
Name___________________________________ Today's Date:_____________________________

Address: Street:_______________________________City:_____________State:______Zip:_______

Social Security Number:____________________________________Marital Status: Single Married 

Date of Birth:____________________________ Cell Phone:__________________

Home Phone: same _______________Work:  same_____________

Email Address:___________________________Facebook?_________________________________

Occupation:______________________  Ethnicity: White Black  Hispanic Asian Native American

How did you hear about Dr. Matthews? _________________________________________________

Tell me what you'd like help with today:__________________________________________________

How long have you had this problem?    Hours    Days   Weeks   Months   Years
How often does it happen?  Constant  Frequent  Occasional Intermittent  Almost never
How bad is it?  Nuisance   Nagging   Disturbing   Persistent  Awful   Worst Ever
What happened that caused it?___________________________________________________
Is this the first time you've had this problem?   Yes   No   

Circle problems you have at least every month:      Constipation     Diarrhea      Joint Pain      Irritability
Depression Bloating     Discomfort after eating     Indigestion    Fatigue    Numbness

How often do you eat fast food?  Daily    Weekly Monthly Never

What is your favorite exercise?_______________________________________________________

Questions about your overall health and how you take care of yourself:

Do you smoke?  Yes  No  _______Packs/day  ________years  If you quit, how long ago?_____
Do you drink alcohol?   Yes No  Wine   Beer   Liquor  Mixed drinks    ________/day usually
Do you drink coffee?  Yes No   ______Cups/day
Do you drink soda? Yes No       ______Ounces/day
If female, are you on birth control pills?   Yes   No
How tall are you?  ________   How much do you weigh?___________
What is your blood pressure usually?__________________
How much do you exercise, other than work:  Never    Monthly    Weekly    Daily

Tell me if you have food cravings: Yes   No   What foods do you crave?________________________



Name____________________________ Date______________

How many hours do you sleep per night?  ______ How well?    Poor     OK     Good      Great  

Please list all medications you take, unless you have them written down already:
Medication          What is it For             How long on that medication?

1.________________________________________________________________________________
2.________________________________________________________________________________
3.________________________________________________________________________________
4.________________________________________________________________________________
5.________________________________________________________________________________
6.________________________________________________________________________________

Please list all vitamins/supplements you take, unless written down already:
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

Please list all surgeries you have undergone, and approximately how recently:
___________________________________________________________________________________
___________________________________________________________________________________

   
Please tell me if any of your family had the following problems:

Problem                                        Relation to you
Heart Disease _____________________________________
Diabetes _____________________________________
Arthritis _____________________________________
Cancer _____________________________________

Who is your primary care Medical Doctor?________________________________________________

Have you had any X-rays, MRI studies, CAT scans, SPECT scans done recently? If so, it would help 
me to be able to see those results so that we can determine the best way to help you. If you have had 
any of these in the last 2 years, please check the boxes below and indicate where the study was done. 

Type of Imaging                         Where was it done?
(   )  X-rays
(   )  CAT scans
(   )  MRI
(   )  SPECT or QEEG
“I hereby declare that I am the person identified at the top of this page (or their parent/guardian) and I 
request that the following medical records be released to Dr. Richard Matthews.”

Signature:________________________________________________________

How good do you feel every day?  Energetic & Great     Kind of OK    Tired/Uncomfortable   Sick/Hurt

How good would you prefer to feel every day?      Unchanged     A little better   Totally better



Name_________________________________Date_____________________

What type of care are you looking for:  (check one)

(    )    I want to have a program of care and nutritional help to heal from this problem and be as healthy
as possible as long as possible

(    )    I want to receive the minimum level of care possible that might help me feel better today
(    )    Other: _____________________________________________________________

Consent: The next paragraph is here for you to give Dr. Matthews permission to render care to you, and
is the legal “fine print” at the end of all healthcare forms:

You have a right as a patient to be informed about your condition and the recommended chiropractic adjustments and other 
chiropractic procedures to be used so that you may make the decision whether or not to undergo the procedures 
recommended after knowing the potential risks and hazards involved. This disclosure is not meant to scare or alarm you; it 
is simply an effort to make you better informed so you may give or withhold your consent to care.  “I hereby request and 
consent to the performance of chiropractic adjustments and other chiropractic neurology procedures, including various 
modes of physical therapy and diagnostic x-rays, on me (or the patient below, for whom I am legally responsible) by Dr. 
Richard Matthews and/or other licensed Doctors of Chiropractic or those other health professionals working at the clinic or 
office who now or in the future treat me while employed by, working or associated with, or serving as backup for Dr. 
Matthews. I have had the opportunity to discuss with Dr. Matthews my diagnosis, the nature and purpose of chiropractic 
adjustments and other procedures and alternatives.  I understand and I am informed that in the practice of chiropractic there 
are some risks to exam and treatment including but not limited to fractures, disc injuries, strokes, dislocations, sprains ad 
increased symptoms and pain, or simply no improvement. I understand that these risks are minimal compared to other 
options (for example, the statistic risk of stroke is higher when having your hair shampooed at a salon) and I do not expect 
the doctor to be able to anticipate and explain all risks and complications, and I wish to rely on the doctor to exercise his 
best judgement during the course of the procedure which the doctor feels at the time, based on the facts then known, is in 
my best interest.  I further acknowledge that no guarantees or assurances have been made to me concerning the results 
intended from the treatment.  I have read or have had read to me the above statement of consent. I have also had an 
opportunity to ask questions, and all my questions have been answered to my satisfaction. By signing below, I consent to the
treatment plan agreed to. I intend this consent form to cover the entire course of treatment for my present condition and any 
future conditions for which I might seek treatment.”

______________________________           ______________________________________________
Name of patient Signature of Patient, or Parent/Guardian/Representative

Please print name of Parent/Guardian/Representative:_______________________________________

Witnessed by:___________________________  Date:_______________________________________


