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ACCIDENT INFORMATION
ls condition due to an accident? [Yes trNo Date

Type of accident DALrto fJWork EHome flOther

To whom have you made a report of your accident?

E Auto Insurance EEmpoyer lWorker Comp !Other

Attorney Name (if applicable)

PATIENT INFORMATION INSURANCE

Who is responsible for this account?

Relationship to Patient

lnsurance Co

Group#

ls patient covered by additional insurance? Yes No

Subscriber Name

Birth d ate

Relationship to Patjent

lnsurance Co.

aa#

3roup#

ASSIGNMENT AND RELEASE

, the undersigned certrfy that | (or my dependant) have insurance coverage

vrth and assrg0 directly to
)r a I nsurance beneflts if any other

vise payabie to me fof services rendered I understand that I am financrallv

esponsible for all charges whether or not pard b7 nsurance I hereby authorize

he doctor to release a1l inlormafion necessary to secure the payment oF

)eneflts I authorize the use of this srgnature on a I insufance submrssions

lesponsible Party Sr gnature

Date

Deor polienl,

Pleose let us know if you ore eligible lor MEDICARE. tryes Ono

Patient

Address

Z p Codo

Scx. !l'1 flF Age Birtlrclatr

!Single trMarried trWidowed ESeperated EDivorced

Patient SS#

Oe nr rnatin n

Employer

Address

E-mail Address

Sporrse's Name

Birthd ate

Spouse's

SS#

Employer

Whom may we tl^ank for reffering you?

PHONE NUMBERS
Flonre Work Exr

Best time

IN CASE

and place to reach you

OF EMERGENCY, CONTACT:

Name Relationship

Home Pho ne

\iVork Phone Ext

PATIENT CONDITION
Reason for Visit

When did your symptoms appear?

ls this condition gettirtg progressively worse? UYes CNo

Mark and X on the picture where you contjnue to have pain, numbness, or tingling,

Bate the severity of your pain on a scale from 'l (least pain) to 10 {severe parn)

Type of Pain: EShooting !Burning trTingling DCramps !stiffness trswelling DOther

How often do you have this pain?

ls it constant or does it come and qo ?

Does it interfere with your: trWork

Activities or movements that are oainful

!Sleep trDailv Routine DRecreation

to perform: OSitting UStanding DWalking OBending ELying Down



HEALTH IIISTORY

What treatment hive your received for your condition? (please circle) Medjcations Surgery PhysicialTheraPY

Chiropractic Serviies None Other

Name and addresb o'f oth"1- doctor(s) who have treated you for your condition

Date of Last: PhYsical Exam

SPinal Exam

Dental X-RaY

Spinal X-Ray

Chest X-Ray

Blood Test

Urine Test

MRl, CT-Scan, Bone Scan

place a mark on "Yes" or "No" to indicate if you have or had an of the following

AIDS/HIV
Alcoholism
Allergy
Anemta

Anorexta
Appendicitis

Arthritis
Asthma

Ble ed in g

Diso rd ers

Breast LumP

Bronchitis
Bulimia

Cancer

Catara cts

Chemical

DependancY

lYes !No
lYes !No
lYes lNo
DYes lNo
LJYES LTNO

lYes !No
lYes lNo
tlYes !No
lYes nNo
lYes lNo
lYes !No
DYES !NO
lYes !No
lYes !No
lYes !No
lYes !No
IYCS LINO

Measles

Migraine

H ead ach es

Mis ca rria g e

i'l o i r o i r u l i i c s i s

Multiple

Sclerois

Mumps

Osteoporosi s

Pacemaker

Parkinson's

Pinched Nerve

Pneumonia

Polio

Prostate Problem

Prosthesis

Psychiatric Care

lYes lNo

lYeS DNo

NYES !NO
i]Yes UNo

lYes lNo
!Yes !No
UYes lNo
lYes !No
lYes !No
lYes !No
lYes lNo
lYes !No
lYes !No
lYes lNo
lYes lNo

Rheumatoid

Arthritis
Rheumatic Fever

Scarlet Fever

Str-o ke

Thyroid problem

Tonsillitis
Tu bercul os i s

Tumors/Growths
Typhoid Fever

Ulcers

Vaginal infect
,Venereal Disease

Whooping Cough

Pre gn ant?

Other

lYes nNo

lYes lNo
!Yes !No
tlYes -rNo

lYes nNo
lYes lNo
lYes !No
lYes !No
lYes UNo
lYes nNo
lYes !No
nYes lNo
!Yes !No
lYes !No

Chicken Pox lYes lNo
Diabetes lYes ! No

Emphysema nYes lNo
Epilepsy !Yes !No

\/^-. I l!/I-racl.ures Ll I (j5 L-.ll\u

Glaucoma lYes lNo
Goiter lYes lNo
Gout lYes lNo
Heart Disease nYes !No
Hepatitis !Yes !No
Hernia lYes lNo
Herniated disc lYes !No
Herpes lYes lNo
High Choleste DYes lNo
Hypertension lYes !No
Kidney Diseas lYes lNo
Liver Disease UYes !No

Are you pregnant? Due Date

Medications Allergies Vitamins

HABITS
trsmoking Packs/DaY

trAlcohol DrinksMeek

trCotfee/Cafeine drinks CuPs/DaY

trHigh stress Level Reason

WORK ACTIVITY
trSitting

trStanding

trlight labor

trheavy labor

EXERCISE
ENone

EModerate

Eloaily

EHeavy

Inj uries /Surgeries You have had

Falls

Description

Head Injuries

en Bones

Dis locattons

Qrrrnorieq


