CHIROPRACTIC REGISTRATION AND HISTORY

7! PATIENT INFORMATION INSURANCE INFORMATION
Date Who Is responeible for this account?
SSHICPatient 1D ¥ Ralationship to Patisnt
Patient Name Insuranca Co.
Last Nama
Group #
WA . Is patient covered by addilional insurance? [JYes [INe
Address :
Supecnber’s Name
e Birthdate SS#
City :
Ralationship to Patiant
Sla!eD Zip oo
Sex [IM F
o, Aok Greup #
ASSIGNMENT AND RELEASE
1 Mamied ] Widowed ] Single ] Minor | osstily that 1, andlor my dependent(s), hawe idulants civiags with
[ Separated  [IDharced  [JPartneredfor _ years = N o T Coers] and assign directly 1o
Patient Empioyer/School O al insurance bancfits. if
Occunation any, oharwise payable 10 me for servicas rendared. | Lndarstand that | am
e fnancially rezponsible Sor al charges whether or net paid by insurance. | authorize
EmployenSchool Address e use of my Sgratre on Al insurance submigsions.
Thé above-named doctor may uie my health care information and may dischkse
such Information % tha sbove.namad insurance Compamy(ias) and their agoms
for the of cbis paymect for sordices and delermining insurance
FaployecSehoal Fhane () it B A0 Readiok Baails D2 i Secuicta: Thi comoard N od ke
Spouse's Name Yy current treaimant plan is oumpikesd of one year from the date signed below,
Barthdate
- Signatura of Patent, Pasnt Guardian or Perional Representalive
Spouse's Employer Pinasa prnk nama of Fatiant, Pafert. Guardian of Personal RRDEseNIatve
Whom may we thank for resarring you? b - Relailonip 1o Paken
@ PHONE NUMBERS C‘} ACCIDENT INFORMATION
Cell Phone ( ) Home Phone ( ) Is condition dua to an accideni? [] Yes ] No Date
Bast tme and place 10 reach you Type of accident [ Auto CIWork [JHome [JOthet
FOASE OF EMERGENCY, CONTACT To whom have you made a report of your accdent?
Nama Relatonship [ Auto Insurance [7] Employer ()Worker Comp. [[] Other
Home Phone | ) Work Phane [ ) Attornay Name (if applicable)
Eg i PATIENT CONDITION
FReasoca for Visit
When did your symptoms appaar?
ks this condilion getting progressiviely worse? [Yes [[INo  [JJUnknown
Mark an X on tha picture wheve you continue to have pain, numbness, or tingling.
Rate the severity of your pain on a scale from 1 (least pain) to 10 (severepain) ____
Type of pain: ] Sharp [ Dull [ Throbbing [] Numbness [J] Aching [ ] Sheoting
ClBuming [CITingling [ Cramps [ Stifiness [[] Swelling [l Other
How often do you have this pain?
15 it constant or does it come and go?
Does it intedare with your C]Work 1 Sleep [l Dally Routne  [[] Recreation

Activities or movements that are painful 1o perform [] Sitting  [] Standing [[] Walking [] Bending [ Lying Down

(Vars. C255504) -0OVER- WUCATE -0 204 Weedhcd Aaty Praas’ 1-800-328 2179



i :i HEALTH HISTORY

\What treatment have you already recemed for your condilion? (] Medications 7] Surgery [ Physical Theragy
[ Chiropeactic Sarvicas [ None  [1 Other

Name and address of other dector(s) who have treated you for your condition

Dato of Last:  Physical Exam Spinal X-Ray Biood Test
Spinal Exam Chest X-Ray Wrine Test
Dantal X-Ray MAIL, CT-Scan. Bone Scan

Place a mark on “Yes* or "No” to indicate i you have had any of the folloaing:
AIDSIHIV [OYes [JNo Disbetes [ClYes [INo  Liver Disease [OYes [JNo RheumaticFevar [COYes I No
Alcoholism [OYes CINo Emphysema ClYes CONe Messks [(d¥es [INo  Scarle! Fever CYes CINo
Alergy Shots [JYes [[INo Epilepsy [O¥Yes [ONo Migraine Headaches [JYes [JNo  Sexually
Anamia Cives CINo  Fractures [)¥es [INe Miscarriage DWe ONo  paeraed o O
Anorexia [OYes [CONo Glaucoma ClYes [ONe Mononudeosis OYee ONo gy OYes [ No
Appendicitis COYes [INo  Goiter ClYes CiNo  Multiple Sclerosis  [IYes [DINO g inse Anempt  [Yes [ No
Asthma OYes COONo  Gowt [ClYes [INo  Ostecporcsis OYee [INo  rociniis [Yes []No
Blooding Disorders [1Yes [INo  Heart Disease [CJYes [INo Pacemakar OYes ONo  ppeccutosia OYes [INo
Breast Lump [JYes [CONo  Hepatitis [JYes [INo Parkinsons Discase [JYes [ No Tumors, Growths [1Yes [ No
Bulimia [OYes [INo Hemlated Disk CYes [ONo Pneumania CYes [No Uloers [1Yes [JNo
Cancer OYes TINo Herpes CYes [INo Polio ClYes [T No Vaginal Infections ] Yes [T No
Cataracts [OYes [INo HighBleod Praostate Problem [JYes [ No
Chemical Pressure OYes ONo  oonesis Ce:- Ot oGl Di%e::T1No
Dependency ~ [JYes [JNo  MighCholestiersl [I¥es OIN0 po oo Cives [INo Other
Chicken Pox IYes [INo [KidneyDisease [Yes [No Rheumatoid Arthrits [1Yes [ No
EXERCISE WORK ACTIVITY HABITS
T None [ Sitting ] Smoking Packe/Day
[ Mederato [ Standing [ Ascshol Drnks/Weaak
2 Dally [C] Light Labor [ CoffeaCaffeine Drinks Cups/Day
[ Heavy L] Heavy Labor [] High Stress Leve! Reason
Are you pregramt? [J¥es [JNo Due Date
Injuries/Surgeries you have had Description Date

Fails

Head Injuries

Brekan Bones

Dislocations ——

Surgeries
'? MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name

Pharmacy Phone {




