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Today’s Date: ____________________  File #: ___________________ 

Patient Name: _____________________________________________ 
                             LAST                                  FIRST                                             MI 

What you prefer to be called: __________________ � Male  � Female 

Birth date: _______________  Age: _____  SS#: _________________ 

Mailing Address: ___________________________________________ 

_________________________________________________________ 
   CITY                                                                         STATE                               ZIP 

Home Phone #: ____________________________________________ 

Work Phone #: ___________________________  Ext: _____________ 

Cell Phone #: _____________________________________________ 

E-Mail: ___________________________________________________ 

Referred By: ______________________________________________ 

Employer: _______________________________ How long? ________ 

Employer’s Address: ________________________________________ 

_________________________________________________________ 
   CITY                                                                         STATE                               ZIP 

Occupation: _______________________________________________ 

Status:     � Minor      � Single       �Married         � Divorced  

                 � Separated      � Widowed 

Spouse’s Name: ___________________________________________ 

Do you have children?  � Yes  � No        How many? __________ 

ABOUT YOU      

♦ 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. 

♦ 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 of any changes to the information I have provided. 

 

                                                                                                    Signature __________________________________  Date:____________ 

Person ultimately responsible for account. 
 
Name: ___________________________________________ 

Relation: _________________________________________ 

Billing Address: ____________________________________ 

_________________________________________________ 

SSN: _____________________  D.L.#: _________________ 

Work phone #: ___________  Home phone #: ____________ 

 

I hereby authorize assignment of my insurance rights and 
benefits directly to Dr. Corfman for services rendered.  I fully 
understand I am solely responsible for any balance not paid 
by my insurance company. 
 
I hereby authorize the doctor to release all information neces-
sary to secure the payment of benefits.  I authorize the use of 
this signature on all insurance submissions. 
 
_________________________________________________ 
Responsible party signature 

_________________________________   ______________ 
Relationship                                                                    Date 

Only fill out this section if you have not provided a copy of your 
insurance card to our front desk personnel. 

 

Co. Name: ________________________________________ 

Address: _________________________________________ 

_________________________________________________ 
   CITY                                                    STATE                                ZIP 

Phone #: _________________________________________ 

Insured’s SS #: ___________________________________ 

Group #: _________________________________________ 

Insured’s Name: ___________________________________ 

Relation: ___________________  Date of Birth: __________ 

Insured’s Employer: ________________________________ 

INSURANCE INFO 

ACCOUNT INFO 
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Who should we contact? ________________________________________________________________ 

Relation: ____________________________________________________________________________ 

Home phone #: ___________________________  Work phone #: _______________________________ 

Who is your Medical Doctor? ___________________________________  Phone #: ________________ 

IN EVENT OF EMERGENCY 

Please list or provide our staff with a complete list of all medications that you are currently taking, including diet supplements and  

vitamins: __________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

 

Do you have or ever had any of the following diseases or conditions? (circle Y or N) 

Y N  Heart attack / Stroke                 Y N  Heart surgery / Pacemaker      Y N  Heart murmur             Y N  Polio 

Y N  Congenital heart defect            Y N  Mitral valve prolapse                Y N  Artificial valves           Y N  Fibromyalgia 

Y N  Alcohol / Drug abuse                Y N  Sexually transmitted disease   Y N  Hepatitis                     Y N  Allergies 

Y N  HIV / AIDS                                Y N  Shingles                                   Y N  Scoliosis                     Y N  Multiple Sclerosis 

Y N  Frequent neck pain                  Y N  Emphysema / Glaucoma          Y N  Anemia                       Y N  Thyroid trouble 

Y N  High / low blood pressure         Y N  Mental / emotional difficulty      Y N  Rheumatic fever         Y N  Artificial bones / joints 

Y N  Severe / frequent headaches   Y N  Kidney problems                      Y N  Ulcers / Colitis            Y N  Difficulty breathing       

Y N  Fainting / Seizures / Epilepsy   Y N  Sinus problems                        Y N  Asthma                       Y N  Diabetes / Tuberculosis 

Y N  Lower back problems                                                                                                                    

Y N  Dislocated joint (please list): _______________________________________________________________________________ 

Y N  Arthritis (please list): _____________________________________________________________________________________ 

Y N  Bone fracture (please list): _________________________________________________________________________________ 

Y N  Cancer (please list): ______________________________________________________________________________________ 

