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              Gary P. Fish, DC    Carolyn S. Fish, DC		                              	Phone: 770.518.7700   Fax: 770.518.1030
             455 W. Crossville Road, Roswell, GA 30075                                Email: info@fishfamilychiropractic.com
What is a SUBLUXATION?  Subluxation is nerve interference. 
    What do chiropractors do about it? We correct the subluxation and remove the nerve interference.
Why? So your body will be free to do the healing.
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Name: _____________________________________________________  Date: ______ ________                                                                                      
                      First                            Middle                           Last
Date of Birth:___-___-____ Age:___ Sex:  M   F   Social Security #: _____________________                 
Address: ________________________________________________________________________
City: ____________________________   State: __________  Zip Code: _____________________
Email Address: _______________________________ Home Phone: (_____) ______-__________
Cell Phone: (_______) ________-___________  Cell Phone Carrier: ______________________
Preferred Method of Communication:      Email      SMS (Text)      Phone Call  
Emergency Contact: _______________________ Emergency Phone: (_____) _____-__________
Marital Status:  S  M  D  W        Spouse’s  Name: _________________________________
Children’s Name and Ages: _________________________________________________________
Occupation: _____________________________  Employer: ______________________________
Student:   Full Time        Part-time       School: _______________________________________
How did you find us? ______________________________________________________________
I came in today because:____________________________________________________________ Whom may we thank for referring you? ______________________________________________
	

	Chiropractic History
	

	Previous Chiropractic Care?  Yes   No  Office Name: ________________________________
What did they do during your last visit? ______________________________________________ Date of last Adjustment: __________________ I was a patient there from ________ to _______
	

	Notes
	Duties Under Duress (recent daily struggles)

	 














	· I can’t take time off because I would lose my job
· I can’t do the same work/job as before an accident
· I can’t concentrate as well at work
· I can’t bend down to play with my family / young kids / pets
· I can’t play sports like I use to 
· I can’t work out like I use to 
· I don’t enjoy work as much as before
· I doze off at work when I didn’t before
· I feel obligated to work even though I’m in pain
· I make less money than before the accident
· I make mistakes at work I didn’t use to make 
· I take unpaid time off work to go to the Doctors
· I work in pain because I have bills to pay 
· Bending at work hurts
· Kneeling at work hurts 
· Sitting for long periods of time hurts



HEALING HAPPENS FROM      ABOVE        DOWN       INSIDE        OUT
	Trauma on the Body Auto Accident
	Birth  Tell us about your birth.

	Most recent car accident was on (date) ___________ 
I suffered from: _________________________________________
And before that was on (date) __________________
I suffered from _________________________________________
And before that was on (date) __________________
I suffered from _________________________________________
	Delivery:  Vaginal      C-section                       Pre-Term         Breech  
Nutrition:  Bottle Fed    Breast Fed,  Time: _______
Delivery was attended by:    Extraction       Clamps (Forceps)          Vacuum     
Have you given birth?     Yes      No

	Trauma on the Body, By choice

	Types of Exercise:  Dance    Equestrian    Gym    Hiking    Rowing    Running    Sports   
 Swimming    Tennis    Yoga    Zumba    Other: ______________________________________
Exercise Frequency:  3-5/Week   2/Week    1/week    Biweekly    1/month    Other _______________
Previous youth or college sports: _______________________________________________________________
Current sports or physical activity: _____________________________________________________________ 
Physical hobbies and leisure activities: __________________________________________________________
I have broken the following bones: _____________________________________________________________

	Trauma on the Body, Unknown

	How many hours of sleep do I get a night (on avg): ________   Type of pillow do I use: __________________        What positon(s) do I sleep in:      Back      Fetal Position      Side      Stomach      Twisted      Upright     
My current medications are: __________________________________________________________________
My last covid shot was on: ________________________        I had covid on: ___________________________
Any chronic illness experienced: _______________________________________________________________
Recent big life changes (within the last 6 months) _________________________________________________

	I understand that I can achieve my best life with regular chiropractic care
	   Yes    No

	I understand that Doctors of Chiropractic work with the nervous system
	   Yes    No

	I understand that the nervous system controls all bodily functions and systems
	   Yes    No

	I understand that Chiropractic is the largest natural healing profession in the world
	   Yes    No

	Finance:

	 I have insurance.                   I do not have insurance.
Payment method for this visit:    Cash      Check      Credit Card      HSA/FSA



Authorization

I certify that I have answered the above questions to the best of my knowledge. I understand that providing incorrect information can be dangerous to my health. I understand that, in order to receive the best results, I will have a Chiropractic consultation, examination and, if necessary, x-rays.  I authorize Fish Family Chiropractic, FFC, to release any information including the diagnosis and the records of any treatment or examination rendered to me or my children during the period of such chiropractic care to third party payers and or health practitioners. I authorize my insurance company/attorney to make payment directly to my chiropractor. I understand that the bill in its entirety is my responsibility and that I agree to pay any remaining balance following third party reimbursement so that my bill is paid in full.          		 					 ______
														                	 Initials

I give permission for FFC to display my family’s photos and my x-ray updates in the office and on social media.  I understand that as I experience great results, I am likely to choose to write reviews or testimonials that may be posted within the office as well as on social media. I understand that FFC may reply online to my reviews/testimonials.							 ______
												                       	             Initials
_________________________________________________________________________________      ___________
					Signature	  						          	     Date
Get HOOKED on Chiropractic 
I look forward to getting HOOKED on Chiropractic!
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