeletal     gastro cont’d 
 Low Back Pain      Weight Problems 
 Pain between shoulders    Abdominal Cramps 
 Neck Pain      Heartburn 
 Arm Pain       Colitis 
 General Stiffness     Gall Bladder Problems 
 Joint Pain/Stiffness     
 Problems Walking    Cardio-Pulmonary  
 Difficulty Chewing     Chest Pain 

        Shortness of Breath 
        Blood Pressure Problems 
Nervous System      Irregular Heartbeat 

 Nervous       Heart Problems 
 Numbness      Lung Problems 
 Paralysis       Varicose Veins 
 Dizziness       Ankle Swelling 
 Forgetfulness       Stroke 
 Confusion      
 Depression     E/E/N/T 
 Fainting       Vision Problems 
 Convulsions      Dental Problems 
 Cold Extremities     Sore Throat 
 Stress       Earaches 

        Hearing Difficulty 
General       Stuffed Nose/Sinuses 

 Fatigue       
 Allergies      Male/Female System 
 Loss of Sleep      Menstrual Irregular 
 Fever       Menstrual Cramps 
 Headaches       Vaginal Pain/Infection 

        Breast Pain/Lumps 
Gastro-Intestinal     Last Period? __________ 

 Poor Appetite     Are you pregnant? _____ 
 Excessive Thirst     
 Nausea/Vomiting     Prostate Problems 
 Diarrhea       Impotent 
 Hemorrhoids       

 



Please include any other relevant data you would like to communicate to the 
doctor 
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________ 
 
 
 
I hereby authorize the doctor to treat my condition as he or she deems 
appropriate. It is understood and agreed the amount paid to the doctor, for X-
rays is for examination only and the X-ray negatives will remain the 
property of this office, being on file where they may be seen at any time 
while a patient of this office. I also agree that I am responsible for all bills 
incurred at this office. 
 
Patient’s Name ________________________________________________ 
Patient’s Signature _________________________________Date ________ 
 
Consent to Treat a Minor ________________________________________ 
Parent or Legal Guardian’s Signature ___________________Date_______ 


