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Dr. Patrick S. Connelly  
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860.267.6688 

 
 

WELCOME TO OUR OFFICE  
 

Welcome! Our efforts are to make your experience here helpful, friendly, and informative. To achieve this, 
please fill in the information below.  
 
 
Name __________________________________________________________________ 
 
Previous Chiropractic care:  
 
           Whom? __________________________________________________________ 
 
           Where? ___________________________________________________________ 
 
            How Long? _______________________________________________________ 
 
 
Who referred you here?  
 
           Name ____________________________________________________________ 
 
           Relation __________________________________________________________ 
 
 
 
 
 
Today we will determine if we can help you. In order to do that, we need to do the following: 
 

1) Review your health history  
2) Perform an examination  
3) If necessary, perform and X-ray examination  
4) Explain how chiropractic can help you  

 
 

 
 
 
 
 
 
 



CONFIDENTIAL HEALTH INFORMATION  
  

                                            DATE __________________ 
 
NAME _________________________________Phone (h)___________________(w)__________________(c)__________________ 
 
ADDRESS_____________________________________ CITY________________________________ ZIP CODE_____________ 
 
E-MAIL______________________________________ AGE _____ DATE OF BIRTH __________________________________  
 
OCCUPATION_________________________________________ EMPLOYER________________________________________ 
 
MARITAL STATUS_________________________________ NAME OF SPOUSE______________________________________ 
 
AGES OF CHILDREN_____________ EMERGENCY CONTACT NAME & PHONE _________________________________ 
 
REASON FOR CONTACTING THIS OFFICE: (please be specific) 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
 
If there is a complaint or problem currently, please answer the following: 

When did it start? _________________________________________________________________________________ 
 Have you ever had these symptoms before? _______________________________________________________ 
 Are your symptoms _____getting worse _____coming and going ____constant? 
              Are your symptoms interfering with your _____work _____sleep _____daily routine ____other? 
              What aggravates your symptoms? ________________________________________________ 
               Have you consulted other doctors for these symptoms? _____ If so, whom_________________________ 
               ____________________________________________________________________________________________________     
Please list significant health problems you have had in the past. __________________________________________ 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
 
Please list any falls, injuries or accidents you have had.  Include playing contact sports.________________ 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
 
Have you ever broken bones?  ____yes ___no If yes, how? ___ ____________________________________________ 
 
Have you had any surgeries or operations in the past? (include dates)_____________________________________ 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
 
Please list any medication you currently take (including birth control pills).  
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
 
Please list any family history of health problems including conditions that are not related to the spine. 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 



 



 



INSURANCE INFORMATION:  
 
Is your condition due to an auto accident or job related injury       □ Yes     □ No  
 
Do you have Health Insurance?    □ Yes   □ No      If yes: 
 
        Insured’s Name (if not patient)____________________________________Phone_______________    
        Policy Holder (i.e. Employer) _________ ___________________________Phone_______________ 
       Address ______________________________________________________Zip _________________ 
       Insurance Company ____________________________________________ Phone_______________ 
       Address ______________________________________________________Zip _________________ 
       Name of Examiner or Agent (worker’s comp. only) _______________________________________ 
       Claim #________________________Policy # _______________________If accident, Date_______ 
       Attorney’s Name ______________________________________________Phone________________ 
       Address______________________________________________________Zip__________________ 
 
Are you covered by Medicare?      □ Yes       □ No 
 
AUTHORIZATION TO PAY PHYSICIAN  
 
I hereby authorize ____________________________________________Insurance Company to 
pay by check made out and mailed directly to East Hampton Chiropractic, the medical and surgical expenses benefits 
allowable, and otherwise payable to me under my current insurance policy, as payment toward the total charges for 
Professional Services Rendered.  This payment will not exceed my indebtedness to above mentioned assignee and I have 
agreed to pay, in a current manner, any balance of said Professional Service charges over and above this insurance 
payment.   
 
                  Patient’s Signature _________________________________________Date _____________ 
 
OFFICE POLICY  
 
I understand and agree that health and accident policies are an arrangement between an Insurance carrier and myself. 
Furthermore, I understand that this Chiropractic Office will prepare any necessary reports and forms to assist me in 
making collection from the Insurance Company and that any amount authorized to be paid directly to this Chiropractic 
Office will be credited to my account on receipt. However, I clearly understand and agree that all services rendered me 
and charged directly to me and that I am personally responsible for payment. I also understand that if I suspend or 
terminate my care treatment, any fees for professional services rendered me will be immediately due and payable.   
 
                Patient’s Signature ____________________________________________________________    
               Guardian or Spouse’s Signature _______________________________Date_______________ 
 
I will be paying today by  __________cash __________check ____________credit card  
Card Name/Number ________________________________ Exp Date _________________ 
 
This to certify that to the best of my knowledge I am NOT pregnant and the EHC has my permission tot take x-rays of me.  
 
                 Patient’s Signature _____________________________________ Date _________________ 
 
I hereby give my consent to EHC to examine, x-ray and treat my child of ward  
____________________________________________________________________________ 
 
Guardian’s Signature ________________________________________Date _______________ 
 
 


