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Today's Date: f { Flle & = ..
Patient Nama:
LAST FIRET M
What You Prefer To Be Called: O Male O Female | [ =
i " A S Primary Insurance
5 ' ' Co. Name:
Mailing Address;
Address:
T omY ETATE P R
Home Prone #: () L HINTE ZF
Work Phone #: ( ) Ext: Phore# () Al
Cell Phone #: ( ) Insured's |D#: 4
E-mail Address: Group # (Plan, Loeal, o Policy #):
Referred By: insured's Mame:
| Employer: How Long? Relation: Date of Birth: l {
Employer's Address: Insured's Empiloyer:
| Secondary Insurance
| ETAIE oF
| Omupmlnn Go. Name:
|Smtu3 0 Minor 0 Single 0 Married O Divorced 1 Separated 0 Widowed Address: &
Spousa's Mame: &1
| s . Ty STATE e
I you have children? QYes QMo How many? . Phane #: { )
insured's 10#:
| Group # (Ptan, Loeal, or Policy #):
Insured's Name; - 2
Relation: DateofBithe £ [
Pnruun uhlrrlml!r nlnumlhh for account Insured's Emgployer:
| Marmie:
Relation: _
Bifling Address:
A B oD ey
g —EGE B EMERGENC
ss# Whom should we contact?
Drivers Licanse #: [ Relation:
Wark Fhone #: (. 4 Home Phone #: ( et =
Payment method: O Cash 0 Check Work Phone #: ( ) il
2i 4 ’
2 Gredit Gand - Enler card # atave (If eccepbed) CelToe !
R o Who is your Medical Doctor? =
erpby authorize HE-BI-EI'IITIBI'II my Ingurance .
inBals  rlghta and banalits directly o the provider Tor | Medical Doclor's Phone £: (_ ]

I sefwices randerad, | fully understand | am solely respons!-
| ble for any balance not pald By My INSUFANCE COMBANY
[ (it edfered at this office)
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f e Reason for today's visit: L Emergency [ New injury [ Old injury [ Chronic pain O Wellness

Did your injury occur during: 3 Work [ Sportsiplay () Auto Accident 1 Routine/Household activity
When did your condition/accident ocour? £ F Where did your injury occur?
Please explain whal happaned; "

Are you in pain: 1 Yes " No Rate your pain with the following scale: swsiea T & 3 4 & & 7 & 6 tbmre

Is your condition gefting worse? J Yes 0 No  Constant ) Comes and QoES,
Is your condiion inarfering with your:  Work O Sleep or 1 Daily routing? If so, how:

| condition? Thes TNo If so, where?

Have you ever been treated by a Chirepractor’? CiYes Clio
Clinic or Dr's name:
Clinlc phona#:

Has this or something similar happened in the past? 3
dves [ No Explain: .
Using the ud]mnt body charts, please circle

| all affected areas.

{ Hawve you been treated by & Madical Physician for this
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Are you taking any of the following medications? O merve piis LI Pain kifars (hicluding sapiing O Muscle relawers

J Blood Thinners [ Tranqudizars O nsulin O Others)
Do you have or have you had any of the following diseases, rnudlml conditions or pm:udum‘i'
¥ M Heart Altack [ Slroke ¥ N Haar Sug Pacemaier ¥ N Heart Mumur ¥ W Congenital Heart Dafact Y N Mitral Vake Profapse
¥ N Asificial Vales ¥ M Aloohol / Drug Abuse ¥ N Vensreal Disease Y N Haepatitis Y N HIV4 F8I0S & ARG
| ¥ M Shirgles ¥ N Cancar Y M Frequent Meck Pein ¥ N Glaucoma ¥ N Anemia ! Diabetes
i ¥ M HighfLow Blood Fressums ¥ W Paychialric Problems ¥ N Fheumalic Fever ¥ M Severe [ Fraguant Handaches ¥ N Kidney Problems
| ¥ M Ulcars § Colitis ¥ M FailrgSeipreaTolepsy ¥ N Sinus Problens ¥ H Emphysama ! Asthma ¥ N Tuberculosis
| ¥ Difficulty Braathing ¥ W Chemotherepy ¥ N Lowar Back Froblems Y N Adilicial Bonasiloints/implants ¥ N Aribiitis

| Please list any surgeries with dales and/or any other serous medical condition(s) not isted above:

! List amy past serious accidents with dates:
: Please [t anything that you may be allergic to: ___ -
| Family Health History: i
| Do you take Supplements or Vitamins? U Yes  No Do you exarcise? 0 No O Yes_____ hours par waek
Do you smoke? O Mo [ Yes How much?  Howilongy

Are you wearing: U Shoe fifts [ Inner soles 1 Arch supports  Are you dieting: ONo Cives Since: [/}
For woman: Are you taking Birth Contral? U Yes O No
Are you Nursing? O Yes LI No  Are you Pregnant? Tl No O Yes  If so, how many weeks?
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frigncily, ruiual understanding between provider

B We nvte you 1o discuss wih Us any questions regarding our senvioss. The best health senvices are based on a hEpALE
and patient.

B Chir nﬂll%muuas Im,'manl: in ull I:r all services rendered &t the fime of wisit, unlass obher arrangaments hive bean —— o A |
basiness m

aneger. I account i nol paid within 30 days of Ihe date of service and no financial 0 e

arrangements have been made, you will ba responaible for Iegel fees, collection agency fees, Inerast charges and
any ofher expenses incurted in collecling your account. it

l | suthorize the stall o perform any necessary sericss nesdad during diagnosis and trestment. | aleo suthorize the it
provider T —

b release any information required fo process insurance clamms. imiéinin)

S =

| W | understand the abova information and guerantes this form was completed comectly fo the best of my knowledge | RCHKROWLEDGE
and underatand ft |s my responslblity bo ntarm this ofice of any changes 1 e information | have provided, ﬁ m_r_ I

Signature Dala [ )
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