Haberski Wellness Center   

798 Rays Rd., Suite 103

Stone Mountain, GA 30083

404-294-5050                                              
NEW PATIENT INFORMATION
(PLEASE PRINT)
                                                                                                                          HOME PHONE ___________________
                                                                                                                            CELL PHONE ___________________

Name _________________________________________ Email__________________________________________ 
Address _____________________________________ City ____________________ State ______ ZIP __________
Age _________ Birthdate ___ / ___ / ______ Sex ________  Marital Status ___________No. of Children ________ 
Occupation ______________________________________________ Social Security # ______ - ______ - _______

Employed By _______________________________ Address ____________________________________________

Work Phone _______________________________ Referred By _________________________________________

Have you ever had chiropractic care before? (     ) YES    (     ) NO

If yes, where and when: _________________________________________________________________________

Please list your chief complaints in order of severity . . . . 

1) ___________________________________________________________________ For how long _____________

2) ___________________________________________________________________ For how long _____________

3) ___________________________________________________________________ For how long _____________

Caused By:  Fall ______ Strain _______ Accident ________ Gradually Onset _______

List other doctors consulted for these conditions . . . . . 

1) ___________________________________________ Address _________________________________________

Treatment: ____________________________________ Results _________________________________________

2) ___________________________________________ Address _________________________________________

Treatment: ____________________________________ Results _________________________________________

Are you on any medications now? (    ) Yes (    ) No List: ________________________________________________

_____________________________________________________________________________________________
Do you take any over the counter pharmaceuticals? (    ) Yes (    ) No List: __________________________________

Do you take vitamins or herbs? (    ) Yes (    ) No List: __________________________________________________
_____________________________________________________________________________________________
Type and amount of exercise: _____________________________________________________________________
Any previous serious disorders or health problems? ____________________________________________________

_____________________________________________________________________________________________
Please list any operations you had: _________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________
Have you ever broken or fractured any bones? _______________________________________________________
Family health history?  (  ) Cancer (  ) High Blood Pressure (  ) Heart Disease (  ) Stroke (  ) Diabetes (  ) Asthma          (  ) Autoimmune (  ) Neurological conditions _________________________________________________________






( Case No. )








