CHIROPRACTIC REGISTRATION AND HISTORY

i! PATIENT INFORMATION

:2 INSURANCE INFORMATION

Date Who is responsible for this account?
SSHICPationt 1D # Relatonship to Patient
Pationt Name Insurance Co.
Lot Mama
Group #
L I ke Is pationt covered by addsional insurance? [I¥es [N
Subscriber's Name
E_ﬂm’ girthdate SS#
o Relationship to Patient
Zme 28 Insurance Co.
Sex OOM [OF Age o
Birthdase
ASSHGNMENT AND RELEASE
] Married [ Widewed [ single ] Minor | corséy that |. andior my dependent(s). have insuranco coverage with
O Separated [ Divorced ClPartnocod for _ yoars N T G Core e} i aiaign dinclly 10
Pasent EmployucSchool o a1 insurance benofts,
Occupasion any, cthorwize payable fo me kr services rendered. | wndersiand thal | am
ety FRLEOnS i fod B EhATES wha P of Rt B By inGrance | author2e
EmployerSchool Address th et of Yy 10RNE 0n B Nt BUBMALONE.
The abowe-narmed dochon may use my hoalh care infprmaton and may dediose
Employec’School Phone ( ) bonalas o tho bornalies payabis Yoe related sorvices. Ths corsent wil end whea
Spouse’s Name my Gurterl eateant BLae i COmBlatid Of Ghe YO Bom T date Lned Beiow
:'m —— et TP =
Spouse's Employer " Piease prirt name of Patert. Parent, Guardian o Personal Fispresertative
Whem may we thank for referring you? — e T
@ PHONE NUMBERS ACCIDENT INFORMATION
Call Phona | ) Home Phone ( ) Is condiion due 1o an accident? [JYes (JNo Date
Bost time and place to reach you Type of accident [ Auto [JWork [JHome [JOther
IN CASE OF EMERGENCY, CONTACT To whaom hanve you made a repart of your accident?
Name Rotatonship O Auto Insurance [ Employer [l Worker Comp. [ Other
Homa Phons ( ) Work Phone ( ) Attorney Name (if applcable)
_@m’rmm CONDITION
Raason for Vst

When did your sympioms appear?

How ofen do you have this painT

Is it constant or doas it coma and go?

I this condition getting progressively worse? ClYes [No [C Unknown

memmmmmmhmPWMWm

Rate the soverity of your pain on a scale from 1 (least pain) 30 10 (severepain)

Type ol pain: O Sharp ] Dull [ Throbbing [JNumbness [ Aching [ Shooting
[ Buming [CTingling CJCramps [ Sutfiness [ Sweling [ Cihwr

Does i intertere with your [JWork [ Seep [ Daily Routine [ Recreation

Activitios or movements that are painful to perdorm [ Sisting [ Standing [ Waldng [ Bending [ Lying Down

(Wers L5554
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] l.' HEALTH HISTORY

‘What treatment have you already received for your condition? [ Medications.
[l Chiropractic Services [ None [ Other

[ Surgery

1 Physical Therapy

Mame and address of other doctor(s) who have treated you for your conditicn

Drate of Last: Physical Exam Spinal X-Ray Blood Test
Spinal Exam Chest X-Ray Urine Test
Dental X-Ray MRI, CT-Scan, Bone Scan

Flace a mark on “Yes" or “No" to indicate if you have had any of the following:
AIDSHIV ClYes [CONo Diabetes [OYes [QMNo Liver Disaase [OYes CONo Rheumnatic Fever [CYes [INo
Alcoholism OYes CONo Emphysema [OYes [CINo Measles OYes [ONo  Scarlet Fever OYes [JNo
Allergy Shots ClYes [INo  Epilepsy OYes [QNo Migraine Headaches [JYes [INo  Sexually
Anemia ClYes [CJNo Fractures ClYes [INo Miscarriage ClYes [INo Ei:i’:;“m C¥es CINo
Anorexia OYes CINo Glaucoma C¥es [ONo  Mononucleosis CYes [ONo Stroke CYes [JNo
Appendicitis COYes [INo Goiter Cd¥es [IMNo  Multiple Sclercsis []Yes [ Ne Suicide Atempt  [JYes [1No
Arthritis CYes [NNo Gonorrhea ClYes [JNo  Mumps CYes [l No Thyreid Problems  [J'es [JNo
Asthma OYes CONo  Goul ClY¥es [JNo  Osleoporosis CYes CINo Tonsillitis CYes [JNo
Bleeding Disorders [JYes [INo Heart Disease ClYes [JNo  Pacemaker OYes ONo  iparculosis ClYes []No
Breast Lump [OYes [ONo Hepatitis [OYes [IMNo Parkinson's Disease []Yes []No Tumors, Growths  [JYes []No
Bronchitis OYes CINo  Hemia [CdYes [IMNo Pinched Merve CYes [CINo Typhoid Fever OYes [INo
Bulimia ClYes CINo Hemiated Disk  [JYes [IWo Pneumonia Cves ONo e OYes [JNo
Cancer [O¥es CONoe Herpes OYes [JMo Polio [Yes [CINo Vaginal Infections  [JYes []No
9RO BEY g gw [T D200 o ow o
Dependency ~ [IYes [INo High Cholesterdl [Yes CINo o viviccare  [Yes CNo oo
Chicken Pox [CYes CONo Kidney Disease ClYes [ Mo Rheumatoid Arthitis []Yes [J No
EXERCISE WORK ACTIVITY HABITS
[] Mone [ Sitting [] Smaoking Packs/Day
[] Modarate [] Standing ] Alcohol DrrinksWeak T
[] Daily [ Light Laber [] CoftesCatfaing Drinks Cups/Day
[ Heavy ] Heawvy Labor [] High Stress Level Reason
Ara you pregnant? [I¥es [ No Due Dale
Injuries/Surgeries you have had Descriplion DCate

Falls

Head Injuries

Eroken Bones

Dislocations

Surgerias

ﬂ MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Mame

Pharmacy Phone (

)
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