Y N  Chemotherapy (please list): ________________________________________________________________________________ 

Y N  ANY disease or problem that can be passed from person to person 

Please list any other serious medical condition(s) you have had: _______________________________________________________ 

__________________________________________________________________________________________________________ 

Please list anything that you may be allergic to, including medications: __________________________________________________ 

__________________________________________________________________________________________________________ 

List previous surgeries / treatments with dates: _____________________________________________________________________ 

__________________________________________________________________________________________________________ 

List any past auto accidents, falls or sports injuries, with dates: ________________________________________________________ 

__________________________________________________________________________________________________________ 

Family health history (cancer, heart disease, high blood pressure, or any other problem that runs in your family): 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

Are you wearing:       �Heel lifts     �Sole lifts     �Inner soles      �Arch supports 

What is the age of your mattress? ______ years          Is it comfortable?   �Yes  �No 

For Women:        Are you taking birth control?   �Yes   �No  

                             Are you pregnant?   �Yes   �No  How far along? ______         Nursing?   �Yes    �No 

HEALTH HISTORY      

______________________ 
Patient name 

______________________ 
Date 
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What is your chief complaint? _____________________________________________________________ 

Please describe the pain and its location: ____________________________________________________ 

_____________________________________________________________________________________ 

When did your condition begin? ___________________________________________________________ 

This visit is a result of (please circle):  WORK,  SPORTS,  AUTO ACCIDENT,  OTHER TRAUMA  or  CHRONIC 

Please describe what happened: ___________________________________________________________ 

Is this condition getting progressively worse?  � Yes  � No  � Constant  � Comes and goes 

Activities that are painful:   � sitting  � standing  � walking  � bending  � lying down  � work  � sleep 

                                           � daily routine  � recreation  � certain movements  �coughing  � driving 

Please describe anything else that makes your pain worse: ______________________________________ 

_____________________________________________________________________________________ 

What has helped ease your pain? (example: ice, heat, medications, exercises). Please describe: 

_____________________________________________________________________________________ 

Is the pain:            � Constant (75-100% of the time)    � Frequent (50-75% of the time)   

                             � Intermittent (25-50% of the time)  � Occasional (10-25% of the time)   

                             � Rare (less than 10% of the time) 

Is this condition interfering with your (please circle):  WORK,  SLEEP,  or  DAILY ROUTINE? 

If so, please explain: _____________________________________________________________________ 

Please describe any previous care you have had for this condition: ________________________________ 

_____________________________________________________________________________________ 

Have you been treated by a Medical Doctor for this condition?  � Yes  � No 

If so, when and where? __________________________________________________________________ 

Have you had this or similar conditions in the past?  � Yes  � No 

If so, please explain: ____________________________________________________________________ 

Have you ever been treated by a Doctor of Chiropractic?  � Yes  � No 

If so, whom? _______________________________________  Phone #: __________________________ 

REASON FOR VISIT ____________________ 
Patient name 

____________________ 
Date 

Doctor’s Notes: 

Please mark areas of injury or discomfort using the symbols at the left of the page as shown in the example below.  Please mark all  
areas with the appropriate symbols and indicate the degree of pain using a scale from 1 (least pain) to 10 (severe pain). 

 
 
 
A …….  Aching 
B …….  Burning 
C …….  Cramping 
D …….  Dull 
E …….  Sharp 
F …….   Stiffness 
G …….  Numbness 
H …….  Shooting 
 I …….   Throbbing 
J …….   Tingling 

A9 

G5 

H6 

FRONT BACK 

RIGHT 

LEFT 

Left Left Right Right 
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____________________ 
Patient name 

____________________ 
Date 

 

Are you presently suffering (or within the past 6 months suffered) from any of the following: 

 

GENERAL                         � Normal                                                       SKIN                                  � Normal              

� Weakness                      � Fever                                                          � Rash                              � Redness 

� Chills                              � Night  sweats                                             � Itching                            � Eczema 

� Weight loss                    � Other _______________                           � Hair changes                 � Nail changes 

                                                                                                                  � Other _______________ 

EYES                                 � Normal 

Vision trouble ….. ………... � Right � Left                                               EARS                                 � Normal 

Pain ……………………….. � Right � Left                                               Hearing trouble …………... � Right  � Left 

Discharge ………………….� Right � Left                                               Ringing ……………………. � Right  � Left 

Other ……………………….� Right � Left                                               Pain ………………………...� Right  � Left 

