WELCOME

K/‘ PATIENT INFORMATION INSURANCE
‘ Date =

Who is responsible for this account? __

SS/HIC/Patient ID # ____ Rl “ Relationship to Patient _

/ Patient Name Insurance Co. ______
Last Name
L/

Group #

First Name Middle Initial ; Ty i —
Is patient covered by additional insurance? []Yes

Address

Subscriber's Name
City

Birthdate

State

Relationship to Patient
E-mail

Sex (OM [OF Age
Birthdate

Insurance Co.

Group #

ASSIGNMENT AND RELEASE
| certify that |, and/or my dependent(s), have insurance coverage with

] Married ] Widowed [J Single ] Minor
__and assign directly to

[] Separated [] Divorced [[] Partnered for years Name of Insurance Company(ies)

Occupation Dr. all insurance benefits,
; if any, otherwise payable to me for services rendered. | understand that | am
Patient Employer/School financially responsible for all charges whether or not paid by insurance. |
authorize the use of my signature on all insurance submissions.

Employer/School Address

The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
Employer/School Phone ( benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Spouse’s Name

Birthdate Signature of Patient, Parent, Guardian or Personal Representative

SS#

Please print name of Patient, Parent, Guardian or Personal Representative

Spouse’s Employer

Whom may we thank for referring you? S P T Date 755 D L Relationship to Patient

PHONE NUMBERS ACCIDENT INFORMATION

Home Phone ( ) Is condition due to an accident? [] Yes [] No

v Cell Phone ( ) Date

Best time and place to reach you Type of accident [] Auto [JWork [JHome []Other
IN CASE OF EMERGENCY, CONTACT

Name
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To whom have you made a report of your accident?
[J Auto Insurance [] Employer [[]Worker Comp. [[] Other

&

Relationship

Attorney Name (if applicable)
Home Phone (___)

Work Phone (___)

LA

PATIENT CONDITION

ReasonforVisit

When did your symptoms appear? =
Is this condition getting progressively worse? []Yes [JNo [J]Unknown
t‘ Mark an X on the picture where you continue to have pain, numbness, or tingling.
Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

Type of pain: [[] Sharp (7] Dull [C] Throbbing [[] Numbness [] Aching  [] Shooting
[CJBurning  [[J Tingling [] Cramps [[] Stiffness [C] Swelling [] Other

How often do you have this pain?

Is it constant or does it come and go?
Does it interfere with your [JWork [] Sleep  [7] Daily Routine [} Recreation
Activities or movements that are painful to perform [[] Sitting [] Standing [] Walking [] Bending [] Lying Down
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HEALTH HISTORY

What treatment have you alteady recelved for your condition’? || Medioations | | Burgery [ | Phyaloal Therapy
[ ] Ghiropractio Services | | None | Othe

Name and address of other dootor(s) who have treated you for your condition

Date of Last:  Physloal [xam Hpinal X-May Blood Tenst
Hpinal 1 xam Chent X<Nay Urine Toal
Dontal X-Hay ML, GT-Boan, Dona Sonn

Place o mark on "Yes" or "No™ 1o Indioate IF you have had any of the followlng

AIDE/MIV | ]Yes | | No Dinhelon [ JYen [ INo  Liver Diseass | |Yes | | No Ihaumalio Fever
Alooholism [ |Yos | | No L mphysema | |Yon | |No Maoaslon | |Yea | | No Hoatlel |'aver
Allergy Bhots [ 1Yes [ | No | pllepay | |Yor | | No Migralne Meadaches [ | Yes [ | No Hoxually
lranamitted
Aneimla [ 1Yes | | No Iraolures | )Yes [ | No Misoarlnge [ 1Yos | | No Diseass
Anotexia [ JYos | |No  Glaucoma [ [Yon [ |No  Mononucleosis [ IYea [ | No Alroke
Appendioitis [ ]Yes | ] No Golter [ 1Yo [ INo  Mulliple Holerosls | | Yes | | No Bulolde Allempt
Arthritis | |Yen | | No Gonorhen | |Yen | | No Mumpa | 1Yen | | No Thyrold Probleme
Asthima [ 1Yes | | No Clout | |Yeu | | No Onleoporonls | )Yos [ | No Tonaillitia
BWlesding Disorders | |Yes | | No Heart Dissnse | |You | | No faoemaker | |Yes | | No Tubetoulosls
Nreast Lump [ ]Yes | | No Hepalitis [ |Yes [ |No Parkinaon's Dinease [ | Yes | | No Tumors, Qrowlhe
Bronchitle [ 1Yes | | No Hermla [ |Yos [ | No Minohed Neive | 1You [ | No Iyphold Fever
Bulimia [ 1Yes | | No Herniated Dink | |Yon [ |No I'neumonia | 1Yeu | | No Ulaers
) (1 ) 4
Canocet | |Yes | | No Herpes [ )You | | No "ol | |You | | No Vaginal Infections
Calaracls | |Yes [ | No High Blood Prostate Problem | | Yes | | No Wi :
: 4 1oping Gough
Chemical Pressure [IYee [JNo IMrosthenls | 1Yes | | No I
3() | ) Othet
Dependency | 1Yos | | No High Cholesterol | |You [ | No Payohiatrio Oare (“1Yes [ No
) ‘O | You | \ )
Chloken Mox [ 1Yes | ) No Kidnay Disease | |Yos | )| No Mheumatold Arthvitis [ Yes |1 No
EXERCISE WORK ACTIVITY IHADITS
Nonhe | ] Hiing [ ] Himoking Packs/Day
Moderale [ | Btanding [ Aloohol Diinks/Waak
Daily [ ] Light Labor [ ] Colles/Caltalne Diinks Cups/Day
MHeavy | | Heavy Labor [ High Blress [avel Heanon
Ate you pregnant? | |Yes [ | No Due Date
Injuries/Burgeties you have had Danoriplion Date

Falls

Head Injurles
Hroken Dones
Dislooation

Butgeries

| Yau
| Yon

| You
| You
| You
| Yon
| You
| You
| You
| Yan
| You
| You

| You

[
[

| No
| No

| No
| No
| No
| No
| No
| No
| No
| No
| No
| No

| No

MEDICATIONS ALLERGIES VITAMINS /HERNDS /MINERALS
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Phatinacy Name

Phaimaoy Phone ( )




