
Binder Family Chiropractic S.C. 

Dr. Kellen and Amanda Binder D.C. 
Please Print Clearly and Fi l l  in Completely  

CONFIDENTIAL PATIENT HEALTH RECORD     Date:____________________________ 
----------------------------------------------------------------------------------------------------------------------------------------------------------------

PERSONAL HISTORY 

Name: _____________________________________________    Birth Date:_____/_____/________ Age: ______ 

Sex:    Male  Female 

Address: _____________________________________________________________________________  Apt: _______ 

City: ______________________________________________ State: _______   Zip: ______________________ 

Home Phone: ______________________________________ Cell Phone_____________________________________ 

Email: ________________________________________ Referred to this office by: _______________________________ 

Occupation:________________________________________ 

Name of Spouse: ____________________________________  

Name/Number/Relationship of Emergency Contact ________________________________________________________ 

I understand that Binder Family Chiropractic may or may not be an in-network provider for my insurance plan. Binder 

Family Chiropractic will seek to verify my specific benefits as quickly as possible and advise me of such. Furthermore, I 

understand that this office will prepare any necessary reports and forms to ensure an efficient collections process from 

my insurance company, and the authorized amount will be paid directly to Binder Family Chiropractic and credited to my 

account upon receipt. However, I clearly understand and agree that I am personally and immediately responsible for 

payment if/when my insurance company denies payment, or applies claims to my deductible for any previously provided 

services. 

Sign: ____________________________________ Date: ________________________ 

CURRENT HEALTH CONDITION 

What brought you into the clinic? 
_______________________________________________________________________                                                          _ 

 I am here for Wellness/Preventative care  

MECHANISM OF ONSET: Before you began to suffer with this problem, was there an earlier accident, injury, or condition 
that may have been directly related to this problem? (Such as a fall, an auto injury, sports trauma, or repetitive motion 
on the job?_________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

VERTEBRAL SUBLUXATIONS IRRITATE DIFFERENT FIBERS IN NERVES; WHICH BEST DESCRIBES YOUR CONDITION: 

 Burning      Diffuse       Dull/Aching        Localized         Sharp    Shooting  Stabbing       Tingling 
 
 Radiating        Other: ________________________________________ 

 
 

 



 

DAILY ACTIVITIES 

Carrying Groceries………………..... No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Sit to Stand……………………………… No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Climbing Stairs………………………… No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Pet Care………………………………….. No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Driving …………………………………… No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Extended Computer Use…………. No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Household Chores…………………… No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Lifting Children……………………….. No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Reading/Concentration…………… No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Bathing……………………………………. No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Dressing…………………..……………… No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Shaving……………………………………. No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Sleep……………………………………….. No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Static Sitting…………………………….. No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Static Standing…………………………. No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Yardwork…………………………………. No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Walking……………………………………. No Effect  Painful (can do)  Painful (limits)  Unable to Perform 
 

SOCIAL HISTORY QUESTIONAIRRE 

FAMILY 
History of Heart Disease? Paternal Maternal 
History of Cancer?  Paternal  Maternal 
Other? _________________________________________ 

Has there been any other injury to your spine you feel the doctor should know about? ____________________________ 

______________________________________________________________________________________________       _ 

____________________________________________                                                                                                                     _

 



Circle the areas where you have any problems. 
Please also describe these problems. 

 

Your Signature Below, Please: 

Thank you for being completely thorough!  

 

___________________________                                       _  

Date: ________________ 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


