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Today's Date:

Patient Name:

AE><?UT Y^U

File #:

LAST FIRST Ml

J Male 3 FemaleWhat You Prefer To Be Called:

Birthdate: / / Age:

Mailing Address:_

CITY

SS#:

STATE ZIP

Home Phone #: ( )

Work Phone #: (

Cell Phone it: (

)

)

Ext:

E-mail Address:

Referred By:

Employer: How Long?

Employer's Address:

CITY

Occupation:

Status: J Minor J Single J Married J Divorced J Separated J Widowed

Spouse's Name:

Do you have children? jYes J No How many?

STATE

Person ultimately responsible for account

Name:

Relation:

Billing Address:

STATE

ZIP

ZIP M

Primary Insurance

Co. Name:

Address:

CITY STATE

Phone U: ( )

ZIP

Insured's ID#:

Group # (Plan, Local, or Policy It):

Insured's Name:

Relation: Date of Birth: / /

Insured's Employer:

Secondary Insurance

Co. Name:

Address:

CITY STATE

Phone #: ( )

ZIP

Insured's ID#:

Group # (Plan. Local, or Policy #):

Insured's Name:

Relation: Date of Birth: / /

Insured's Employer:

HV lfsJ ^E-^T Of E.M^I2.^E_NCYCITY

SS#:

Drivers License #:

Work Phone //: (
Payment method:

Whom should we contact?

Relation:

J Cash J Check

J Credit Card - Enter card it above (if accepted)

Initials

services rendered

ble for any balance not paid by my insurance company
(if offered at this office).

I hereby authorize assignment of my insurance
rights and benefits directly to the provider for

fully understand I am solely responsi-

Home Phone it: (

Work Phone #: ( _

Cell Phone #: (

.).

Who is your Medical Doctor?

Medical Doctor's Phone #: (_

PLE.A5E. CONTINUE. 0\\ F3ACl£

"



E.E.A5^N F^R. N/I5IT
Reason for today's visit: J Emergency J New injury J Old injury J Chronic pain J Wellness
Areyou in pain: J Yes J No Rate your pain with the following scale: ascomion- j
Did your injury occur during: _) Work J Sports/play J Auto Accident

When did your condition/accident occur? / / Where did your injury occur?

Please explain what happened:
Is your condition getting worse? _l Yes _1 No ^_J Constant J Comes and goes.
Is your condition interfering with your: J Work J Sleep or J Daily routine? If so, how:

Has this or something similar happened in the past?

Q Yes • No Explain:

Using the adjacent body charts, please circle
all affected areas.

Have you been treated by a Medical Physician for this

condition? JYes LlNo If so, where?

Have you ever been treated by a Chiropractor? JYes JNo

Clinic or Dr's name:

Clinic phone#:
Right

23456 7Q9 10"

J Routine/Household activity

UlaltlI J-taT^R-Y
Are you taking any Of the following medications? J Nerve pills J Pain killers(including aspirin) J Muscle relaxers
J Blood Thinners J Tranquilizers Zl Insulin J Other(s)
Do you have or have you had any of the following diseases, medical conditions or procedures?
Y N Hear! Attack / Stroke Y N Heart Surg./Pacemaker
Y N Artificial Valves Y N Alcohol / Drug Abuse
Y N Shingles Y N Cancer
Y N High/Low Blood Pressure Y N Psychiatric Problems
YN Ulcers / Colitis Y N Fainling.'Seizures/Epilepsy
Y N Difficulty Breathing Y N Chemotherapy

Y N Heart Murmur

Y N Venereal Disease

Y N Frequent Neck Pain
Y N Rheumatic Fever

Y N Sinus Problems

Y N Congenital Heart Defect

Y N Hepatitis
Y N Glaucoma

Y N Severe / Frequent Headaches
Y N Emphysema / Asthma

Y N Mitral Valve Prolapse
YN HIV+/ AIDS /ARC

Y N Anemia / Diabetes

Y N Kidney Problems
Y N Tuberculosis

Y N Lower Back Problems Y N Artificial Bones/Joints/Implants Y N Arthritis

Please list any surgeries with dates and/or any other serious medical condition(s) not listed above:

List any past serious accidents with dates:

Please list anything that you may be allergic to:
Family Health History:

Do you take Supplements or Vitamins? J Yes J No

Do you smoke? J No J Yes How much?
Are you wearing: J Shoe lifts J Inner soles J Arch supports
For woman: Are you taking Birth Control? J Yes J No
Are you Nursing? J Yes J No Are you Pregnant? J No

Do you exercise? J No J Yes

How long?
hours per week

Are you dieting: JNo JYes Since:

J Yes If so, how many weeks?

