
Bonita Chiropractic Center IT’S YOUR FUTURE…
Dr. Ed O’Neill D.C. BE THERE HEALTHY
Date: ____________

PLEASE PRINT

Name: ____________________________________ Nick Name: _____________________
Address: __________________________ City: ______________ State: ______ Zip: ________
Northern Address: ___________________________________________________________
E-mail Address: _____________________________ Social Security #:____________________
Date of Birth: _________________ GenderM /F Material Status: S M W D
Spouses Name: _______________ Emergency Contact _____________ Phone: ______________
Home Phone#:________________ Work #:_________________ Cell #:__________________
Referral Source: * Friend: _______________ Doctor: ______________ Other: ______________

Preferred Language? English Spanish Other___________________
Race? White Black or African American Asian Other__________
I do not wish to provide this information

Ethnicity? Non-Hispanic or Non-Latin Hispanic or Latino Other________________
I do not wish to provide this information

What are your major complaints?
Symptoms

Stiffness
Dull
Aching
Cramps
Nagging
Sharp
Burning
Shooting
Throbbing
Stabbing
Other

Please mark areas of pain

Your pain is aggravated by: Neck Movement Coughing Sneezing Standing Sitting
Lifting Reaching Walking Bending Straining At Stool

Yes No
Do you experience pain every day?
Do your symptoms interfere with daily life?
Does pain wake you up at night?
Are your symptoms worse during certain times of the day?
Do changes in weather affect your symptoms?
Do you wear orthotics?
Have you had X-rays, CT Scan or An MRI Taken
If yes, what films and where? _____________________
Have you been treated for any conditions in the last year?
If yes, please describe ______________________












Pain Numbness Tingling
Head
Neck
Upper Back
Mid Back
Lower Back

Left Right Left Right Left Right
Shoulder
Arm
Forearm
Hand
Buttock
Hip
Leg
Foot



Is there any chance that you are pregnant?
Have you ever been treated by a Chiropractor before?



Date of last physical exam: _______________________ Continue on Reverse

MEDICAL HISTORY
Have you Ever: No Yes Briefly Explain
Broken bones?
Been hospitalized?
Been in an auto accident?
Had Sprains/ Strains?
Been struck unconscious?
Had Surgery?
Have you had any spinal or joint surgery/ replacements
Have you ever suffered from:
Alcoholism
Allergies___________
Anemia
Arteriosclerosis
Arthritis
Asthma
Back Pain
Breast Lump
Bronchitis
Bruise Easily
Cancer
Chest Pain/Conditions
Cold Extremities
Constipation
Cramps

Depression
Diabetes
Digestion Problems
Dizziness
Ears Ringing
Excessive
Menstruation
Eye Pain / Difficulties
Fatigue
Frequent Urination
Headaches
Hemorrhoids
High Blood Pressure
Hot Flashes
Irregular Heart Beat

Irregular Cycle
Kidney Infection
Kidney Stones
Loss of Memory
Loss of Balance
Loss of Smell
Loss of Taste
Lump in Breast
Neck Pain or Stiffness
Nervousness
Nosebleeds
Over Weight
Pacemaker
Polio
Poor Posture

Prostate Trouble
Sciatica
Shortness of Breath
Sinus Infection
Sleep Problems
Insomnia
Spinal Curvatures
Stroke
Swelling of Ankles
Swollen Joints
Thyroid Condition
Tuberculosis
Ulcers
Varicose Veins
Venereal Disease

Is there anything else Dr. O’Neill should know about your current condition, your progress or ways your
current conditions is affecting your life? ________________________________________________
____________________________________________________________________________
Are you currently taking any prescribed medications? No Yes If yes please list or provide a copy your list.

Name: _______________________ Dose: _________________ Often: ___________
Name: _______________________ Dose: _________________ Often: ___________
Name: _______________________ Dose: _________________ Often: ___________
Name: _______________________ Dose: _________________ Often: ___________

Are you currently taking any vitamins, minerals or herbs? No Yes If yes please list or provide a copy
your list.

Name: _______________________ Dose: _________________ Often: ___________
Name: _______________________ Dose: _________________ Often: ___________
Name: _______________________ Dose: _________________ Often: ___________
Name: _______________________ Dose: _________________ Often: ___________

Habits None Former Light Moderate Heavy
Alcohol
Coffee
Tobacco
Drugs
Exercise
Sleep

Signatures



Name of the insured_____________________________________________________________
I understand and agree that health/accident insurance policies are an arrangement between an insurance carrier and
myself. I understand and agree all services rendered to me are my personal responsibility for payment. I understand if I
suspend or terminate my care/treatment, any fees for professional services rendered to me will be due.

Patients Signature: _________________________________________ Date: _______________
Spouse’s or guardian’s signature : _______________________________ Date: _________________





ACKNOWLEDGMENT OF RECEIPT 
OF 

NOTICE OF PRIVACY PRACTICES 
 
 
 I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have 
read them or declined the opportunity to read them and understand the Notice of Privacy Practices. 
I understand that this form will be placed in my patient chart and maintained for six years. 
 
 By checking the lines below I authorize being contacted for appointment reminders, 
birthday greetings and/or promotions about the practice by: 
 
Mail _______; 
Email_______; at email address ___________________________________________________; 
Telephone numbers________; 
_____________________________________________________________; 
By voice mail ____________; 
By text message _________; 
By FaceBook address ___________________________________________________. 
 
  
 By checking this checking the lines below I authorize the doctor to personally discuss with 
me products that may benefit my health or condition. _______ 
 
 
_______________________________   __________________ 
Patient Name (please print)     Date 
 
 
_______________________________ 
Name of Parent, Guardian or Patient’s legal representative 
 

 
 
Signature of Patient, Parent, Guardian or Patient’s legal representative 
 
 
 
 
 
 
THIS FORM WILL BE PLACED IN THE PATIENT’S CHART AND MAINTAINED FOR 
SIX YEARS. 
 
 
 



List below the names and relationship of people to whom you authorize the Practice to release 
PHI. 
 
 
____________________________  ______________________________ 
 
 
____________________________  ______________________________ 

 
 

____________________________  ______________________________ 
 

 
 




