
WELCOME TO FORCEY CHIROPRACTIC CENTER 
Please  print  clearly  and  fill  in  completely  

 
Print Name:  ______________________________________ _________E-mail:  _______________________________ 
                        First                           Middle                          Last 
Street Address:  __________________________________ __________Phone:  (_____)_________________________  

City:  ____________________State:  ______________Zi p:  ___________ Date of Birth:  _____/_____/_____ 

SSN: ____/____/____ Please Check:  Sex:  Male__  Female __ Marital Status:  Married__  Single__ Divorced__ Widowed__  

 
Health History:  
Reason for seeking chiropractic care:  __________________________________________________________________ 

_________________________________________________________________________________________________ 

Describe any health problems, including how long you’ve had them:  __________________________________________ 

_________________________________________________________________________________________________ 

Are you under the care of any other doctor?  Yes ___ No___ Who is your primary care doctor?  ____________________ 

If yes, the conditions being treated for:  _________________________________________________________________ 

_________________________________________________________________________________________________ 

List any current Medications:  _________________________________________________________________________ 

_________________________________________________________________________________________________ 

List any past surgeries & dates:  _______________________________________________________________________ 

_________________________________________________________________________________________________ 

List any past accidents (including slips and falls) & dates:  __________________________________________________ 

_________________________________________________________________________________________________

Personal & Family History:  
Your occupation:  ________________________Employer:  ______________________________Phone:  ____________ 

Spouse’s Name:  ____________________________________________Spouse’s Date of Birth:  ______/______/______ 

Spouse’s Health Status:  Poor___  Fair___  Good___  Excellent___ 

Children’s ages and health status:  ____________________________________________________________________ 

Chiropractic History:  

Have you ever been to a Doctor of Chiropractic before?  Yes___ No___ If yes, Doctor’s Name:  ____________________ 

Date of last chiropractic visit _____/____/_____ Reason for care_____________________________________________ 

Date of last chiropractic x-rays _____/_____/_____ How long were you under care? _____________________________ 

Are other family members under chiropractic care? Yes ___  No ___ Who? ____________________________________ 

Wellness Commitment:    Please check      Are you open to looking at new ideas in health and wellness?  Yes__ No__   
At Forcey Chiropractic Center, we are dedicated toward achieving the goal of total lasting health for our members.   To 
better help you achieve this, we need to understand your commitment toward being healthy.  We do not ask for a financial 
commitment, but we do ask for your cooperative commitment.  Based on a scale of 10% to 100%, please circle your 
personal level of commitment toward obtaining and maintaining your health and wellness.  We can offer you two types of 
care in this office, relief care and wellness development care, the choice is always yours! 

10%-----20%-----30%-----40%----- 50%-----60%-----70%-----80%-----90%-----100% 
 

Where did you hear about our practice, or who referred you?  _______________________________________________ 
 

 
FEMALES:  PLEASE CHECK ONE:  Is there a possibility of you being pregnant ?  Yes ___ No ___ 



Authorization to release medical information 
and Financial Agreement  

 
 

Please Fill In Below 
 
 

If you have had the following, or if you suffer 
from the following,  Please Check 

 
Condition, Symptom 

Or Problem 
Constantly or 

Frequently 
Sometimes or 
Occasionally 

Headache   

Migraines   

Neck pain   

Shoulder pain   

Arm/hand pain   

Mid back pain   

Low back pain   

Hip pain   

Leg/foot pain   

Disc problems   

Arthritis   

Other joint pain   

Numbness   

Joint Swelling   

Dizziness   

Nausea   

Weakness   

Fatigue   

Nervousness   

Insomnia   

Heart Problems   

Frequent Colds   

Nose Bleeds   

Ringing in Ears   

Earaches   

Hearing Loss   

Cough   

Chest Pains   

Female Problems   

Allergies   

Asthma   

Cancer Symptoms   

Osteoporosis   

Diabetes   

Hypoglycemia   

Digestive Problems   

Urinary Problems   

Skin Conditions   

Other ______________   

 

 

 

                            
 
Use the letters listed below to indicate the type and 
location of your pain and sensations…  
 

 
 
Below, please fill in any other health information you feel 
we might need for your care. 
_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________ 

_____________________________________________ 

Thank you for being complete and thorough. 
 

I hereby authorize this office to release any 
information requested by my insurance company to 
document my claim for benefits.  I understand that I 
am personally responsible for full payment of all 
charges for my treatment.  Services are payable at 
the time rendered.  
 
Signature:  _______________________________ 
Date:  ____/____/____ 
 

If you are planning on utilizing insurance please present 
your insurance card to the front desk.  Please include 
birth date and SSN of the person responsible for your 
payment.  It is our pleasure and privilege to serve you.   
                               
                           Forcey Chiropractic Cent er 
                           Dr. Jodi K. Forcey Porte r 
                           706 Spruce Alley 
                           Houtzdale, PA 16651 
                           814-378-8687  
 
 

Key 
A = Ache 
B = Burning 
S = Stabbing 
N = Numbness 
P = Pins & Needles   


