Hagen Chiropractic Center
19713 Scriber Lake Rd., Suite G

Lynnwood, WA 98036

(425) 671-1822


Name: ____________________________________________Date: _____________  Male or  Female  
Date of Birth: _________________  Address: _________________________________________________

City ______________________________________________ State ________ Zip____________________

Phone #: ____________________ Work Cell Home Other #______________________________________
Referred By: ___________________________________________________________________________


 Have you ever experienced any of the following conditions? Please put C for a current condition or problem and P for a past condition or problem.
______ AIDS                 ______ Epilepsy/Seizures                      ______ Sciatica             ______ Allergies:   
______ Eczema              ______ Stiff Joints                                 ______ Fibromyalgia  

______ Anemia             ______ Headaches                                  ______ Arthritis            ______Skin Allergies:  

______ Excess Stress    ______ Heart Attack/Ailments               ______ Back Pain      
______ Hemophilia      ______ Strains/Sprains                           ______ Bursitis              ______ High Blood Pressure                  
______ Cancer:            ______ Insomnia                                     ______ Tendonitis         ______ Swollen feet/legs
                                     ______ Low Blood Pressure                   ______ Tingling             ______ Carpal Tunnel  
______ Migraines        ______ Tumors                                       ______ Colitis                ______ Circulation Problems                 
______ Constipation     ______ Varicose Veins                          ______ Whiplash           ______ Muscle Spasms                           

______ Diarrhea            ______ Deep Vein Thrombosis             ______ Diabetes             ______ Numbness    
______ Phlebitis            ______ Digestive Problems                   ______ Disc Problems    ______ Diverticulitis   
______ Psoriasis            ______ Depression                                ______ Rashes                 ______ Ringworm 

For Women Only:
______ Severe PMS    ______ Abnormal Menstrual Cramps   ______ Lack of Periods      ______ Excessive Bleeding 
Comments: _______________________________________________________________________________________________

________________________________________________________________________

Accidents/Injuries/Surgeries:

More than 5 years ago: _________________________________________________________ 

Less than 5 years ago: _____________________________________________________________________________
Serious Illness/Disease:

More than 5 years ago: _________________________________________________________ 

Less than 5 years ago: _____________________________________________________________________________

Are you receiving any medical or chiropractic care? Yes ____ No _____ If yes, please explain: ___________________ 

________________________________________________________________________________________________
Are you taking any medications? Yes ____ No _____ If yes, please explain: ___________________ 

________________________________________________________________________________________________
Are you currently experiencing any of the following conditions?

______ Pregnancy                    ______ Flu/Cold                      ______ Infection                      ______ Inflammation

______ Fever                          ______ Contagious Disease

Comments: _______________________________________________________________________________________________

________________________________________________________________________

Habits:
Substance use: Alcohol Yes ____ No _____ Tobacco Yes ____ No _____ Caffeine Yes ____ No _____ 

       Recreational Drugs Yes ____ No _____

Any diet restrictions or regimen? Please explain:  ________________________________________________________ 

________________________________________________________________________
Any sleep difficulties? Please explain:  _______________________________________________________________ 

Do you wear contact lenses? Yes ____ No _____

Do you exercise? Yes ____ No _____ If yes, how often: ______________ What kind of exercise: _________________

Where do you hold stress in your body? _______________________________________________

Do you have any especially tender to touch areas? _________________________________________

Do you have any areas you wouldn’t like touched? _________________________________________

Have you received professional massage before? Yes ____ No _____ If yes, how long ago? ______________________

What would you like to get from your sessions? _________________________________________________________

________________________________________________________________________


Please read the following and sign: 

1. I acknowledge that the above information is complete and accurate to the best of my knowledge. 
2. I understand that if 24 hours cancellation notice is not given, a missed massage fee of $50 will be expected.

3. Payment for the service is expected at the time of service.

4. If I am receiving massage through my insurance, I realize that it is a courtesy for my benefits to be checked and billed. Benefits quoted are not a guarantee of payment. I am personally responsible for understanding my massage benefits. I am also responsible for any claims not paid to the provider by my insurance company.

________________________________________________________                ________________________________

Patient Signature                                                                                                     Date
