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We offer a unique service to individuals and families. We are happy you have 
chosen to use our services.  We will make every effort to make your experience 
supportive, informative and healing. Please complete the following: 
 
Name _______________________________________________________________ 
Address ________________________________ City______________ Zip________ 
Date of Birth _________________ Age _______  Marital Status    S  M  W  D 
Occupation _______________________ Employer ___________________________ 
Business Address ______________________________________________________ 
Home Phone _______________        Work Phone ________________   

Email _______________  SSN# _____________________   
Spouse’s Name _________________ Spouse’s Occupation ____________________  
Name & Ages of Children ________________________________________________ 
 
Previous chiropractic care (please circle)  Y   N    With Whom ____________________ 
How Long ____________________  Date of Last Visit __________________________ 
Why did you stop care? ____________________________________________________  
Reason for consulting our office ____________________________________________ 
How did you learn about our office __________________________________________ 
 
Are you a student (please circle)  Y  N 
Hobbies ________________________________________________________________ 
 
 
Signature ___________________________________ Today’s Date _________________ 
 
The mission of Healing Hands Chiropractic is to promote the overall health, well 
being and the highest quality of life of all patients through natural chiropractic care. 
 
156 Harvey Rd. STE 2 
Londonderry, NH 03053 
(603) 434-3456 
Fax (603) 434-3469 
http://www.healinghandsnh.com 

http://www.healinghandsnh.com/�

