
       Bowman Chiropractic 
  3868 East Robinson Road   7312 Niagara Falls Blvd 
 Amherst, NY 14228        Niagara Falls, NY 14304 
(716) 564-2225 (716) 236-7176

       Fax 888-484-2163 
 bowmanchiro@gmail.com 

Name: ______________________________________      Date of Birth: ____________________ Sex:          M      F 

Address_________________________________________________________________________________________________ 
    (Street)                                                                 (City)                                  (State)                 (Zip) 

Marital Status: ______________ Weight: _____________ Height: ___________Social Security Number: ___________________ 

Email: ___________________________________Home Phone: _____________________ Cell Phone: ____________________ 

Emergency Contact: ___________________________________________________Phone: _____________________________ 

Health Insurance Company Name: _______________________________________ Member ID #: _______________________ 

Name on Insurance:  __________________________________________________ Group # ____________________________ 

Family Physician Name: _______________________________________________   Phone: _____________________________ 

How did you hear about us? ________________________________________________________________________________ 
Are you currently working?     YES              NO   
*If no please list reason for unemployment ____________________________________________________________________

Occupation & Name of Employer ____________________________________________________________________________ 
       NO **** Were you hurt at work?                              YES     

**** Were you hurt in an automobile accident?      YES            NO 

Describe complaints in detail _________________________________________________________________________________ 

Approximate date your symptoms began ______________ 

Description of how your symptoms began ______________________________________________________________________ 

_________________________________________________________________________________________________________ 
Have you ever seen another chiropractor before?    YES             NO 
If yes, who? _______________________________________________________________________________________________ 
Have you been in or had any accidents or injuries?    YES                         Please explain NO 
_________________________________________________________________________________________________________ 

Have you had any surgeries or fractures?   YES                 NO  
If yes when: _______________ Please describe: __________________________________________________________________ 

Have you had X-rays, MRI, CT-Scan, Bone Scan, or Blood Work? (Please circle) 

Where: ___________________________________________ When: __________________________________________________ 

List all medications, vitamins, minerals and herbs you take __________________________________________________________ 
__________________________________________________________________________________________________________ 

List all allergies/reactions to drugs, foods or substances that you have: 
__________________________________________________________________________________________________________ 

Signature___________________________________________________   Date: ________________________________ 
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