Johannes Chiropractic Office
4864 Buffalo Road • Erie, PA 16510
Phone: (814) 899-5400
Fax: (814) 899-6981

Dear New Patient:
Welcome to Johannes Chiropractic Office. I realize that
entering a new office can be a little scary and a little
uncomfortable. My staff and I promise to explain each event as
you move through them while at the office. It is our mission to
make your experience at our office as positive as possible.
I want you to feel at ease with asking questions during our
time together. I also encourage you to bring a family member
or a friend with you to the appointments.
We have been a part of the Harborcreek/Erie communities for
the past thirty years. We consider ourselves fortunate to have
met and treated thousands of our fellow community members.
We take our responsibility and your health seriously and we
cherish your confidence in our care.
You are in the right place, at the right time. We are going to
help you get well and we are going to do it naturally, with
chiropractic care.
Dr. James G. Johannes

Date: _________________________
Name: ________________________________________________________________________________________
Address: ________________________________________ City: _______State: __________ Zip: _________
Email address: _______________________________________________________________________________
Home phone: _______________________________Cell phone: ____________________________________
Age: ________Date of Birth: ________________Race:____________Marital status: M S W D SEP
Occupation: __________________________________________________________________________________
Spouse name: ________________________________________________________________________________
How many children? _______ Ages of children: ____________________________________________
Emergency Contact: ________________________________________Phone: _______________________
How did you learn about our office? _______________________________________________________
Family Medical Doctor: _____________________________________________________________________
When doctors work together it benefits you. May we have your permission to
update your medical doctor regarding your care at this office? __Yes __No
What is your height?______________ What is your weight?______________ (We will
certainly check for you if you prefer.)
History of present illness:
Areas of pain: __Neck __Back __Other: _________________________________________________
Date symptoms first appeared or accident happened: _________________________________
This is directly due to:
Auto (Do you have a claim #? __Yes __No) #______________________________________
Work (Did you file an accident report and have you been authorized to
receive care at Johannes Chiropractic Office? __Yes __No)
Other: _____________________________________________
Have you ever had the same or a similar condition? __Yes __No If yes, when and
describe: _______________________________________________________________________________
Days loss from work: ______________________________ Date of last physical: ________________
What does this prevent you from doing or enjoying? ____________________________________
Has it changed lately? __Yes __No __Same __Better __Gradually worse
How frequent is the condition? __Constant __Daily __Intermittent __Night only
How long does it last? __All day __Few hours __Minutes
Described the pain: __Sharp __Dull __Numb __Tingling __Aching __Burning
__Stabbing Other:____________________________________________________________________________
Is there anything you can do to relieve the symptoms? __Yes __No If yes, describe:
_______________________________________________________________________________________________
What makes the problem worse? __Standing __Sitting __Lying __Bending __Lifting
__Twisting __Other: ________________________________________________________________________
List any major accidents you have had other than those that might be mentioned
above: ________________________________________________________________________________________
Prior surgeries? List: ________________________________________________________________________
Women: Are you pregnant or is there any possibility that you may be pregnant?
__Yes __No __Uncertain
Do you have a problem with recurring headaches?
__Yes __No
Are you losing weight without trying? _
__Yes __No

Does your pain and wake you up at night?
Have you had a change in bowel or bladder habits?
Have you recently had any unusual bleeding or discharge?
Do you have a thickening/lump in the breast or elsewhere?
Do you have indigestion or difficulty swallowing?
Have you had an obvious change in a wart or mole?
You have a nagging cough or hoarseness?

__Yes
__Yes
__Yes
__Yes
__Yes
__Yes
__Yes

__No
__No
__No
__No
__No
__No
__No

Past Medical History:
Have you ever been diagnosed as having or suffered from?:
__Fractured or broken bones __Osteoarthritis __Eating disorder __Circulatory
problems __Epilepsy __Alcoholism __Rheumatoid arthritis __Pacemaker __Drug
addiction __Seizures __Convulsions __Strokes __HIV-positive __Congenital disease
__Cancer __Gallbladder __Excessive bleeding __Ruptures __Depression
__High/Low blood pressure __Coughing blood __Ulcers
Do you have a history of stroke or hypertension? __Yes __No
Have you been treated for any health condition by a physician in the last year?
__Yes __No If yes, describe: _______________________________________________________________
What medications or drugs are you taking? ______________________________________________
Do you have any allergies? __Yes __No If yes, describe: _______________________________
Please list any other health problems you have, no matter how insignificant they
may seem: __________________________________________________________________________________
Social history:
Do you drink alcohol? If so, how much per week? _______________________________________
Do you use any tobacco products? Do you smoke? __Yes __No If so, packs per day:
Do you take vitamin supplements? __Yes __No If so, please list: _______________________
Do you consume caffeine? If so, how much per day: _____________________________________
Do you exercise? If yes, what is the frequency and type of exercise?____________________
What are your hobbies? ____________________________________________________________________
What activities do you routinely do throughout the day?: __Lifting __Sitting
__Bending __Working at computer __Other_________________________________________________
Have you had previous chiropractic care before? __Yes __No
If yes, when was your last treatment? _____________________________________________________
What is your goal from our treatment? __ Some relief and then on my own __No pain
and then on my own ___No pain and spinal wellness that prevents relapses.
Authorization and release: I understand that the responsibility for payment of
service is ultimately mine and that Johannes Chiropractic Office is assisting me with
the insurance processing. I authorize payment of insurance benefits directly to
Johannes Chiropractic Office. I also understand that if I suspend or terminate my
schedule of care as determined by my treating doctor, any fees for professional
services will be immediately due and payable.
Patient signature: _________________________________________________________Date: ____________
Guardian signature authorizing care: ___________________________________Date: ____________

