
Optimal Health Chiropractic
6420 W. Spring Mountain Rd.

Las Vegas, NV 89146
702-838-1200

PATIENT DEMOGRAPHIC INFORMATION

Date:___________________

Last Name:                                                 First:                                                  M.I.

Address

City:                                                      State:                             Zip Code:

Phone: Home                                     Work:                                Cell:

Employer’s Name:                                               Employer’s Address:

Social Security #:                                                   Age:

Date of Birth:                                         Gender: M    F  

Please circle one that applies:

Single                Divorced                                 Married                         Widowed

Number of children and Ages:

Spouse’s Name:

Spouse’s Employer and Work Number:

Other Nearest Relative or Contact Person:                                              Phone:

Have you received chiropractic care in the past?      Yes       NO                 When?

If yes, please give name of the Chiropractor:

Please describe the reason for previous care:

Name of your Medical Doctor:

How did you hear about us? _______________________________________________________