                                                                                                                  Discharge ………………….� Right  � Left 

NOSE                                 � Normal                                                       � Other _______________ 

� Pain                                � Absence of smell             

� Bleeding                         � Other _______________                           ENDOCRINE                     � Normal 

                                                                                                                  � Sugar in urine                � Goiter 

PSYCHOLOGIC                � Normal                                                       � Heat / cold intolerance   � Tremor 

� Anxiety                           � Depression                                                 � Other _______________ 

� Phobias                          � Mood swings 

� Memory loss / impairment                                                                     NEUROLOGIC                  � Normal 

� Other ______________                                                                        � Headache                      � Dizziness          

                                                                                                                  � Fainting                          � Convulsions 

GENITOURINARY             � Normal                                                       � Other _______________ 

� Inability to hold urine      � Frequent urination                                       

� Painful urination             � Painful menstruation                                  MOUTH / THROAT            � Normal 

� Irregular menstruation    � Abnormal vaginal bleeding                         � Bleeding                        � Sores 

� Other ______________                                                                        � Absence of taste            � Abnormal taste 

                                                                                                                  � Other _______________ 

CARDIO-VASCULAR-PULMONARY    � Normal 

� Cough                            � Wheezing                                                   GASTROINTESTINAL      � Normal 

� Murmur                          � Difficulty breathing                                     �Decreased appetite        � Increased appetite 

� Chest pain                      � Swollen extremities                                    � Vomiting                         � Diarrhea 

� Palpitations                    � Blue extremities                                         � Constipation                   � Abdominal pain 

� Other ______________                                                                        � Other _______________ 

 

WOMEN ONLY:                 � Normal 

� Breast pain                     � Lumps in breast 

� Breast dimpling              � Breast redness / itching 

� Breast discharge            � Other _______________ 

SYSTEMS REVIEW 

Now that you have completed your paperwork, please give our staff a few minutes to compile your chart.  

Dr. Corfman will review your paperwork and sit down to talk with you about your problem very soon.  

Again, thank you for choosing our office.  We look forward to helping you with your problem. 



      Charles G. Corfman, D.C. 
            2530 Florence Blvd.  •   Florence, AL 35630  •   256-767-9900   

FINANCIAL OFFICE POLICY                                                                           
CORFMAN CHIROPRACTIC & REHAB 

1. This office accepts Discover, MasterCard, Visa, cash and personal checks.  
2. If your deductible has not been met, all charges are your responsibility and are due when 

services are rendered. At such time when your deductible has been met, then your co-pay 
for your visit and any therapy that you receive is due at the time of your visit.  

3. Waiting for payment from your insurance company is a courtesy and may be withdrawn 
under certain circumstances.  

4. As a patient, it is responsibility to take care of the co-payment (usually 20%) and any 
non-covered services at the time of your visit. Our office may make payment 
arrangements on an individual basis. At such plan or arrangement will be discussed with 
our Office Manager.  

5. This office does not warrant or guarantee that your insurance will or should pay the fees 
charged. Insurance policies are an arrangement between the insurance carrier and you, the 
patient.  

6. Any services not covered or coverage reductions by your insurance will be your 
responsibility.  

7. This office will resubmit a claim one time. We will not enter into any dispute with your 
insurance company. If coverage problems arise, you will be expected to assist directly in 
dealing with your insurance company, adjustor, or agent. Any denied or disputed claims 
will be treated as non-covered services and you will be expected to pay such charges in a 
timely manner.  

8. All insurance payments, regardless of which company issues a check first, are applied to 
your account as long as any balance is due. This means refunds are made only after your 
balance is completely cleared with this office. 

9. If you receive any correspondence or payment from your insurance company, you hereby 
agree to bring these into our office so that we may determine if any action needs to be 
taken or if the check is an assignment to this office.  

10. If you are referred to another specialist or discontinue care for any reason other than 
discharge by Dr. Corfman, your account becomes due and payable in full immediately, 
regardless of any claims submitted.  

11. If you change insurance companies or employers, you agree to provide this office with 
current information immediately.  

12. If you have questions regarding this or any other matter, please speak with the 
receptionist of our insurance department prior to seeing Dr. Corfman.  
 
Thank you. 
 
I have read and understand the Financial Policy and agree to abide by these terms.  
 

 
__________________________________________________ 

 Patient Signature   Date 

__________________________________________________                                                        
Witness    Date 
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