
Reason for Visit / Primary Complaint:  _________________________________________________  

When did this symptom begin? _______________________________________________________  

Does the discomfort from this symptom seem to be getting worse? __________________________  

On a scale of 1-10 (10 being worse), How would your rate your pain? ________________________  

Is this from injury, if yes:  ___________________________________________________________  

Name:  __________________________________________________________  
 

Date: _______________  Date of Birth: ___________ Age: _________________  

Which physician are you here to see?  (leave blank if unsure) 
 □ Dr. Brian Grindstaff, Chiropractor     □ Dr. Sterling Foster, Chiropractor 

Mark if you have had any of the following:  
3 Headaches / Migraines 
3 Neck Pain and Stiffness 
3 Jaw Pain / TMJ 
3 Upper or Mid-Back Pain/Stiffness 
3 Shoulder Pain  
3 Elbow/Arm/Hand Pain 
3 Low Back Pain 
3 Hip / Leg / Knee Pain 
3 Tingling/Numbness  
3 Memory Loss 
3   Difficulty Walking 

3 Dizziness / Fainting 
3 Ringing in Ears 
3 Ear Infections 
3 Foot/Ankle Pain 
3 Sinus Trouble 
3 Shortness of Breath 
3 Anxiety / Depression 
3 Difficulty Sleeping 
3 Fatigue /Tiredness 
3 Nausea 
3 Diarrhea / Constipation 
3 Other Digestive Trouble 

3 Cold Hands/Feet 
3 Hypertension 
3 Heart Disease 
3 Arthritis 
3 Cancer 
3 Fibromyalgia 
3 Diabetes / Hypoglycemia 
3   Bowel / Bladder Problems 
3   Morning Stiffness 
3   Fever 
3   Weight Loss 
3   Muscle Spasms 

What have you tried already?   Medicine   Surgery   Physical Therapy  Chiropractic  TENS  
     ESI / Blocks Nothing   Other ________________________________________________________  

Have you been hospitalized from pain?   Yes   No   If Yes, explain_____________________________  
Name and Phone Number of Medical Doctor: _____________________________________________  

Height: ________________  Weight: ___________________________________________________  
 

Please list the date of last: 
   Physical Exam______________   Spinal Exam _________________ Blood Test  _______________  

   Chest X-ray________________   Spinal X-Ray_________________ Urine Test ________________  
   Dental X-ray_______________   MRI / CT / Bone Scan ___________________________________  

For Women:    Are you Pregnant?   Yes   No           Due Date _________________________________  
For Women:    What is the date of your last Mammogram? ___________________________________  

For Women:     When was your last menstrual period? ______________________________________  
 

Injuries and Surgeries 

Falls ______________________________________________________________________________  
Head Injuries _______________________________________________________________________  

Broken Bones ______________________________________________________________________  
Dislocations ________________________________________________________________________  

Hospitalizations _____________________________________________________________________  
Surgeries __________________________________________________________________________  

Have you ever been involved in a motor vehicle accident? If yes, please describe: _________________  
 __________________________________________________________________________________  

Patient History and Registration 

Patient Condition 

Health History 

www.westhavenhealth.com 1025 WESTHAVEN BLVD. SUITE 210, FRANKLIN, TN 37064  (615) 465.6768  

CHIROPRACTIC · REHABILITATION · PAIN MANAGEMENT · MUSCLE THERAPHY 



Do any of the following make the pain worse? (please circle all that apply) 
     Coughing     Sneezing     Sitting     Standing     Lying Down    Walking    Physical Activity 
     Other ___________________________________________________________________________  
 
Do any of the following make the pain better? (please circle all that apply) 
     Relaxation     Sitting     Standing    Lying Down     Alcoholic Drinks     Heat / Cool     Walking   
     Medicine     Other _________________________________________________________________  
 
Is this injury from a work related accident? _______________________________________________  
 
Is this from an auto related accident? ____________________________________________________  

Health History (cont.) 

