
Downs Chiropractig Inc.
James E, Downs, D.C., D.A.8.C.0.
Board Certlfied in Chiropractic Orthopedics

'\*

P0 Box 696 . qlg prospecrSt.

Torrington, CT 06790
TEL(860) 492-5479 . FAX (860)482-767s

WELCOME
ABOUT YOA.,.

Name: trMale EFemale

Today's Datet-./_/

Birthdate!_/_/_ Age:_
What You Prefer To Be Called:

Home Address:_
Street City

Home Phone: Mobile Phone:_ Soc.Sec.#:

Referred By: Employer: Occupation:
How LongThere: Work Phonel_
Marital Status: trl Single EI Married Ef Divorced fr separated E wtdowed Number of Children
Spouse's Name: Work Phone: Employer;
Who Should We Contact In The Event Of An Emergency? Relationship:
Their Home Phone: Their Work Ph

PRIMA R Y CA RE PH YSICIA N.,,

Doctor's Name:
Address: Phone:

Street
zip

PLEASE INFORM FRONT DESK STAFF OF SECONDARY INSURANCE SOURCE
Please Provide Front Desk staff wtth your Drivefs License or ID

_ 
we invite you to discuss with us any questions regaraing our services.

The best health services are based on a friendly, mutuat understanding between provider and patient.

REASON FOR VISIT...

I Have you ever been treated by a chiropractor before? EI yes tr No. If so, please explain:_

I ttre reason for this. visit is a result of (circle): work/sports/auto/trauma/chronic/unknown mechanism ofinjury, Explain what happened:

I Please des*ibe the pain and its

$ Secondary complaint(s):

9 Date of onset:_ /_/_ Is condition gettingworse? tr yes E No E constant
9 Is condition interferingwith (circle'): work/sleep /dailyroutine? If so, please elilain:

$Were x-rays taken? E yes tr No

E Comes/Goes

$was this condition treated by a medical physician? EI yes tr No If so, where?



i*
HEALTH HISTORY...

Are you taldng any of the following medications?

tr Nerve Pills tr pain Klllers(inctuding asptrin) tr
tr Blood Thinners tr Tranquilizers tr

Muscle Relaxers

lnsulin

-2-

Stimulants
other(s)-

tr
tr

circle the following dlsease(s) you currentty have or have had ln the past:
Alcohol/Drug Abuse Cancer
Anemia
Arthrltis
Artlflclal Bones/oint
Artificial Valves
Asthma

Chemotherapy
Fainting/Selzures/Epilepsy
Frequent Neck Pain

Congenital Heart Defect Headaches-Frequent/Severe
Dlabetes/Tuberculosis HeartAttack/Stroke
Difficulty Breathing Heart Murmur
Emphysema/Glaucoma HeartSurgery/pacemaker

Hepatitis
High/Low Blood Pressure
HIV+/AIDS
Kidney Problems
Lower Back Problems
MitralValve Prolapse

Psychiatric Problems
Rheumatic Fever
Shingles

Sinus Problems
Ulcers/Colitis
Venereal Disease

9I,istanyotherseriousmedicalcondition(s)youhaveoreverh*d,

b t ist anythingyou may be allergic to:
I t ist previous surgeries/treatments with dates:
S List past serious accidents with dates:
Do you smoke? E Yes El No How much?_ How long?
Are you wearing: tr Heel lifts tr sole lifls El Inner soles E Arch supports
ForWomen: Are you taking birth control? tr yes E No
Are you pregnant? tr No fl yes How long?_ Nursing? EI yes tr No

ACCOANTINFO,,
Person ultimately responsible for the account: EI Same tr If otherthan patient:
Name: Relationship: Phone:
Address: city:- state:- zip:-
Credit Card #: TYPe: Exp:- securitycode:_

(Visa/MC/Disc, etc)
[1] hereby authorize assignment of my insurance rights and benefits directlyto the provider for services rendered.

$ our policy requires payment in full for all services rendered at the time of visit unless other arrangements have been

n*#::,*:*iliil:jl::::l::^,:::::I1_ytg"11?o dli, 
"rtii" a"J"r,i!;t;;il no rinanciar arransements havebeen mads you will be responsible for any expenses incurredjn our collection efforts, i*ilid;:il;"ffitffiH$: ffi::$ I understand that by providing my insuranie card or infor*auon, tt is office will attempt to verlfy and confirm the detailsdetails and parameters of my insurance coverage for chiropracuc iealthcare. I undersiind and agree t1,at health policiesare an arrangement between me and an insurance providei. I reqrrest that payment of benefits on my behalf be made toDowns chiropractic for any services furnished to me. I understand tt rt reg".Jtlur;;f;;y i"rurance coverage I may have, itis my responsibility to pay my bill. I further underbtand that my insurancels designed tJreimburse Downs chiropractic forcovered expenses' I understand further that not all services ire covered uy-ins=urance prun" 

"na 
;.kfifi;; that I amresponsible and will pay for those services. Furthermore, I understand thafthis orrrce rfru prepare any necesiary reporrsand forms to assist in making collection from the insurance.orp"ny and that 

"ny 
u*ourts authorized to be paid directly

:o Powls Chiropracticwill be credited to my account upon receipt
S I author{ze Downs chiropractic to release any information concerning my care, which is necessary for clalms processing,to the appropriate insurance company and/or ittorney that may ue inviria with ;t;;;e. However, I clearly understandand agree that all services rendered to me are charged dire.tly 6 me and-that Lm pe.sonally responsible for payment.I I authorize the staff to perform any necessary seMces needed during diagnosls and treatmentI I understand the above information and guaiantee this form was coirpleLa ..cui"tav to the best of my knowledge, andI understand it is my responsibility to inform this office ,f *y ;h""ges in my medical status.

Today's Date
Patient Signature


