
Basic Information
Name                                                                         Age            Date                                                  
Your SS#                                                       Your Birthdate                        Marital Status S  M  D W
Address                                                                City                  State                     Zip                       
Home Phone                               Cell Phone                                           Work Phone                            
Email                                                                                                           
Occupation                                                     #Years             Employer                                                
Employer’s Address                                                         City                      State              Zip             
Spouse’s Name              Spouse’s Employer                                 
Spouse’s Social Security Number                                     Spouse’s Birthdate                                        

Insurance Company                                                                       Policy #                                            
Whose policy is it?                                                                        Group #                                            
Insurance Company Phone                                                            

I hereby instruct and direct my insurance company (listed above) to pay Fink Family Chiropractic 
directly for professional or medical expense benefits allowable and otherwise payable to me under my 
current insurance policy. This is a direct assignment of my rights and benefits under this policy. I also 
authorize the release of any information pertinent to my case to any insurance company, adjuster or 
attorney involved in this case.

Signed                                                                                           Date                                                  

Who referred you to this clinic?                                                                                                              
In Case of Emergency Contact                                                      Phone                                                

Medical History
Are you currently taking any medications? (If yes, please explain)                                                        
                                                                                                                                                                
Have you had any surgeries? (If yes, please explain)                                                                              
                                                                                                                                                                
Have you ever broken a bone? (If yes, please explain)                                                                            
                                                                                                                                                                
Do you suffer from…(check all that apply) ( ) Addiction   ( ) Arthritis or Gout   ( ) Cancer   ( ) Diabetes  
( ) Heart disease   ( ) High Blood Pressure   ( ) Kidney Disease   ( ) Tuberculosis
Are there any other current diagnosed health conditions not covered above? (If yes, please explain).    
                                                                                                                                                                

I have completed the above medical history information to the best of my ability.

Signed                                                                                           Date                                                  



PAIN DRAWING  

Patient Name                                                                                                          Date                                   

           KEY

USE LETTERS BELOW TO INDICATE TYPE AND LOCATION OF DISCOMFORT

A = ACHE B = BURNING C = STABBING

N = NUMBING P = PINS & NEEDLES O = OTHER

Fink Family Wellness  15B Loudoun St. SW, Leesburg, Virginia 20175 * 703-779-7909 
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