
Welcome To Scarffe Chiropractic, P.C. 

(616) 383-1021 
 

Name:                                                                                                        Today’s Date:  

What You Prefer to be Called: 

Mailing Address:                                                                                      City:                                  ZIP: 

Home Phone:                                               Work:                                               Cell: 

Email Address (newsletter & appointment info): 

Birth Date:                                                    Age:                                   SS#: 

How did you learn about our office: 

Marital Status:     Married  Single  Widowed   Divorced 

Spouse’s Name: 

Name(s) & Age(s) of Children: 

Occupation: 

Recent Work-Related Injury?   Yes   No      Recent Auto Accident?   Yes   No       

Previous Chiropractic Care?   Yes   No         Approximate Last Visit Date: 

 

Please check reasons for pursuing chiropractic care: 

____ I’  co ti ui g o goi g care fro  a other chiropractor. 

____ I’  i terested i  well ess a d atural health care. 

____ I have a specific condition or conditions that concern(s) me. 

Primary Reason:________________________________________________________________ 

Secondary Reason:______________________________________________________________ 

Other factors contributing to the primary and secondary reasons: ________________________ 

______________________________________________________________________________ 

Goals: One activity you are currently unable to do, but would like to accomplish in the next: 

 3 months:________________________________________________________________ 

 6 months:________________________________________________________________ 



 



 



 