Family History 

Cancer ____________________________________________________________________________  

Diabetes ___________________________________________________________________________  

Heart Disease _______________________________________________________________________  

Spine Problems _____________________________________________________________________  

Arthritis ___________________________________________________________________________  

Bleeding Disorders __________________________________________________________________  

Auto Immune  ______________________________________________________________________  

Mental Illness _______________________________________________________________________  

Lifestyle (circle all that apply) 
Exercise  Work  Habits   

None  Sit  Smoke 

Moderate Stand  Alcohol 

Daily  Light Labor Coffee / Caffeine 

Heavy  Heavy Labor High Stress 

Medications (Please list all) 

 _____________________________________________________________________________________________________  

 _____________________________________________________________________________________________________  

 _____________________________________________________________________________________________________  

 _____________________________________________________________________________________________________  

 _____________________________________________________________________________________________________  

 _____________________________________________________________________________________________________  

Vitamins and Supplements (Please list all) 

 ________________________________________________  

 ________________________________________________  

 ________________________________________________  

 ________________________________________________  

Allergies (Please list all) 

 _____________________________________________________________________________________________________  

 _____________________________________________________________________________________________________  

 _____________________________________________________________________________________________________  



Personal Information 

Address:  __________________________________  

City/State/Zip Code:  ________________________  

Home Phone: (       )  _________________________  

Work Phone: (        )  ________________________  

Cell Phone: (        )  __________________________   

Mobile Carrier: _____________________________  

Email: ____________________________________  

Age: _____Sex:   M   F       Marital Status: S M D W 

Patient’s Soc. Sec. # _________________________  

Occupation:  _______________________________   

Employer’s Name:  __________________________  

Work Address:  _____________________________  

City/State/Zip Code:  ________________________  

Who may we thank for referring you / which event did 
you attend? ________________________________  

Family Information 

Spouse’s Name:  ___________________________  

Child’s Name:  __________________________________ M   F   DOB ____________________________  

Child’s Name: ___________________________________ M   F   DOB ____________________________  

Child’s Name: ___________________________________ M   F   DOB ____________________________  

Demographic Information (Please circle) 

Ethnicity:  Hispanic/Latino  Non-Hispanic/Latino 

 I decline to answer 

Preferred  Language:  English    Other __________  

Race(s)  American Indian   Alaska Native   Asian        

 Black/African American                White 

 Native Hawaiian or other pacific islander 

 I decline to answer 
Insurance  Information (May we please copy your 

care with photo id) 

Insured’s Name ____________________________  

Insured’s Soc. Sec. # ________________________  

Relationship to Patient:  ______________________  

Insured’s Date of Birth: ______________________  

Insured’s Employer: ________________________  

Address __________________________________  

Phone number: _____________________________  

Patient Information 

Emergency Contact Information  
Name ________________________________________ Relationship:  ____________________________________  

 

Home Phone: (         )     _________________________ Work Phone: (          )  _____________________________  

Authorization and Release  Please read and initial each line below and sign at the bottom. 

________I hereby authorize Integrated Spine & Joint, PLLC to release information requested by my insurance carrier and/or     
Workers’ Compensations carrier. Additionally, I authorize Integrated Spine & Joint, PLLC to release information to any hospital 
or physician I may be referred to by this health care provider. 
________I hereby acknowledge and authorize assignment and payment directly to Integrated Spine & Joint, PLLC of any major 
medical benefits and/or Medicare due me. I understand and acknowledge that insurance may not and that Medicare does not pay 
one hundred percent (100%) of the medical charges. I accept that I may need to sign an ABN form for future visits. I hereby 
acknowledge and agree to pay any and all charges that exceed or that are not covered by insurance and/or Medicare, including any 
deductible. I also acknowledge that I am responsible for reasonable interest, collection, fees, attorney fees of the greater of a) forty 
percent (40%) or b)$300.00 of the outstanding balance and/or court costs incurred in connection with any attempt to collect 
amounts I may owe. 
_________Payment is due at the time services are provided. Every effort is made to bill most insurances. Your Cooperation is  
essential – please provide correct and current copies of any and all insurance cards. If there has been a change in you insurance, 
address, telephone number, and/or employment since your last visit, please notify the receptionist prior to being seen by the health 
care provider. If special arrangements are necessary, please speak with the office manager prior to being seen. 
_________We want to thank you for choosing us as your health care provider.  In order to provide you and our other patients with 
the best care, we request that you follow our guidelines regarding broken and/or cancelled appointments.  Please remember that we 
have reserved appointment times especially for you.  Therefore, we request at least 24-hour notice in order to reschedule your   
appointment.  This will enable us to offer your cancelled time to other patients.  Our office does reserve the right to charge for a 
cancellation with less than a 24-hour notice and broken appointments.  Thank you for your consideration of our policies. 
 
Patient/Guardian Signature: _______________________________ Date:  _____________________________  




