
 
Welcome to Our Office 

PATIENT INFORMATION 
Name          Date (first appointment) 
Address                                                                       City                                                            State                         Zip   
Home Phone                                           Cell Phone                                                   Email 
Birth Date                                          Age                  Sex:   M    F      Marital Status   M    S     W    D    Number of Children 
Occupation                                                                 Employer                                                                               Yrs Employed   
Work Phone                  Yes, please text me for appointment reminders 

How did you hear about us?                                                                                                    Do you have insurance? Yes    No    
Emergency Contact# / Relationship ____________________________________________ (If you have an insurance card, please give it to the staff to copy) 

FOR WOMEN 
Are you pregnant?  Yes    No     Date of last menstrual period                                                           Sex of Baby ____________ 

If pregnant, congratulations! How many weeks? __________  Your estimated due date: ________________   
Where will you be birthing your baby?  Home  Birthing Center   Hospital  Other ___________________ 
Name of OBGYN or Midwife: _____________________________________________ 

 

PATIENT’S CONDITION 
Reason for seeking chiropractic care_________________________________________________________ 
__________________________________________________________________________________ 
 

Have you ever been under chiropractic care before? Yes   No   When was your last visit? _____________________ 
Name of previous chiropractor: __________________________________ How long under care? _________________  
CHECK ANY THAT APPLY: 
HEAD 
 Headache 
entire head 
back of head 
forehead 
temples 
migraine 

Head feels heavy 
Loss of memory 
Light-headedness 
Fainting 
Sensitivity to light 
Loss of smell 
Loss of taste 
Loss of hearing 
Pain in ears 
Ringing/buzzing in ears 
Dizziness 
 

NECK 
Pain in neck 
Neck pain with movement 
Stiff neck 
Muscles spasms in neck 
Grinding/popping sounds in neck 
 
 

SHOULDERS, ARMS, HANDS 
Pain in shoulder (R or L) 
Can’t raise arm (R or L) 
above shoulder level 
over head 

Pain in upper arm (R or L) 
Pain in forearm/wrist (R or L) 
Pain in hands/fingers (R or L) 
”Pins & needles” in 
arms/hands/fingers   
Numbness in arms/hands (R or L) 
Cold hands (R or L) 
Swollen/sore joint in fingers (R or L) 
Weak grip strength (R or L) 
 

MID BACK 
Mid back pain 
Pain between shoulder blades 
Mid back stiffness 
 

ABDOMEN 
Nervous stomach 
Nausea 
Gas 
Constipation 
Diarrhea 
Vomiting 

 
LOW BACK 
Low back pain 

Worse when: 
standing 
sitting 
laying down 
lifting 
bending 
coughing 

Low back feels out of place 
Muscle spasms 
Stiffness 
 

HIPS, LEGS & FEET 
Pain in buttocks (R or L) 
Pain in hip joint (R or L) 
Pain down leg (R or L) 
Leg cramps (R or L) 
Sensation of pins & needles in legs  
Pain in knee (R or L) 
Pain in foot (R or L) 
Numbness of legs/feet/toes (R or L) 
Feet feel cold (R or L) 
Cramps in feet (R or L) 
Swollen ankles/feet (R or L) 
 

 
CHEST 
Chest pain 
Shortness of breath 
Pain around ribs 
Chronic cough 
Acid reflux 
Irregular heartbeat 
 

GENERAL 
Anxiousness 
Irritable 
Depressed 
Fatigue/chronic tiredness 
Loss of sleep 
Loss of weight 
Loss of concentration 
 

CONDITIONS 
High Blood Pressure 
Cancer 
Diabetes 
Stroke 
Overweight/Obese 
OTHER______________________ 
OTHER ______________________

If you have pain, how severe is it? (circle)  0         1          2          3          4          5          6          7         8         9         10  

                                                    None                                                                                                Unbearable  
 

Please mark X on the body diagram where you have problems 
 
 
 
 
 
 
 
 



Physical Stress 
List childhood illnesses (asthma, chicken pox, etc.) -
__________________________________________________________ 
Have you been in any accidents? Yes   No   If yes, describe_______________________________________________ 
Do you play any sports? Yes   No  If yes, describe______________________________________________________  
Have you fallen/slipped/had a concussion? Yes   No  If yes, describe________________________________________  
Have you had any surgeries? Yes   No   If yes, describe__________________________________________________ 
Other ____________________________________________________________________________________________ 
 

Emotional Stress 
Childhood Trauma Yes   No  Loss of loved one         Yes   No  Abuse     Yes   No 
Work or School        Yes   No  Divorce/Relational        Yes   No    Financial Yes   No 
Lifestyle change      Yes   No  Family issue/Parents’ divorce Yes   No  Illness      Yes   No 
Other ____________________________________________________________________________________________ 
 

Chemical Stress 
Were you vaccinated? Yes   No If yes, did you have any adverse reactions?  Yes   No 
Was there any prolonged use of medications such as antibiotics, steroids or inhalers as a child?  Yes   No 

If yes, describe _________________________________________________________________________________ 
Do you smoke cigarettes, cigars, cannabis? Yes   No  Other  How often? __________________________________ 
Have you been exposed to any of the following toxic chemicals?    

Second-hand smoke    Prolonged drug therapy    Radiation    Chemotherapy Other__________________ 
Do you have allergies? Yes   No   To what? ___________________________________________________________ 
Do you consume any of the following presently? 
Coffee   Alcohol   Tobacco   Over-the-counter medicine    Prescription medicine   Soda(regular/diet) 
Please list all medications you take 
______________________________________________________________________ 
 
FAMILY HEALTH PROFILE 
Your family’s health is relevant and important to us.  Please describe the health of your family/relatives. 
Mother____________________________________________________________________________________________ 
Father____________________________________________________________________________________________ 
Siblings___________________________________________________________________________________________ 
Spouse____________________________________________________________________________________________ 
Children___________________________________________________________________________________________ 
 
QUALITY OF LIFE 
Mark X on the line where you believe your state of health is. 
 
