
ACKNOWLEDGEMENT FORM· 

I have received the Notice of Privacy Practices and I have been provided an opportunity to review It 

and receive� a copy for my records from: 

Advanced Chiropractic & Rehab 
4 Corporate Driv.e, Suite 385 

Shelton,' CT 06484 
203-929-5500

Name (please print) : --------------- Date of Birth: ______ _

Signature: __________________ Today's Date: ______ _ 

10/12 





.COM=IDENTIAL PATIENT CASE HISTORY HEALTH INFORMATION 

Name: _______________ _ 

What Is your major complaint? ______________________ _ 

How did this problem begin (e.g. fall, lifting, etc.)? _______________ _ 
How long have you had this condition? _____ have you had this or similar conditions In the past? ____ _ 
What activities aaravate your conditions?------.--------------------
What relieves your condltlon? ___________________________ --:-
Other doctors who treated this condition? _________________________ _ 
How long has It been since you really felt good? __ :_·------...----------------
other complaints: ________________________________ _ 
Ust surgical operations and years: ___________________________ _ 

Drugs you now take: 0 Nerve pills 
OTr.-nqulllzers 

0 'Muscle relaxers O Pain Killers 0 Pop pills 0 Insulin 
· O Birth control pills O others _________ _

Vitamins Supplements you now take: _________________ _ 

Sleeping position: 0 Back 0 side O stomach Do you wear_: 0 heal lifts 0Arch supports 

Have you ever been In a motor vehicle accident? 0 No O Yes When? _______ _ 

Were you Injured? 0 No Oves (describe): _____________________ _ 

Have you had any other personal Injury or accident? 0 No O Ye_s When? ____________ _ 

Descrfbe: ________________________ --:---------
ls there-a family history of: 0Heart Disease O cancer 0Stroke Describe: ___________ _ 
Do you have anychlldren?O No 0Yes (Ages):. _____________________ _ 
Date of last physical examination: __________________________ _ 
Do you exercise? 0 No Oves (what forms and how often): __________________ _ 

PLEASE MARK YOUR AREAS OF PAIN ON THE FIGURE BELOW Have you In the past or do you presently suffer from any of the 

When? ______ Why? _____ _ 
Where _____________ _ 
WereX-rays taken? D No □Yes 

following: 

□Dlulness
D Heat Trouble
D Arthritis
D Neuritis
D Nerv01:1sness
D Neck Pain
D Painful Menstrual Cycle
D Headaches

D Backaches 
□ Diabetes
□ Asthma

□ Dl&estlve Disorders
□ ·sinus Trouble
□ Hist, Blood Pressure
□ cancer

Present reasons for consulting the office: 
D Improving self and or/family health 
□ maximizing personal health
D Preventing disease and/or symptoms


