
Michael J. Snyder, D.C. 
1601 Dove St. #170 

Newport Beach, CA 92663 
949-229-5297 

   
 
Emergency Contact_______________________Phone (_____)__________________________________________ 
 
How did you hear about us?______________________________________________________________________  
 
Your Age___________ Height________ft.__________in. Weight______________lbs 
 
Chiropractors you have seen before: 
Name________________________________________City____________________State____When____________ 
Name________________________________________City____________________State____When____________ 
 
List medical doctors seen within past year: 
Name________________________________________City____________________State____When____________ 
Name________________________________________City____________________State____When____________ 
Date of last physical examination___________________________________________________________________ 
 
X-Rays (last taken and body region)________________________________________________________________ 
MRI (last taken and body region)___________________________________________________________________ 
 
List all surgeries: 
Type________________________________________________________________________When____________ 
Type________________________________________________________________________When____________ 
Type________________________________________________________________________When____________ 
 
Past accidents or injuries: 
Type_______________________________________________When__________Hospitalized? Yes_____No______ 
Type_______________________________________________When__________Hospitalized? Yes_____No______ 
Type_______________________________________________When__________Hospitalized? Yes_____No______ 
 



 
 

 

 



 
 

 
 
 
 
 
 
Past and Present Conditions 

 
 



 

 
 
 

How many hours of sleep do you get per night ________Type of mattress__________________________________ 
How old is your mattress ____________ How many pillows do you sleep with_______________________________ 
Do you sleep on your: _______Side _______Stomach _______Back 
Do you: _______ watch TV in Bed _______Read in bed _______  use a laptop in bed 
How many hours a day do you spend on the computer _____Does sitting at the computer bother your condition_____ 

 

Do you wear: _____ Arch Supports _____Heal Lifts _____Inserts _____Orthotics _____Braces  ______Supports 
If so please explain _____________________________________________________________________________ 
Do you:  ______Run ______Bike ______Swim ______ Work Out ______Yoga ______Play other sports 
How much and how often do you exercise____________________________________________________________ 
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 
Is your current condition interfering with your exercise program and if so how ________________________________ 
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 
If you don’t or can’t exercise at the moment, what are your future exercise goals______________________________ 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 

 

List medications and/or vitamins & minerals you are taking: 
Type____________________________________________For________________________How long___________ 
Type____________________________________________For________________________How long___________ 
Type____________________________________________For________________________How long___________ 
Type____________________________________________For________________________How long___________ 
Type____________________________________________For________________________How long___________ 
Type____________________________________________For________________________How long___________ 
Type____________________________________________For________________________How long___________ 
Type____________________________________________For________________________How long___________ 

 
“I clearly understand and agree that all services rendered to me are charged directly to me and that I am responsible 
for payment.  I also understand that payment for services rendered is due at the time of service unless other 
arrangements are made.” 
 
 
Patient Signature________________________________________________________ Date_________________ 
Guardian or Spouse’s Signature Authorizing Care______________________________ Date_________________ 
Information Taken By____________________________________________________ Date__________________ 


