CHINOPRACTIC REGISTRATION AND HISTORY

ll’AllLNl INFORMATION INSURANCE
—u

Dale_ L Who is responsible for this accomnt?
Patient__ L Relationship to Patient
Address Insurance Co. .
Group # ] .
o City s n Is patient covered by additional msutance? [] Yes [] No
Sex: )M [JJF  Age_____ Birthdate_ e Subscriber's Name -
[CIsingle [ IMarried [_]Widowed [C]Separaled [_| Divorced Birlhdate.  sSj
Palient SS”--.;_. _ Relationship to Patienl____
Occupalion Insurance Co.
Employer___ Group #
Employer Address________ . ASSIGNMENT AND RELEASE

I the undersigned cerlily thal | (or my dependent) have msurance coverage
Employer Phane

with o . and assign dueclly lo
Spouse’s Name Di__ allinswance benelils, it any.
olharwise payable lo me lor services rendered. | undersland that | am linancially
Birthdate___ SSi# responsible for all charges whether or not paid by insurance. | hereby aulhonze

the doclor lo release all informalion necessary 1o secure the payment ol

Occupalion benelils. | authorize the use ol this signalure on all insurance submissions

Spouse’s Employer

. Responsible Party Signature
Whom may we thank for relerring you? .

e'ma \\ s Relalionship B Dale

G

%) PHONE NUMBERS 4 8 ACCIDENT INFORMATION

Home Work L Ext_ Is condition due 1o an accident? [_] Yes [ No Date

Bes! lime and place to reach you o Type ol accident [JAuto [[JWork [JHome [J]Other

IN CASE OF EMERGENCY, CONTACT To whom have you made a repoit ol your accident?
Name___ ________ ___ Relalionship_ [_]Auto Insurance 7] Employer [“] Worker Comp. [C] other
Home Phone Work Phone___ Alloiney Name (il applicable)

T

C PATIENT CONDITION

Reason for Visil

When did your symploms appear? e g
Is this condilion gelling progressively worse? [} Yes L] No [~ ]Unknnwn
Mark an X on the piclure where you conlinue lo have pain, numbness, or tingling

Rale the severily ol your pain on a scale from 1 (least pain) to 10 (seveie pain) _

Type of pain: [] Sharp [CJ Dull [J] Throbbing [[] Numbness [] Aching [7] Shoollnq
[J) Bumning [] Tingling [*) Cramps [] Stifiness [[] Swelling [] Oher |

How ollen do you have this pain?_

Is it constlant or does il come and go?

Does it interfere wilh your [_] Work [_] Sleep [7) [)'nly Routine [_] Recrealion
Aclivilies or movemenis thal are painful to perform [ Silling [} Standing [ Walking [[] Bending [} Lying Down

(AR LI S




Whal treatment have you already received for your condition? [] Medications [[] Surgery [[] Physical Therapy
[[] Chiropractic Services [[] None [] Other
Name and address of other doclor(s) who have trealed you for your condition
Date of Last: Physical Exam Spinal X-Ray Blood Test___
Spinal Exam Chesl X-Ray Urine Tes!
Dental X-Ray MRI, CT-Scan, Bone Scan
Place a mark on "Yes" or “No” to indicate il you have had any of the following: o
AIDS/HIV [ Yes [) No Emphysema  [] Yes [] No Miscarniiage [] yes [ ] No Scarlet Fever [] Yes [C] No
Alcoholism ) Yes [] No Epilepsy [ Yes [[J No Mononucleosis [] Yes ] No Stroke O Yes CJ No
Allergy Shots [ Yes (] No Fraclures [] Yes [(J No Mulliple Suicide Attempt ] Yes [ ] No
Anemia (0] Yes [ No Glaucoma ] Yes [J No Sclerosis [ ves [ No Thyroid
Anorexia [] Yes [ No Goiler O Yes [J No Mumps _ [ ves [;' No .Pro.bl'e‘rns 0] Yes [JNo
Appendicitis (] Yes [J No Cincrhiai ] Yes [J No Osleoporosis E:] Yes L:] No Tonsillilis [ Yes [ No
AfriNi [ Yes [J No Gl [J Yes [J No Pacemaker [C] Yes [ ] No Tuberculosis  [] Yes [[] No
< Parkinson's Tumors,
Aslhn?a (] Yes [J No Hearl .[:‘)159358 [ vyes :IJD Disonse [] Yes [] No Growlhs O Yes [J No
Bg;g]rr:j%m 3 ves [ No :epa.lllls O :95 8 NO Pinched Nerve [_] Yes [[] No Typhoid Fever [] Yes [[] No
em!a . L Yes o Pneumonia [[] yes [[]J No Ulcers [C] Yes [ No
Breast Lump [JYes[JNo  Herniated Disk []Yes [(JNo . Clves[JNo  Vaginal
Bronchilis [J Yes [] No Herpes [J Yes [J No Proslale ' Infeclions (] Yes [J No
Bulimia [J Yes [J No High Problem [J Yes (] No Venereal
Cancer ] ves CJNo pholesh_erol [J ves [ No Picsihpaie () Yes [] No Disease [l Yes [J No
Cataracts (7] Yes [_] No Kidney Disease [] Yes [] No Psychiatric Care [ ] Yes [1) No Whooping
Chernical B Liver Disease [ ] Yes [[] No Rheumatoid Cough [ Yes [ No
Dependency [_] Yes [} No Measles [ Yes (] No Arthrilis (] yes () No Other
Chicken Pox [ Yes [] No Migraine Rheumalic
Diabetes [J Yes [[] No Headaches [] Yes [ No Fever [ Yes [J]) No
EXERCISE, WORK ACTIVITY HABITS
[C] None [ sitting 7] Smoking Packs/Day
[C] Moderate [C] standing [C] Alcohol Drinks/Week
(] Daily [7] Light Labor [C] Collee/Calieine Drinks Cups/Day
() Heavy [C] Heavy Labor [C] High Stress Level Reason
Are you pregnant? [] Yes [[]No Due Date _ .
Injuries/Surgeries you have had Descriplion Date
Falls
Head Injuries . . S e
Broken Bones searsTen s .
Dislocations e
Surgeries .
|/ MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS
Pharmacy Name
Pharmacy Phone