 
 
Poor                                                 Fair                                Good               Excellent                              Optimal             
 

How much water do you drink a day? _________________________ 
Do you exercise?  Yes   No    Do you have access to a gym/health club? Yes   No    
What does your exercise routine look like, if any?__________________________________________________________ 
Do you take vitamins/supplements? Yes   No  List: 
______________________________________________________ 
How many hours do you watch TV and use a computer/electronic device per day? ______________________________ 
 
CERTIFICATION OF FACTS/FINANCIAL AGREEMENT 

By signing below I certify that the above information is correct to the best of my knowledge. I understand that I am 
financially responsible for my care.  If I have insurance, I authorize payment of benefits to Dr. Cassandra Sepulveda and 
authorize the release of any medical information necessary to process claims.  I understand that I am responsible for co-
payments, deductibles, co-insurances and non-covered services.   
 
 
Patient’s Signature_____________________________________________________________   Date________________________ 

158 East Foothill Blvd., Suite A ▪ Arcadia, CA 91006 
 



PREGNANCY QUESTIONNAIRE

Congratulations on your pregnancy!  This questionnaire is designed to help me get a better understanding of your past
birthing experiences and current birthing goals/wishes so that I can better support you in the best way possible.

I look forward to meeting you! - Dr Sepulveda

1. Is this your first pregnancy?   YES    NO      If no, how many pregnancies have you had? _________________________________

2. How do you feel this pregnancy is going so far? _____________________________________________________________________________

3. Did you have a hard time during the first trimester for this pregnancy?    YES     NO

a. If so, what was difficult? ______________________________________________________________________________________________

4. If you have had previous births please give me a general idea of  how your birthing process AND postpartum period
was for each one:
(i.e. hospital birth, labored for 24 hours, vaginal birth, 3rd degree tear, no complications, no postpartum depression,
experienced urinary incontinence)

a. ___________________________________________________________________________________________________________________________

b. ___________________________________________________________________________________________________________________________

5. Do you plan on hiring a doula for this birth?  YES   NO

6. Have you been fairly active during pregnancy?  YES  NO
a. If so, what activities have you been doing? ____________________________________________________________________________

7. Have you tried breastfeeding before in the past?  YES  NO

a. If so, how did it go? _______________________________________________________________________________________________________

8. Are you anxious about this pregnancy at all?

a. If so, what specifically about? ____________________________________________________________________________________________

9. Have you taken (or plan to take) any birthing related classes?    YES     NO

a. If so which one(s)?________________________________________________________________________________________________________

10. Lastly, Is there anything else that you’d like to add or specifically how I can support you during this pregnancy?

a. ______________________________________________________________________________________________________________________________

b. ______________________________________________________________________________________________________________________________

Thank you for taking the time to do this questionnaire! I look forward to meeting you soon :)







AHC OFFICE POLICIES & PATIENT FINANCIAL RESPONSIBILITY

Thank you for choosing Arcadia Health Chiropractic for your health care needs. We are honored by your choice and are
committed to providing you with the highest quality of care.

We ask that you take a moment to thoroughly read and sign this form to acknowledge your understanding of our office
policies and financial agreement which are as follows:

FINANCIAL AGREEMENT
● The patient is ultimately fully responsible for the payment of all charges or fees for services provided, regardless of

any contract of insurance, any action at the court, any settlement, structured settlement, verdict, or arbitration award
which may be received or be due, or the course of outcome of any dispute regarding the same.

● The patient is aware that failure to pay for his/her treatment and care will result in the collection actions being taken
to collect debt (i.e. being sent to collections agency)

● The patient is responsible for any costs associated with the collection of patient balances
● The office charges a $30 fee for non-sufficient funds for returned checks.
● PrePaid packages expire 12 months from the date of purchase and are non-refundable/non-transferable. Any

remaining balance on your plan after this time can be credited towards regular visits at the current pricing schedule.

INITIAL _____________

NEW PATIENT APPOINTMENTS
All new patient appointments require a $100 deposit to reserve your appointment. This deposit will then be applied to your
first visit. Failure to cancel or reschedule this appointment with at least a 24 hour notice will result in a loss of this deposit.

INITIAL _____________

SCHEDULING APPOINTMENTS
Please respect our time and let us know at least 24-hours in advance if it is necessary to reschedule your appointment – we
may have other patients who would like to schedule an appointment during your original time slot.  Our office staff usually
sends appointment reminders whenever possible as a courtesy, however it remains your responsibility to remember your
appointment day and time in event you do not receive a reminder.

INITIAL _____________

LATE CANCELLATION/NO SHOW FEES
Failure to contact us at least 24 hours in advance to cancel/reschedule your appointment will result in the full cost of your
appointment that will be due on your next visit. If you are under a pre-paid treatment plan, one visit will be deducted from
your plan.

INITIAL _____________

LATE APPOINTMENT ARRIVALS
If you are running more than ten minutes late to your appointment, please contact us as it may be possible that your office visit
will be shorter than normal or need to be rescheduled. Dr. Sepulveda may be able to see you in the remaining time only if it
does not compromise the quality of your care or another patient’s appointment time.

INITIAL _____________

I, (print name) understand and agree to the terms of this policy.

________________________________________________________________                                           __________________________________
Signature                                                                                                                                  Date


