Chiropractic Case History/Patient Information

- Date ] Patient # i Doctor
Name - - Social Security # Home Phone —
Address City -State ZIp
E-mail address: - L Fax # Cell Phone
Age Birth Date Race —Marntal: M S W D How many children?
Occupation _ - _ Employer _
Employer's Address - . Office Phone
Spouse _ _ Occupation __Employer_
Name of Nearest Relative L _ Address Phone
How were you referred to our office? _
Family Medical Doctor ]
Purpose of this appointment
Date symptoms appeared or accident happened
Have you ever had the same or a similar condition? n Yes n No If yes, when and describe:
Days lost from work _
Date of last physical examination What surgeries have you had? (Include dates)

A g . g ik B

Serious illnesses (include dates)

L. .. .. . - - O i o N

Have you been treated for any health condition by a physician in the last year? = Yes 1 No

If yes, describe:

O i — .

What medications or drugs are you taking?

S N

Please check any and all insurance coverage that may be applicable in this case.
n Major Medical = Worker's Compensation 7 Medicaid x Medicare n Auto Accident n Other

Name of Primary Insurance Company

Ta— R s

Name of Secondary Insurance Company (if any)

AUTHORIZATION AND RELEASE: | authorize payment of insurance benefits directly to the chiropractor or
chiropractic office. | authorize the doctor to release all information necessary to communicate with personal
physicians and other healthcare providers and payors and to secure the payment of benefits. | understand that | am
responsible for all costs of chiropractic care, regardless of insurance coverage. | also understand that if | suspend or
terminate my schedule of care as determined by my treating doctor, any fees for professional services will be
iImmediately due and payable. | understand that interest is charged on overdue accounts at the annual rate of 16%

The patient understands and agrees to allow this chiropractic office to use their Patient Health Information
for the purpose of treatment, payment, healthcare operations, and coordination of care. We want you to know
how your Patient Health Information is going to be used in this office and your rights concerning those
records. If you would like to have a more detailed account of our policies and procedures concerning the
privacy of your Patient Health Information we encourage you to read the HIPAA NOTICE that is available to
you at the front desk before signing this consent. If there is anyone you do not want to receive your medical
records, please inform our office.

Patient's Signature _ Date

~ Date

Guardian's Signature Authorizing Care



How did it originally occur?
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Has it become worse recently? Yes No___ Same _ Better _ . Gradually Worse
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If yes, when and how?

NN Lo . T, e e . O AL o L N N CF—

Daily Intermittent _ Night Only

4. How frequent is the condition? Constant
How long does it last? All Day Few Hours _ Minutes
D. Are there any other conditions or symptoms that may be related to your major symptom?
Yes No _ . Ifyes, describe L L o
Are there other unrelated health problems? Yes __ No_ . If yes, describe o
6. Describe the pain: Sharp _ Dull Numbness Tingling __ Aching
Burning __ Stabbing Other L B
/. s there anything you can do to relieve the problem? Yes __ No___ . Ifyes, describe

. It no, what have you tried to do that has not helped?

T T —

8. What makes the problem worse? Standing ____ Sitting Lying Bending

Lifting Twisting Other

o R, T N NN O

N - T —

9. Have you had any broken bones? Yes NO . It yes, please list and give dates L

10. List any major accidents you have had other than those that might be mentioned above: N

11. To your knowledge, have you had any diseases, major ilinesses, or injuries not indicated on this
form either in the past or the present? Yes NoO . It yes, please explain _

12. WOMEN ONLY: Are you pregnant or is there any possibility you may be pregnant?

Yes No Uncertain

13. Remarks:

NO
SYMPTOMS SYMPTOMS

Please place an “X” on the line above to indicate level of problem.

Doctor’s Signature L —__ Date



Below is a {ist of conditions wh™
answered carefully as these proL

ﬂS Cah .

............ q unrelated to the purpose of your af .
’(&C‘I your overail diagnosts, treatment _

CHECK ANY OF THE FOLLOWING DISEASES YOU HAVE HAD:

{ _1Appendicitis

{ ]Scarlet Fever

1 _|Diptheria

{ ]Typhoid Fever
{ 1Pneumonia

{ ] Rheumatic Fever
Polio

'CHECK ANY OF THE FOLLOWING YOU HAVE OR HAVE HAD THE PAST 6 MONTHS-

MUSCULO-SKELETAL CODE

. ] Low Back Pain

- {_]Pain Between Shoulders

{ |Neck Pain

{ ]Arm Pain

{ }Joint Pain/Stiffaess

[_]Walking Problems

[_1 Difficult Chewing/Clicking jaw

NERVOUS SYSTEM CODE

[j Numbness

[j Paralysis

[ ] Dizziness

[ 1 Forgetfulness

[ ] Confusion/Depression

[ ] Fainting

[ 1Convulisions

[ _|Cold/Tingling Extremities

GENERAL CODE

] Allergies
] Loss of Sleep
| Fever

[ ] Headaches
GASTRO-INTESTINAL CODE

{"1Poor/Excessive Appetite
[ ] Excessive Thirst

{ 1Frequent Nausea
{_1Vomiting

| }Diarrhea

(1 Constipation

[_] Hemorrhoids

[ _]Liver Trouble
[(]Gall Bladder Problems
{ ]Weight Trouble

[ 1Abdominal Cramps

Diagnosis:

Patient Accepted: [ ] Yes {1No

{ | Malaria
[ ] Tuberculosis
{ JWhooping Cough
[ 1Anemia
[ TMeasles
| | Mumps
{ 1Small Pox

[ ] Chicken Pox
[ ]1Diabetes

[} Cancer

[ ]Hedrt Disease
[ ]Goiter

[ Jinfluenza

[ ] Pleurisy

[ 1Gas/Bloating After Meals
[ JHeartburn

[} Black/Bloody Stool

LI Cotitis

GEN{ITO-URINARY CODE

Bladder Trouble
[ ] Painful/Excessive Urination
[_] Discotored Urine

C-V-R CODE

[ ] Chest Pain

{ J]Short Breath |
[ .1Blood Pressure Problems

[ ]irregutar Heartbeat

[ JHeart Problems

[} Lung Problems/Congestion
[ 1Varicose Veins

[ _] Ankle Swelling

EENT CODE

L] Vision Problems
DDm tal Problems
[1Sore Throat

[ Ear Aches

(1 Hearing Difficulty
1 1 Stuffed Nose

MALE/FEMALE CODE

(1 Menstrual frreqularity

[ 1Menstruat Cramping

[ 1 Vaginal Pain/Infections

[ 1Breast Pain/ Lumps
[1Prostate/Sexual Dysfunction
[1Genital Herpes

DO NOT WRETE BELOW THIS UNE
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riowever these questlons must be

.aand ,,usmbthty of hemg accepted for care.

[_]Alcoholism
[ ] Venereal Infection
[_JArthritis

[ ] Epilepsy

[ 1Mental Disorder
{_{Lumbago

[ JEczema

FEMALES ONLY:

When was your last period? _
Are you pregnant? [1 Yes [ No (J Maybe

Please outline on the diagram
the area of your discomfort.

. Doctor’s Signature





