hiropractic
‘ it andWellness

PATIENT INFORMATION

Patient Name:

LAST NAME FIRST NAME

Address:
Gy State:
Home Phone: Work Phone:
Cell Phone:
Sex: d Male J Female Birthdate: Height:

JMarried  JdSingle  JdDivorced  J Widowed dMinor  S5#

Place of Employment:

Employer Address:

Spouses Name:
Whom May We Thank For Referring You?

IN CASE OF EMERGENCY, CONTACT

Name: Relationship:

Home Phone: Wark Phone:

INSURANCE
Primary Insurance Secondary Insurance
Company Name: Company Name:
Address: Address:
Phone #: Phone #:
Insured SS#: Insured SS#:
Policy #: Policy #:
Group #: Group #:

Insured’s Name: . Insured’s Name:

Relationship: Relationship:
DOB: DOB:

[ hevetn anthorize assignpient of nry isurance vights and benefiss directly to the provider for services rendered. 1 fully understand [ am solely
vesponsible for any balance not pasd for by my insirance company. Our policy requives paynsent in fill for all services vendered at the time of
vasit, unless other arvangements have been muade with the business manager. If wccomnt is not paid within 90 days of the date of service and no
financial arvangements bhave been prade, you will be responsibie for legal fees, collections agency fees, and any other expense incurred 1 coflecting
your account. [ anthorize the stafl 1o perfornt any necessary services needed during diagnosis and treatment. also anthorize the provider wnd
or managed care organizagion, o release any informaiion requived (o process insuvance claims. 1 anederstand the above informuation and
gitarantee this form was completed corvectly to the best of my knowledge and wnderstand it is my vesponsibility to inform this aoffice of wny
changes to the information I have provided.

Signature: Date:




PATIENT CONDITION

Describe In Full Your Present Difficulty:

Date Of Onset Or Accident:
Cause Of Condition Or Accident:
Were You Injured At Work?:

List Operations and Dates:

List Broken Bones and Past Serious Accidents:

Have You Had Chiropractic Before?

What Makes It Feel Better?

What Makes It Feel Worse?

Rate the severity of pain on a scale from 1 (Least Pain) to 1C (Severe Pain):

Type of Pain: ASharp A Dull A Throbbing 'd Numbness  J Aching  J Shooting Burning
JTingling J Cramps JStillness d Swelling  J Other

Are you pregnant> JYes JdNo  Due Date:

HEALTH HISTORY

Please indicate if you have had any of the following:

NOW PAST NOW PAST NOW PAST
A L ] 4 Goiter i

] Gout

Gall Bladder Trouble

Heart Disease

Hernia

Herniated Disce

High Cholesterol

Kidney Disease

Liver Discase

Headaches

Muluple Sclerosis

Menstrual Tr ouble Mark an X on the pictire where

Osteoporosis . i ain,.

Pacemaker : : '

Parkinson’s Disease

Pneumonia

Polio

L

Alds/HIV

Alcoholism/Chemical
Dependancy

Anemia

Anorexia/Bulimia

Arthrits

Asthma

Bleeding Disorders

Breast Lump

Cancer

Constipation

Diabetes

Dizziness

Emphysema

Epilepsy

Ear Trouble

Eye Trouble

Other

Prostate Problem
Prosthests
Psychiatric Care
Rheumatoid Arthritis
Rheumatic Fever
Sinus Trouble
Skin Condition
Stomach Trouble
Stroke

Thyroid Problems
Vaginal Infections
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EXERCISE: dNone dModerate 'JDaily dHeavy
WORK ACTIVITY: dSitting A Standing  d Light Labor ' Heavy Labor
HABITS: idSmoking - Packs/Day 4 Alcohol - Drinks/Week

4 Coffee/Calfeine Drinks - Cups/Day_
MEDICATIONS:
ALLERGIES: L L
VITAMINS/HERBS/MINERALS:




