WELCOME

TO OUR OFFICE

ABOUT YOU

Today's Date: / / Fils #:
Name:
What You Prefer To Be Called: 0 Male Q Female
Birthdate: / [ Age: SS#:
Home Address:
CITY BTATE e
Home Phone #: INSURANCE INFO
Other Phone:
Email: Co. Name:
Referred By: Address:
Employer: How Long? Phoned:
Employer's Address: Insured’s SS#:
oITY STATE 7P Group# {Plan, Local or Palicy #:
Cccupation: Work Phone: Insured’s Narne:
Marital Status: O Single O Married {3 Divorced U Separated 0 Widowed Relationship: Dateof Bith: __/ _/
Emergency Contact: Phone: Insured’s Employer:
Relationship: Please inform front desk of second insurance source.
Medical Physician’s Name:

REASON FOR VISIT

Have you had previous chirgpractic care?

What is your maijor complaint?

Other complaints:

How did condition develop?

Date of onset; Have you had same or similar problems in the pasi?

Is this condition getting worse? Uyes Uno Qconstant U comss & goes

How long has it been since you really falt good?

What aggravates condition? Does anything offer relief?

How woulg you deseribe discomfort? dsharp QO dull Oachey O throbbing
Whalt percent of time does this condition bother you? 00% d25% J50% Q758% 100%

How would you rate the leve! of discomfort on a scale of 0-10 (0=no pain 10=extreme pain}?




HEALTH HISTORY

Are you taking any of the following medicationa?

Q Nerve pills {3 Pain killers {inciuding aspirin} O Muscie relaxers O Stimulants
O Blood thinners O Tranquilizers O Insulin - () Others)

Have you ever had any of the following diseases/medical condlitions{s)?

Y N Heart Attack / Stroke Y N Heart SurgFacemaker Y N Heart Murmnur

¥ N Congenital Heart Dafect Y N Mitral Valve Prolapse Y N Artificial Vialves
¥ N Alcohol / Drug Abuse Y N Venereal Diseass Y N Hepatitis

¥ N HIV+/ADS ¥ N Shingles Y N Cancer

¥ N Fraquent Neck Pain ¥ N Emph Y N Anemia

¥ N Highlow Blood Pressure ¥ N Psychiatric Problemns ¥ N Rheumatic Fever
¥ N SeverefFrequent Headaches Y N Kidney Problems Y N Ulcers / Colitis

¥ N Fain i ¥ N Sinus Problems ¥ N Asthma

Y N Diabetes / Tuberculosis ¥ N Difficutty Breathing ¥ N Chemotherapy

¥ N Lower Back Pain ¥ N Adificial Bones/Joints. ¥ N Arhritis
Please list any other serious medical condition(s) youhave oreverhad:__ AC C O U N T | N F O

Parson ultimately responsible for account
Pleass list anything that you may be allergic to: Name:
Relatton:
List all previous surgeries/treatments with dates: Billing Address:
List any and all accidenis with dates: SS.#
D.L.#:
Do you exercise regularly? O No O Yes / How much? How long? Work Phomef:
Do you smoke? Q No 0 Yes / How much? How long? Payment method:
Are you wearing: (J Heal lifts O Sole lifts QO tnner soles 0 Arch supports Q Cash QO Check O Credit Card
What is the age of your maitress? Is it comfortable? O Yes O No CC# (it accopwed): /
For women: Are you taking birth control? 2 Yes O No Q | heraby authorize assignment of my insur-
ance rights and benefits diractly to the provider
Are youpregnant? UNo DYes/Howlong?_____ Nursing? QYes ONo for services tendered {if offered at this office).

Bl 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.

M our policy requires payment in full for all services renderad at the time of visit, unless other arrangements have been made with the
business manager. If account is not paid within 30 days of the date of service and no financial arrangements have been made, you
will be responsible for any expenses incurred in collecting your account.

18 | authorize the staff to perform any necessary services needed during diagnosis and freatment. | alsc authorize the provider to
release any information requirsd to process insurance claims.

B | understand the above information and guarantee this form was completed correclly io the best of my knowledge and understand it
is my responsibility to inform this office of any changes in my medical status.

Signatura Date / /




