— PATIENT INFORMATION

Date =%
Name LAST MAME FRET MAME AL
S55% —y =
Address
I G 2
Sex:OM OF  Age Birthdate

OSingle JMarried OWidowed 1 5eparated 0 Divorced
Occupation

Employer

Employer Address

cmy ] STATE P
Spouse’s Name =3
Birthdate S5#
Occupation

Spouse’s Employer =

Whom may we thank for referring you?

— PHONE NUMBERS

Home Work Ext.

Cell E-mail Address___

IN CASE OF EMERGEMNCY, CONTACT

Mame Relationship
Home Phone Work Phane Ext.

Cell Phone e

CHIROPRACTIC REGISTRATION & HISTORY

— INSURANCE INFORMATION

Whao is responsible for this account?

Relationship to Patient

Insurance Company
ID# GRP#

Insurance Phone #

Is patient covered by additional insurance? QYes Mo
Subscriber's Name

Birthdate So#

Relationship to Patient

Insurance Company e S

ID# GRP# _

Insurance Phone # o
ASSIGMNMENT AND RELEASE

I, the undersigned, certify that | [ar my dependent| hove insurance coveroge
with and assign directly lo
Dr. = = all insurance benefits, if any, otherwise payable
to me for services rendered. | understand that | am finonciclly responsible for
all charges whether or not paid by insurance. | hereby authorize the dactor to
release all information necessary to secure the payment of benefits. | autharize
the use of this signature on all insurance submissions.

Responsibha Party S.-.g.:.'_‘-um

Belatiznehip Dirte

— ACCIDENT INFORMATION

Is condition due to an accident? QYes OMNo  Date
Type of accident O Aute OWork OHome 2 Other

To whem have you made a report of your accident?
dAute Insurance O Employer 0 Cther

Attornay Name (if applicable)
Address
Phone #

— PATIENT CONDITION

Reason for Visit ll:-:-ll { i
When did your symptoms begin oz = o '.--,,,\ ,__.--"I I
Is this condition geting progressively worse? QYes QMo O Unknown |I. " ) Ill |; 2 =
Mark and X on the picture where you continue to have pain, numbness or tingling. . ;'I.': l'.l'-. "'-.I . .I,lll,l ':II.__ "-,I
Rate the severity of your pain on a scale of 1 [least pain) to 10 (severe pain) -4 | ;\/ I;,- - I'.II.\::"-! I{_.:I. " '.In“) I'I
Type of pain: 0 Sharp 2 Dull OThrobbing O Mumbness QAching O Shooting Ny I'-,I 11’ / v\ I'.II ._T__ I,-'I ?
JBurning QTingling O Cramps 2 Stiffness O Swelling 0 Cther I'l .I |I I'I : I| : |'I
How often do you have this pain® I:' -: :I- ':I |: :| |: :I
Is it constant or does it come and go? \ II 'I | : | I,"
Does it interfere with your OWork QSleep Q1 Daily Routine O Recreation Li :_l o l_‘_\,
Activities or movements that re painful to perform O Sitting 2 Standing O Walking JBending U Llying Down

- OVER -







