CHIROPRACTIC REGISTRATION AND HISTORY

Date Who is responsible for this account?
SEMIC/Patient 1D & Relationship to Patient
Patient Name Insurance Co.
Last Mame
Group f#
First Mama, Micdie [nitial Is patient covered by additional insurance? TlYes [lio
Addrass Subscriber's Namo
E-mall Birthdata 5S#
City Relationship to Patient
State Zip Insurance Co.
Sex OM OF Age : Group #
Birthdate ASSIGHMENT AND RELEASE
i I ify that I, and" ndant{s), have insuranca covera with
[0 Married O widowed O single O Minor k) Srslony SeeenenS. hag o
- and assign direcily to
[] Separated (] Divoreed [J Partngred for years ] Name of Insuranca Cempany{ies)
Patient Employer/School o, al insuranéo bonofits,
, if any, otherwiso payablo 1o mo for services rendared. | understand that | am
CGecupation financially rospensible fer all chorgos whether o not peid by insurarco, | aulborize

e use of my signature on all Insurance submissions.
Employvern/School Address

, The above-named doclor may use my health cara infermation and may disclose

‘auch informaticen 1o 1o obovo-nomed Insurance Companylies) and thilr agans far
i} | iho purpose of oblalning payment for services and determining insurance benelils
EmplovenScheol Phone | ) / | orthe benelits payoblo for rolaled services, This consent will and whon my currant
/ . freatment plan is comploted or one year frarm the date signed bobow,

Spouse’s Mame

Birthdata ' Sigrature of Pallont, Farent, Guardian or Personal AGRIOS0nAG
ss8d

Pleaso print name of Pationt, Pareat, Guardian or Persentl Reprosontative
Spouse’s Employer -
Wham may we thank for referring you? Do FRetztionship fo Patant

Cell Phone | ) |Home Phone ( } Is condition due to an accldent? [ Yes [ No Date

Best time and place to reach you : : Type of accident ] Aute. [ Work: CHome [ Other

INiGaSE GRERERGENCY CONTACT To whom have you made a report of your &ccident?
Mame Relationship O Auto Insurance [ Employer [0 Werker Comp. [] Other

Home Phone ( } Work Phona | ) Attorney Name (if applicable)

Reason for Visit

When did your symptoms appear?
I3 this candition getting progressivaly worse? (IYes [ONe  [JUnknown
Mark an X on the piclure whare you continue to have pain, numbness, or tingling.

Aate the severily of your pain on a scale fram 1 (least pain} to 10 (savers pain)

Type of pain: I Sharp O Dull [ Thralbing ] Mumbness [ Aching [ Sheoting
] Burning [ Tingling [l Cramps [] Stiffness [ Swelling [l Other

Hew cftan do you have this pain?

Is it constant or does it come and go?
Does it interfere with your CJWork [ Sleep: [ Daily Rovline [T Recreation
Activities or movements that are painful to perform [] Sitting [ Standing [JWalking [ Bending [ Lying Down
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What freatment have you already recaived for your condition? [] Medications [ Surgary 0] Physical Therapy
[ Chiropractic Services [ Mone [ Other

Mame and address of olher doctor(s) who have treated vou for your condition

Date of Last:  Physical Exam Spinal X-Ray Blocd Test
Spinal Exam Chesl X-Ray. Urine Test
Dental X-Ray MRAI, CT-5can, Bone Scan
Place a mark on “Yes™ or “No™ to indicate il you have had any of the following:
AlIDSHIV CYes [JMo Emphysema CYes [ONo  Migraine Headaches [JYes [CINo  Sexually
Alcoholism [(¥es [Mo  Epllepsy [l¥es [OMo  Miscarriags [Oyes [MNo g;gig‘;md Oves [JNo
Allergy Shots CYes [MNo  Fracturas OYes OMo  Mononucleosis OYes OOHo  oyoke OYes []No
Anemia C¥es Mo - Glavcema [Clves [OMo  Mulliple Sclarosis  Clves [ No Stiicide Attempt OYes [JNo
Anorexia D"r‘es. D E*la Goitar C]¥es [} Mo @umps [O¥es [ ko Thyroid Problems [JYes [ Mo
Appendicitis CYes Mo Gonomhea C¥es [OMo  Osteoporosis Cives CINO  1orsiiitis . CiYes [ Mo
Arthritls CYes Mo Gout COYes [OMe  FPacemaker ClYes N6 iberculosis Cives [JNe
Asthma [(¥Yes [QIMo  Heart Disease Clves [0 [.\to Parkinson's Disease (1¥es [l iNo Turmiors, Growths. . [JYes [] Mo
Bleeding Dizorders [lYes [ Mo  Hepalitis ClYes [DMo  Pinched Nerve ClYes Mo Typhoid Faver CiYes [JNo
Breast Lump [O¥Yes iMoo Hemia [J¥es [ONo Pnoumonia Cyes []MNo Ulcers OYes [JNo
Bronchitis CYes Mo  Hemiated Disk ClYes |CIMNo | Polio OYes [INo Vaginal Infections [ Yoz [JNo
Bulimia Yes Mo Herpes Yes Mo FProztate Problem Yes Mo
- . : P o O : | i O - Whooping Cough  [IYes [ No
Cancer CYes Mo  High Blood Prosthesis OYes OiNo e
i er

Cataracts [Jes E:| Mo Pressure 0 Y‘_E [H) Ho Psychiatric Care [Iyes [ Mo
Chemical High Cholesterol  [1Yes, TINOLE pi)iatoid Arthvitis CJYes [ No

Dlependsncy COves: ] No K.ldlnw Diszase =) Yes [No Riicurialic Fever  [lYes [No
Chicken Pox [ ’fes [CIMe  Liver Disease [Yes. [ MNo Soarlet Felior C¥es [ Ne
Diabetas Cl¥es ClNe  Measles Clves Mo
EXERCISE WORK ACTIVITY HABITS
[ Mene [} Sitting 1 Smioking Packs/Day
[ Moderate [ Standing [ Alcohol Drinks/\Wesk
] Daily I Light Labor [ Coffee/Catfoine Drinks CupsiDay
] Heawy [ Heavy Labor 1 High Stress Level Reasan
Are you pregnant? [ClYes [ Mo Due Date
InjuriesSurgeries you heve had Description Date

Falls
Head Injuries
Broken Bones

Dislocations

Surgerias

Pharmacy Mams

Pharmacy Phone |

]
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