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Tosday's Drate: i File #§:
Patient Mamaea:
LAST FERST T
Whai You Prefer To Ba Called: o hhale ) Fermaba
Birthdate: | A o
Madng Addross
ory STATE Fal
Home Fhone: & |-..] LI A [] L |*~]F,--".:
Wk Phone #&: Ext: - — .
Oither Phone 85 | Co. Mame:
E-Madl Address: Address:
Relderred By:
cIty STATE HF
Em r How Long¥
proye g Phone &:
Employer's Address
Insurad's S54&:
[ELE STATE ZIF Gn:nup H tPuan, Locsl of Polsy )7

Ocoupation: g
Insured's Namea

Status: L Minor J Single LI Masried U Divorced ' Sepasated [ Widowad | Relation:

Spouse’s Name:
Do you have children® 0 Yes 0 Mo

Date of Birth:
Insurgd’'s Employer

Hiva mamy?

REASON Fe V15l

The reason lor this visid i5 a result of [ Flease circie): work, sports, nuio, NS o crenni

( Expiain what happened ): I

Please describe the pain & its location:

When did condition begin? / f t

Is this condition getting worse? JYes JNo U Constant ' Comes and goes e
I3 this condition interfering with your (Flease Circle ). work, sleep, or daily rouine

It 50, pleasa axplain:

Have you had this or similar conditions in the past? < Yes UNo |

If s0, please axplain:

Have you been freated by a Medical Physician for this condition? J Yes (J No

If 5o, whara?

Have you aver bean treated by a Chiropractor before? JdYes Mo

If 50, whomT Phonet:




N EVENT ¢F EMERGENCY

r Wha should we contact?
Relation: SRPREEs T rd 2
HomePhone#  WorkPhone #: a2 :
| Who Is your Medical Doctor? Phone #:

e ——— _
HEALTH HISTORY

Are you taking any of the following medications?

< Marvg palls ' Pain killers (including aspinn) ' Muacls relacars | SSmulants [ e
< Bl THrnmems < Tramguilizgéss. ' Ingulen . Othens)
Da you have or ever had any of the following diseasas or conditions?

Y N Heart Afack / Siroks ¥ N Heart Swg/Facemakar ¥ M Haar Mustrur

¥ N Congenitad Haan Dedect ¥ N Mamal Valve Prolapse Y N Arbficial Valves

¥ N Aleohed [ Dinag Abuse ¥ H Venameal Disaase ¥ M Hepatitis

Y N HIV+ | Akds Y N Shingles ¥ N Cancer "‘
Y M Freguent Meck Pain ¥ N Empinysemna £ Glaucoma Y M Anssmis I -

¥ N High/Low Blocd Pressura ¥ N Psychiatric Problams Y M RFrormaalic Fisnsr

¥ N SoveraFrequent Headaches Y W Kidney Problems ¥ M Ulcers / Colits

¥ N FarngSeruresEpdepsy Y N Sinus Problams ¥ M Agihema

Y N Diabaies | Tohescuboss ¥ N Ditficulty Braathing ¥ M Chamothasapy

¥ N Lower Back Problams ¥ N Artilicial Bones J Joniis Y M AMmnis | —

Please kst any other serious medical condition(s) you have or ever had: ACCELN| |='"~:|' {7

 Person ultimately responsible for account |

Please list anything that you may be allergic to: . Mame:
Redation:

List previous surgerias/treatmants with dates: | Billing Address: ,
GITY STATE ZIF |

List any past serous accidents with dates: SSN |
D.L.#:

Family Health History: Work Phone#:

|
¢ | Payment method: JCASH o Chack |

Do you: Taks Supplements or Vitamins? es 0 Mo/ Exercisa? Yes O No .
Are you on a special diet: O Yes J No/ Since: f e

Do you smoke? O Mo . Yes / How Much? How Long? | neraby authorize assignmeant of .

i Inner soles 3 Arch suppo Infiks  my ingurance rights and benalits |
CER YN R o L 3 ol M ) o kel i directly to the provider for services Fan- |

What is the age of your mafttress? Is It comfortable? 2 Yes O Mo dered, | fully undarstard | am solely respon-
For women: Are you taking Birth Control? 11 Yes JNo AR for ay. ImMATION, Dl A DY Ir e

X anca company (il oflered at 1his offica)
Are you Pregnant? L Mo O YesHow long? Mursing? O Yes O Mo = ?

o

B We mvibe you fo discuss with us any questons regarding our senaces. The bast health sanvices are based an a frandly, mutual |
undarstanding between provider and patient,

B Ouwr |;u;|-|i|:!,r requiras paymant in full for all services renderad at the me of wisit, endess other amangemanis have Daan madsa wilh
tha business mansger. If accownt is not paid within 90 days of th date of Senace and nd nancial arrangements Rave Deen
mada, you will be responsisle for legal fees, collection agency fees, and any athar expensas incurmed in collechng your acoount.

| B [ authorize the staff to pedorm any necessarny senicas naaded during diagroses and treatmant, | also authonze e provider
and or managed cane organization, 1o release any information required to process insurance dams,

B | understand the above inlermation and guarantee this form was completed comectly to the bast ol my knowledge and
undarstand il is my responsibaity o inform this office of any changes to the information | have provided.
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