CHIROPRACTIC REGISTRATION AND HISTORY

PATIENT INFORMATION

Date

SSMHIC/Patient 1D #

Patiant Name

Last Narma

~MTE Name ‘ Y
Address ‘

E-mail

City

State ‘ e P

Sax (1M [OF Age
Birthdate

[ Married Cwidowed  {J Single [7] Minior
ClSeparated [ Divorced [ Partnered for '
Fatient Employes/School

years

Qccupation

Employar/School Address

Employer/Schoot Pﬁana { )

Bpouaé‘s‘ Name

Birthdite

S5

Spousa's Employes_

Whom may we thank for referring you?

INSURANCE INFORMATION

Who is mesponsible for this gc(:ouht?

Helationship 1o Pafient.

Insurance‘{:n.
Group #_
|5 patient coveread by addiional insurance? [(Ives [QMNo
Subscriber's Name '
Birthdate : 584
‘ Helationahlp to Patient

Insurance Co.

Gmup #

 ASSIGNMENT AND RELEASE

I certfy thetl §, and/or rmy dependent(s), hawve nsurAnce coverage With

and agsign directly fo

Name of Insurance Company(ies)

Dr. ‘ all insurance benefits, if
any, otharwise payahle to me for sorvices rendered, | urderstand that | am .
financially responsibie fr all chargas whether or not paid by Insurance. | authorize
the use of my signature on all insurance submissions.

The above-narmed doctor may use my health care infyrmation and may disclose

auch Information to the abeve-named Ineurance Compeny(ies) and thalr agents
for the purpose of offtalning payrnent for sarvices and deferining insurance
kenefits or the benafi payable for related servicea. This consent will end when
iy current iraatraent pian is complated ar one yaar from the date signed below.

Signaiure of Patient, Perent, Guardian or Perzonal Rapraéantativa

Plaase print name of Patient, Parent, Guardian or Personal Reprasentaiive

Date ) . Raladionship to Patient

PHONE NUMBERS

Call Phone { . )

Bact time and place to reach you

HomePhone (___ )

IN CASE OF EMERGENCY, CONTACT

Neme ‘ Realationship

Home Phone ( ) Work Phone ( )

ACCIDENT INFORMATION

iz condition due to‘ﬂn aceident? [ Yos [ No Date

Type of acwident []Auto [JWork [JHome Other

To whom-heve you mage a report of your accldemt? - ‘
[J Auto Insuranea [ ] Employer [ Worker Comp. ] Other

Attorney Narme (if applicable)

PATIENT CONDITION

Reason for Visit

Whan did your symgtoms appear? .

Is this condition geting progressively worse? [ yes  [INo

How often do you have this pain?

Mark an X on the piclure whare you continue to have pain, nurnbhess, or tingling.

Rate the séverity of your pain on a ébﬁla-imm 1 (least pain) to 10 (severe pain) '

Type of pain: (1 Sharp ~ [JDu [ Throbbing. [ Numbness [ Aching. . [ Shooting
(OBuming COITinging [ Cramps - [J Siiffness . [ Swelling ~ [ Cther

s it constant ar does & coms and go?

Does it interfere with your I Work  [)Gieep  [] Daity Routine . []-Recreation ,
Activities or movements that are painful to perform [] Sttting' (J Slanding [ Watking [J Bending [ Lying Bown

{(Var=.C2ESE04)

-~-OVER -
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HEALTH HISTORY

What treatment have you already raaewad for your gondition? [J. Medications [ Surgery [T Physical Therapy
O thropractm Sarvices EI None [ Other _ '
Name and address of other doctor(s} who have treated you for your condition

Date of Last. Physical Exam ' Spinal X-Ray__ - Elood Test
. Spinal Exam Chest X-Ray ___ Urine Test
Dental X-Ray : MR, CTScan. Bon Secan_ _
Flace a mark on “Yes" or “No” to Indicate # you bave had any of 0o fullawing ‘ .
- AIDSMHIV ClYes [ Mo Dmbetea DY&& D Mo  Liver Disegase [IYes CIMc PRheumatic Fever [JYes [JNo
_Alephotism Cves [JNo Emphysama [Yas [INo Measles ) O¥ea [ No  Scarlat Fever CI¥es [INo
Allergy Shots C1Yes CINo Epilepsy - [lYes [DJNo  Migraine Headaches TYes [TNe  Sexualy ‘
. . ‘ : Transmitted
Anermiz Yes [JNo Fractures . OYes E[ No Mlsmrﬂage . OYes ONo - Disetse [I¥ee [N
Anorexia OYes OONe Glaucoma [OYes [INo Mononucleosis . [1Yes [1No Shroke ' OlYes [No
Asthma . OYes [JNo. qu - TIyes [J N.u Dsteupumgis ‘ [ves [ No Tonsillitis Cves [ No
Bleeding Disorders []Yes [0 Nq | Haar_t Dissase . [JjYes [JNo P‘acemawer‘ |:|. Yez [ Nu‘ Tubereulosis - DY&S‘ ]:I No
Breast Lump Oves O Np Hepatitis [OYes [INo Parknson's Disease [Jves [1No Tumors, Growths: []Yes [ No
Bronchitis - Oves O Na Hmrrix. o L_;l\'hf CiNo Pin':hpd Nare OYes [ No “fyphoid Faver CYes [JNo
Bulimia . Oives I'_'I No‘ Hemiated ?isk OYes [IMNo  Preumonia-  [dYes [}No Ulcars ' Cyss [INo
Cancar ClYes [ 1No ,Herpes : . OYes ClMo Polio o 0 Yasg CINo Vaginal Infactions  []Yes [ Mo
- Cataracts (OYes [INo High Blood Prostate Problem  [JYes [1No . C ' -
. o : : Whooping Cough Yes 'NC
Chemical Prassure Li¥es [JNo Progthesis Civee [ No hooping Cough L] ‘ Lo
. ‘ her
Dapendency Clves [CINe  High Gholesteml OYes [JNe Paychiatric Cars [Jves [1No-
Chicken Pox [1Yes |:| No  Kidney Disaas& ) E!Yes ] No Rheumatoid Arthrits [ Yes 1 No
EXERCISE ‘ ..WDRK‘ACHVITY : HABITS ‘ .
] Nona [] Sitting [ Smoking : F'ad-cafbay
[t Moderate | Dstanding - [ Akcohol | Drinks/MWeek
[ Drily | oughtLabor [ Coffee/Cafieine Drinks ~ Gups/Day
[ Heavy , | | [ Heavy Labor = - _ 1 [JHigh Strass Lever Heason

‘Are you pregnani? [ Yes []No Due Date

Injuries/Surgariss you have had " Description ' . Date
Falls ‘ '

Head injuries
- Broken Bones

Dislpcations

Suwrgeties

MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS
Pharmacy Name_ -
Pharmagy Phone { J_




