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{

Patientrs
Narne

Sex Date Of Birth '',,.'Marital Status

M F _t__)_ SMWD
Scrcial Security Number

Occupation Referred By ln case ol h,mergency Contact Ernergency Contact Phone Numbei

Patient's
Addrress

Patient's Home Phone Numtrer Patient's Work Phone Number

Employer's
Name & Address

State Zip Code

Payments
To Be

Made By

Cash I Personal Check I Personal nsuftlnce I Credit Card I Other
ftimary
Insurance
Carrier

Name Policv Number Secondary
Insurance
Carrier

Narne Policv Number

Responsible Party
For This Account

t-ast First Middle Home Phone

Street City State Zip Code

Primary Insurancel ( HMo/PPo- Privare_ WorlJComp. Automobile_ ) policy #

Name of Insured Relationship to Patient_ Soc. Sec. # _-_

Insurance Co- Group #

Address Phone# ( )

Secondary Insurance

Name of Insured

(If Applicable ) : ( HMO/PPO_ Privare--_ ) Policy #.

Relationship to Patient_ Soc. Sec- # _-_

Insurance Co. Group #

Address Phone # ( )

A.dditional Insurance Information (If Applicable ): ( HMo/ppo-===-- privare_ ) policy #

Name of Insured- Relationship to Palient- Soc. Sec. # _

Insurance Co. Group #

Address Phone # ( )

Attorney Information ( Please provide this information only if this is a personal iniury or worker's compensation case. ;:
Attorney Name Phone # ( )

Address

What Is The Purpose Of Your Appointment: Orrset Date: / /

Is This Condition,Due To An: Auto Accident 

-=- 
Work Injury *---- Other Accident -- Unknown Cause 

- 

Illness 

-Are Tlre Symptoms: Improving Getting Worse About The Same *_-- Intermittent (Come and Go)_
Iunderstandandagreethathealthandaccidentir1Stuancepoliciesareana',ing"

insurance carrier directly to this oflice rvith the understanding that all monies rvill be credite.d to my account upon receipt. I-{o*,ever, I clg:yly understand and
agree that all services rendered me are charged directly to me and that I am personally resp,t-lnsible for payment. I also unde rstan<j that if I suspend or terminate
my cate and treatn1ellt, fces for professional serices rendered me will be iruniediatell, due and payable. In the event of defaglt I protnise to pay legal interest
tu indebtedness together u'ith such collection costs and reasonable attorney fees as may be rcqtrired to effect collection.

Fatient's Signature Date I /

P.&TIENT IF{FORVIATI ON SIDE (T)



l

Please check the oppropriate box for any o[ the folloll,ing symptoms rvhich you now haye or hirve had pleviously.
your case. 'l'l US IS A CONFIDENIIAL illlALTIJ RI1K)R I.

We rvant all the facts about your healUr before rve accept

FREOUENT

I-;"-*;
g g Atlergy (list below)*
g g Convulsions
g g Dizziness or F-ainting
pq Headache
g q1 Neuralgia
g g Numbness

MUSCLE AND JOINT
UO Arthritis
O E Bursitis
q p Foot trouble

U tr l-ow Back Pain
g g Neck Pain or Stiifness
gg Pain Between Shoulders

OD Sciatica

Ofl Swollen Joints

tr O Pain, Nunrbness or Cramps

U tr Shoulders

OE Arms

Ue Elbolvs

O tr Flands

Otr Hips

oo kgs
EO Knees

flg Feet

DATEOF LAST: (Approx.)

.- Physical Exanr
Blood Test
Chest X-Ray
Spine X-Ray
Dental X-Ray
Urine Test

OCCASION;\L

l- FREauElrr

I Ent*;,NrESrrNAL
g g Colon'lrouble

D[f Coostipation

Dtr Dianhea
qg DifficultDigestion
U ll Distension of Abdomen

t] O Gall Bladder Trouble
3g I-lemonhoids

D Ll Uver Trouble

De PainOverStomach

EYDS, EARS, NO.SE & TIIROAT
[]D Asthma
gg Colds

fl fl Deafness
gg Earache

Q g Ear Dscharge
gg EarNoises

PQ EyePain

O tr Nasal Obstruction

tlO Nosebleeds

Uf] Sinuslnfection

CARDIO.VASCULAR
fl tf Hardening o[ Arteries
gg ffighBloodPressure

O O l-ow Blood Pres.sure
g p Pain Ov€r l:leart

fl O Poor Grculation
OO Rapid Ileart Beat

E O Slow Heart Beat

O E Slvelling of Ankle-s

HABITS
P 3 Alcohol
g p Coffee

DD Tobacco
gg Drugsuu-

OCCASIONAL
f mFnLrENr

| [-G,rnnronv
trQ ChestPain

OD ChronicCough

tl tl Difficult Breathing

O Q Spitti{rg up Blood

UO SpittingupPhlegm
trLl \\teezing

SKIN
EO Bruise Easily

DO Dryness
g g Skin Eruptions (Ra^sh)

f,lfi Varicose Viens

GENITO.URINARY
O fl Bed,wetting

Btr BlodinUrine
Ofl FrequentUrination

Q Q hrability 1o Control Kidneys
gg Kidney Infeotion or Stones

OD Painful Urination

BD ProstaleTrouble

O tr Pus in tlrine

Btr
uu
tro
orl
oo
ua
ou
oo
oo
Of,l
BO
t]O

utr
Qtr
otr
utr
otr
OD
I]tr

FOR }YOMEN ONLY
Congested Breasts

Cramps or Backache
lxcessi ve Menstral Florv
Hot Flashes
Irregular C1,cle

Lumps in Breast
Menopausal Symptoms
Painful Menstruation
Vaginai Dscharge
Pregnant Yes No
Date of Last Pericxl

