
Jeffrey Hunt, DC / Highland Chiropractic  
Ligonier, PA ! 724.238.2958

This	is	a	COMPLETE	health	history.	Please	provide	
information	on	anything	that	pertains	to	you.

Name _____________________________________________________
Address ___________________________________________________
City ________________________ State ___________ Zip__________
Telephone ( ___ ) ___________ Alternate Phone ( ___ ) ___________
Age ____  Birth Date ___ /___ / ___   Sex  M F   # Children ____
Marital Status     M    S    W    D

Occupation  ______________________ Employer ________________
Spouse’s name ________________ Occupation __________________
Emergency Contact _________________________________________

How did you find out about our office?

Referred by Person ______________________________________

Advertisement Phone Directory Web Search

Main Complaint

______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
Secondary / Other

______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________

How long have you had this condition? ____________________________________________________
Have you had this or a similar condition in the past? ________________________________________
What activities aggravate your condition? _________________________________________________
Is this condition progressively getting worse? ______________________________________________
Is this condition interfering with your:  work         sleep         daily routine               other

How long has it been since you really felt good? ____________________________________________

TURN OVER



Injuries

______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
Surgeries

______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
Diseases

______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
Medications (pharmaceutical and over the counter)

______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________

 

Regarding main complaint and other important health care issues, please list other 
health care practitioners consulted:


Chiropractor ________________________________________________________________
Medical Doctor / Osteopath ___________________________________________________
Dentist / Alternative __________________________________________________________

Imaging history: 		       X-Ray        CT Scan        MRI        Other

Length of time under care __________ Were your results:   good       fair        poor

Comments: __________________________________________________________________

Is this an active workers compensation, personal injury, or auto accident case?    Y     N

I	have	filled	out	this	history	form	as	accurately	as	possible. 	I	recognize	that	
I	AM	SOLELY	RESPONSIBLE	FOR	PAYMENT	of	services	rendered.


Patient's	Signature	_____________________________________	Date	___	/___	/___


Parent's	Signature	if	minor______________________________	Date	___	/___	/___