_Z__ /

•V

i

We invite you to discuss with us any questions regarding our services. The best health services are based on a
friendly, mutual understanding between provider and patient.

Our policy requires payment in full for allservices rendered at the time of visit, unless other arrangements have been
made with the business manager. If account is not paid within 90 days of the date of service and no financial
arrangements have been made, you will be responsible for legal fees, collection agency fees, interest charges and
any other expenses incurred in collecting your account.

I authorize the staff to perform any necessary services needed during diagnosis and treatment. I also authorize the
provider to release any information required to process insurance claims.

I understand the above information and guarantee this form was completed correctly to the best of my knowledge
and understand it is my responsibility to inform this office ol any changes lo the information I have provided.

Signature Date / /
J AOult Patient J Parent or Guardian J Spouse

/ /

Initials

C,:li"ii, .:,!•.

/ /
Initials Dale

Commonts

/ 1
Initials [).,!,.
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PAIN CJJAR.T
NbO\J\ yOU \

Name File #:

What is your current weight:
Please describe your condition:

lbs., and height, Ft. In..

Signature: Date: / /

6LI0W U6 \#iJ_LRJ= IT ilUR.T^
Please mark area(s) of injury or discomfort as shown in the example below. Mark all areas with the appropriate
symbols and indicate the degree of pain using a scale from 1 (discomfort) to 10 (extreme pain).

Description >- Numbness Pins & Needles Burning Aching Stabbing
Symbol- » NNNN PPPP BBBB AAAA SSSS

Circle any area of pain not represented by a symbol.

Example

Right Front Back Left

•^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^"

VOr

|
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Activities Discomfort Scale

For each of the following activities, please place a check in the one column that best describes how much
pam the activity presently causes, on the average (does not include unusual or prolonged activity).

Activity Doesn't
Hurt At All

Hurts

A Little
Hurts

Very Much
Almost

Unbearable
Unbearable

Pain Prevents

Activity

1. Walking

2. Sitting

3. Bending

4. Standing

5. Sleeping

6. Lifting

7. Running or jogging

8. Climbing Stairs

9. Carrying

| 10. Pushing or Pulling

11. Driving

12. Dressing

13. Reading

14. Watching TV

15. Household Chores

16. Gardening

17. Sports

18. Employment

Additional Comments:

patient Name .

Examiner

Patient Signature

Date Score. [72]



DONNA J. CANTALUPO
CHIROPRACTIC CENTER

OF EAST HANOVER

460 Ridgedaie Ave.
East Hanover. NJ 07936

(973) 887-5353
Fax:(973)8871151

djcdc4<« aol.com

In this document. T and "my- refer to the patient, and -Chiropractor" refers to the doctors
of ChiropractictTenter ofEast Hanover.

Iconsent to the use or disclosure ofmy protected health information by Chiropractor for
the purpose ofanalyzing, diagnosing or providing treatment to me. obtaining payment for my
health care bills or to conduct health care operations ofChiropractor. Iunderstand that analysis,
diagnosis or treatment ofme by Chiropractor may be conditioned upon my consent as evidenced
by my signature below. Iunderstand Ihave the right to request arestriction as to how my
protected health information is used or disclosed to carry out treatment, payment or healthcare
operations ofthe practice. Chiropractor is not required to agree to the restrictions that Imay
request. However.^fChiropractor agrees to arestriction that Irequest, the restriction is binding on
Chiropractor. Ihave the right to revoke this consent, in writing, at any time, except to the extent
that Chiropractor has taken action in reliance onthis Consent.

My "protected health information" means health information, including my demographic
information, collected from me and created or received by my physician, another health care
provider, ahealth plan, my employer or health care clearinghouse. This protected health
information relates to my past present or future physical ormental health orcondition and
identifies me. or there is a reasonable basis to believe the information may identify me.

1havebeen provided with a copyofthe Notice ofPrivacy Practices ofChiropractor and
understand that Ihave aright that Notice's Notice ofPrivacy Practices uses and disclosures of my
protected health information that will occur inmytreatment, payment of my bills orin the
performance of health care operations ofChiropractor. The Notice of Privacy Practices for
Chiropractor isalso posted in the waiting room at 460 Ridgedale Ave. East Hanover. This Notice
ofPrivacy Practices also describes my rights and duties ofthe Chiropractor with respect to my
protected health information.

Chiropractor reserves the right to change the privacy practices that are described in the
Notice of Privacy Practices. Imay obtain arevised notice ofprivacy practices by calling the office
ofChiropractor and requesting revised copy be sent in the mail or asking for one at the time ofmv
next appointment. -^

Signature of Patient orRepresentative

Print Name Dale
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