Previous Irdscarriages Yes No

HAVEYOU EVER:
Been Knocked Unconcious?
U-sed Crutches, or Other Supports?
Been Treated For Spine Problems
Been Treated For Nerve Dsorders?
Had a Fractured Bone?
Been l{ospitalized For OtherThan Surgery?
Had Surgery? (list belorv)*

* Please list any Medications nolv taken, any Allergies, and any past Surgeries:

HAVE
rTfr:Dlr-

Qt] Alcoholism
flf,l Anemia

Q tr Appendicitis
Eg Cancer

E O Dabetes

EO Eczema

[Q Emphysema

Cl E Goiter

trO Gout

E E Heart Disease

OE lvfiscariage

Please Check the following conditions
Circle items that are common

you have or have had in the past:

to other family members

O O Multiple Sclerosis

gp Polio
p3 RheumaticFever

gp Stroki
LILJ lUDetCUloSlS

UO [Jlcer
O fl Foot Problem

you haYe gil'en us is accurate and

Date 

-l----l-

Atter reading and filling out the Health Questionaire, your signature will verify that all the inlormation

that you have read the case history question entirely.

Patientts Signature.

l

PATIE,NT INFORMAIION Side (2)



COMMUNITY CHIROPRACTIC CENTER

SUSAN S. DENNY, D.C. 100 King Street, Suite 1

Northampton, MA 01060.3243
Telephone: (413) 585.8146

Fax: (413) 584.7911

Informed Consent to L--hiropractic Treatment

The Nature of Chiropractic Treatment: The doctor will use his/her hands or a mechanical device in order to move your joints. You

may feel a "click" or "pop", such as the noise when a knuckle is "cracked", and you may feel movement of the joint. Various ancillary
procedures such as ice, heat, or traction may also be used.

Possible Risks: As with any health care procedure, complications are possible foilowing a chiropractic prpcedure. Complications
could include fractures of bone, muscular strain, ligamentous sprain, dislocations of the joint, or injuries to the intervertebral discs,

nerves or spinal cord. Cerebrovascular incident could occur upon severe injuryto the arteries of the neck. Some patients may notice
stiffrress or soreness after initial freatment. The ancillary procedures could produce skin irritation, burns, or minor complications.

Probability of Risks Occurring: The risks of complications due to chiropractic treatment have been described as "rare", about as

often as complications are seen &om the taking of a single aspirin tablet. The risk of cerebrovascular incident has been estimated at one

in trruenty million. Adverse reaction to ancillary procedures is also considered "rare".

Other Treatment Options: Other treatment options may include over-the-counter analgesics, prescription medications, injections, and

surgery. These treatment options have their own potential risks and benefits,

Risks of Remaining Untreated: Delay of treatment allows formation of adhesions, scar tissue, and other degenerative changes, These

changes can fufther reduce skeletal mobility. and induce chronic pain cybles. It is quite probable that delay of treatment will
complicate the condition and make further rehabilitation more difficult.

No Warranty: I understand that my doctor cannot make any promises or guarantees regarding a cure br improvement in nty
eondition. I understand that my doctor will share with me his/her opinion regarding potential results from chiropractic
treatment for my condition'and will discuss treatment options with me before I consent to treatment.

I have read the explanation above ofchiropractic treatment. I have had the opportunity to have any questions answered to my
satisfaction. I have fully evaluated the risks and bene{its of undergoing treatment. I have freely decided to undergo the
recommended treatment, and herby give my full consent to treatment

Printed Name Signature
)_t_

Date

Doctor's Signature Date

Coirsent to Treat Minor

I hereby authorize the doctor to administer chiropractic care, as deemed necessary, to my child.

_t_l_
DateMinor's Name Signature ( Parent or Guardian)



COMMUNITY CHIROFRACTIC CENTER

susAN S. DEHNY, D.C. 100 King Street, Suite 1

Northampton, MA 01060.3243
Telephone: {4f 3) 586.8146

Far (413) s&4.7911

Patient Policies

Please be on time for your appointments. You will be assigned a treatment room) please close the door so the
doctor knows you aro ready. Please addreos qll sBffscleduling issues. and pavment concefns aftmJour
treatqent,

Your doctor has sei up a specific course of treetment for you and it is important that you follow the
prescribed treatment schedule to arhieve the results desired. I{yau need ta change an appoin&rcnt, pleaso plan
to make it up on the sarne day. If that is not possible, please make up the missed appointment in the same week.
This office requires a 24 hour aqtice for env chansed anpoi*tm€nts. A $20.0{} fee wiU be cLarsed for e&
missed anpointments. and anpoiutments changedlryith less than 2-4 hour go{ice.

Patient ( Guardian ) Signature Date

Assisnment of Benefits

1 understand and agree that all fees for professional services rendered in my behalf are my pgrsonal liability and
are due and payable at the time services are performed, and agree to pay for them within 30 days unless other
anangements are made.

I ̂ *_J _
Patient ( Guardian ) Signature Date

I hereby au*rorize and direct this office to release all medical information necessary to process this clairn.

Patient ( Guardian ) Signature

I hereby authorize and direct my insurance carrier to pay all benefits which may be due by me according to my
oolicy. directly to this office to be applied to my acc,ount.

frr tt

t)
Date

Patient ( Guardian ) Signature Date


