ABOUT YOU

Today's Date; /

/

WELCOME

TO OUR OFFICE

Fila #;

Name:

What You Prafer To Be Called:

QO Mala T Female

Birthdate: / /

554

Homm Address:

(=)
Home Phone &

)

STATE

Other Phone:

Emuail:

Referred By:

Employer:

How Long?

Employer's Address:

CITY
Ceaupation:

STATE nr
Work Phona:

Marital Status: Q Single Q Married O Divorced Q Separatad [ Widowad

Phane;

Emergency Contact:

Relatlonship:

Meadlcal Physlaian's Nama:

INSURANCE INFO

Co. Name:
Address:
PFhonm#:
Insurad's S5#:

Giraup# (Plan, Looai or Palioy #);

Insured's Nama:

Ralatlonship: Dateof Birth: __J___ /|

Insurad's Employer:

Plaass inform front deak of ndnnd insurance sourcs.

REASON FOR VISIT

Whalt is your major complaint?

Have you had pravious shiropractic cara?

Othar complalints:

How did condition davalop?

Data of anset;

What aggravates condition?

How long has it bean sinca you raally falt good?

Is this condition getting worge? Dyes Ono Qconstant O comes & goes

Have you had same or similar problams in the past?

How wauld you describe discomfort? (Qsharp Qdull O achey O throbbing
What percent of tima does this condition bother you? Q0% Q25% Q50% QO 75% 0O100%

How would you rata the leval of discomfort on a scale of 0-10 (0=no pain  10zextrems pain)?

-Tnes anything otfar ralisl?




HEALTH HISTORY

Are you taking any of the following madications?

O Nerva pills O Pain killers (Including aspiin} [ Muscle ralaxers O Stimulants
Qi Biood thinners O Tranquilizers (3 Insulin - 0 Other(s)

Have you sver had any of the following dissassa/madical condlitons{s)?

Y N Hsart Attack / Stroke Y N Howt Surg/Pacemaker Y N et Munur
YN Haart Dafect ¥ N Mitral Valva Prolapss Y N Artficial Valves
Y N Aloohol / Drug Abuse Y N Venereal Diseass Y N Hoepatiis

Y N MIV+/ AIDS Y N Shirghes Y N Cancer

Y N Fraguant Neck Pain ¥ N Evphysema/Glavcoma Y N Anamia

Y N Higtvlow Biood Presgur Y N Paychiairic Probleme Y N Rheumatic Fever
¥ N SevarnFraquent Headachea Y N Kidney Problams Y N Ulcan / Colte
¥ N Faniing/Selzurea/tpiepsy Y N Sinus Probloms Y N Asthma

¥ N Dinbetes / Tubsrculosis Y N Diffculty Braathing Y N Chomatherapy
¥ N Lower Back Pain Y N Artificial Bonae/Joints Y N Anhrite

Plaass Hst any other sarious madical condition(s) you have or aver had:

Pleasa liat anything that you may be allergic to:

List all previous surgeriesitreatments with dates:

List any and all accidents with dates:

Do you axarcise regularly? T No O Yas / How mueh?
Do you smoka? LINo O Yas / How much?

How long?

How long?

Ara you waaring: O Heal lifis O Sole lifta O Innar soles O Arch supports
Is it comfortable? O Yas O No
For women: Are you taking birth control? Q) Yes L No

what fs 1ha age of your matirass?

Are you pragnant? QO No O Yes / How long?

Nurging? O Yas U No

COUNT INFO

Person ultimatily responsible for account
Nama:
Redation:

Biling Address:

554

DL #:

Work Phone#:

Paymant mathaod:
OCash QCheck Q Cradit Card

GG 1t accepiea); /

Q| hereby authorize assignmant of my insur-
ance rights and banefits diractly to the provider
for services randarad (if offared at this ofica),

understanding between provider and patient.

will be rasponsible for any expenses incurred in collecting your account.
raleasa any information required to process Insurance clalms.

is my responsibility to inform this office of any changes in my medical status,

Signature

B we invite you to discuss with us any questions regarding our services. The best health senvices are based on a frisndly, mutual

B Our policy requires paymant In full for all sarvices rendered at the time of visi, unless other arrangements have bean made with the
business manager, Iif account is not paid within 80 days of the date of sarvice and no financial arrangemants have bean made, you

W | authorize the atalf to parorm any nacassary services needed during diagneals and treatmant. | alss authorize tha pravider 1o

Il | understand the above information and guarantes this form waa completed correctly to the bast of my knowledge and understand it ;

Data / /




