
PATIENT APPLICATION FORM  

 
 

 

 

We specialize in assisting our patients achieve their highest level of 

health through our spinal and postural corrective programs. Our 

approach is very unique and advanced from other rehabilitative 

programs or basic chiropractic services. This allows our patients to 

achieve far superior results compared to most other systems. Please 

fill out the following information thoroughly so the doctor can let you 

know if you are a case we can accept. Please feel free to ask any 

questions if you need assistance. We look forward to serving you.  

 

Patient Signature: ______________________________________ 

 

Patient Name: _________________________________________ 

 

Date:________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



PATIENT APPLICATION SURVEY 

 
Full Name_____________________________     Today’s Date____________________ 

Date of Birth________________Age______         Gender F  M  Marital Status     S M W D 

Email_______________________________         Social Security_____________________ 

Address_________________________  City______________Zip______________ 

Home Phone____________________                  Cell Phone________________________ 

Occupation_________________________           Employer Name____________________ 

Emergency Contact_____________________     EmergencyPhone___________________ 

Who Should We Thank for Referring You to Dr. Gormley?______________________ 

 

PURPOSE OF THIS VISIT 
   

   Health Issue                             Date Condition Started        Frequency       Severity (0-10) 

1_______________________________________________________ 

 

2_______________________________________________________ 

 

3_______________________________________________________ 

 

4_______________________________________________________ 

 

5_______________________________________________________ 

 

6_______________________________________________________ 
 

Are these conditions getting worse? ❑Yes ❑No  

 Is this: ❑Constant   ❑Frequent ❑Occasional   ❑Activity Related 

 
How would you describe your pain/discomfort (check all that apply) 

● Dull  
● Achy 
● Throbbing 

● Stiff 
● Sharp 

● Stabbing 
● Shooting 
● Intense 
● Burning 
● Constricting 

● Other(please 

describe)  

_______________

 

Does your condition interfere with:  

❑ Work            ❑ Sleep       ❑ Hobbies     ❑ Daily Routine (please describe)_______________ 

 

What activities aggravate your symptoms? 

❑ Coughing    ❑ Driving    ❑ Sneezing     ❑ Sitting       ❑Bearing Down     ❑Walking   ❑ Lifting 

❑ Running    ❑ Bending     ❑ Standing     ❑ Pushing    ❑ Laying Down     ❑ Pulling    

❑Movement 

 



Is there anything which has relieved your symptoms?      ❑Yes      ❑No 

❑ Ice    ❑Heat    ❑ Massage    ❑ Resting     ❑Exercise     ❑Sitting     ❑ Standing    

❑Bracing/Taping    ❑ Stretching   ❑ ‘Popping Joints    ❑ Laying   ❑ Other________________ 

 

 

PURPOSE OF THIS VISIT (continued) 

 

Does your pain radiate from the primary area?   ❑Yes   ❑No   If yes, where?_______________________ 

 

Do you experience numbness and tingling anywhere? ❑Yes   ❑No   If yes, where?__________________ 

 

Who have you seen for this?__________________ What did they do?____________________________ 

 

How did you respond?__________________________________________________________________ 

 

EXPERIENCE WITH CHIROPRACTIC 

 
Have you seen a chiropractor before? ❑Yes     ❑No     Who?_____________________When?________ 

Reason for visits:______________________________________________________________________ 

How did you respond?__________________________________________________________________ 

Did your previous chiropractor take before and after x-rays?       ❑Yes   ❑No 

Did you know posture determines your health?                    ❑Yes   ❑No 

Are you aware of any of your poor posture habits?                       ❑Yes   ❑No 

Please Explain:_______________________________________________________________________ 

Are you aware of poor posture habits in your spouse or children?  ❑Yes   ❑No 

Please Explain:_______________________________________________________________________ 

 

The most common postural weakness is Forward Head Syndrome (text neck) and Chronic Lumbopelvic 
Dysfunction (CLD). Even less severe forms of this posture can cause many adverse effects on your 
overall health.  

 

Have you ever been told or felt like you carry your head forward, noticed a rounding of your shoulders or 
developing a “hump “at the base of your neck or experienced tight/stiff low back and hips, difficulty 
standing for extended periods of time, sciatica, pins & needles into the legs or neuropathy into the feet?       

❑Yes      ❑No 

 

HEALTH LIFESTYLE 

 
Do you exercise?     ❑Yes      ❑No            How often?  1x 2x 3x  4x  5x  per week      Other:__________ 

 

What activities?     ❑Running/Walking     ❑Weight Training     ❑Cycling     ❑Yoga/Pilates   

❑Other:_____ 

 

Do you smoke?       ❑Yes      ❑No                        How much?_____________________________ 

 

Do you drink alcohol?       ❑Yes      ❑No          How much/week?___________________________ 

 

Do you drink coffee?     ❑Yes      ❑No              How many cups/day?________________________ 

 

Do you take any supplements? (i.e.vitamins, minerals, herbs)________________________________ 

 

Health Conditions 



Abnormal postural habits or distortions are the result of trauma or stress to the body that have misaligned 
the vertebrae in your spine. When these vertebrae are twisted from their normal position, they will cause 
stress to the spinal cord and the delicate nerves that pass between the vertebrae. These misalignments 
are called subluxations (sub - lux - a - shuns). It has been extensively documented those subluxations, 
causing stress to your nerves, will weaken and distort the overall structure of your spine. This results in a 
weakened and distorted POSTURE. Postural distortions have many serious and adverse effects on your 
overall health and after all your posture is the window to your spine and your spine is the window to your 
health. The most common and detrimental postural distortions are Forward head syndrome (text neck) 
and Chronic lumbopelvic dysfunction weakening the entire body. Please check any health condition you 
may be experiencing, now or in the past. 

 

 

MEDICAL HISTORY 
Do you or any one in your family been diagnosed with any of the following: 

❑ Diabetes     ❑ Varicose Veins      ❑ Neurological Problems      ❑ lung disease            ❑ Rheumatic 

Fever 

 

❑ Circulatory Problems     ❑ Stroke     ❑ Heart Murmurs       ❑ High Blood Pressure     ❑ Heart disease 

 

❑ Cancer      ❑ Osteoporosis         ❑ kidney disease              ❑ Seizures       ❑ Migraine     ❑Headaches 

 

❑ Liver Disease             ❑ Metal Implants          ❑ Infectious Disease        ❑ Gallbladder    

 

❑ Broken ones/Fractures       ❑ Appendectomy         ❑ Tonsillectomy       ❑ Hernia        ❑ Pneumonia 

 

❑ Polio         ❑ Tuberculosis         ❑ Anemia         ❑ Whooping Cough        ❑ Chicken pox   

 

❑ Mumps      ❑ Measles       ❑ Thyroid        ❑ Smallpox     ❑ Influenza      ❑ Pleurisy     ❑ Arthritis 

 

❑ Epilepsy    ❑ Difficulty Urinating        ❑ Eczema       ❑ Gout    ❑ Prostate      ❑ Glaucoma     ❑ AIDS 

 

Current Medications: 

Over the counter medication (please list) __________________________________________________ 

 

Prescription medication (please list)______________________________________________________ 

 

Others/supplements (please list)__________________________________________________________ 

 

Please list any medication you are allergic to________________________________________________ 

 

Please list any allergies and reactions: (include dietary allergies)_________________________________ 

 

Previous Surgeries (all type)                                                                               Approximate date: 

1.___________________________________________                                  ______________________ 

 

2.___________________________________________                                  ______________________ 

 

3.___________________________________________                                  ______________________ 

 

PRIMARY CARE PHYSICIAN INFORMATION 

 
Doctor’s Name_________________________________ Specialty_______________________________ 

Address______________________________________  City_____________________Zip___________ 

Telephone____________________________________  Last Date of Visit_________________________ 

 



In order to provide complete and wholesome care, we will communicate with your primary care physician 
regarding past, present, and future health concerns. By signing below, you authorize us to contact your 
physician, request medical records, and/or co-manage your healthcare needs. 

 

Patient’s Name (Please Print)__________________________________ 

Patients Signature ___________________________________________Date__________________ 

Minor’s Name (Please Print)____________________________________ 

Guardian’s Signature _________________________________________Date__________________ 

 

 


