CHIROPRACTIC REGISTRATION AND HISTORY

o s
PATIENT INFORMATION B j INSURANCE

Date_ Whe s responsible for this account?

Fatieni_ ) : Helationship to Patient
Address - Insurance Ce. - e
B _ Group # e

= e £ |s patient covered by additional insurance? [ Yes [ | No
Sex: 1M [JF Age  Bithdate. Subscriber's Name B
[lsingle [IMarried [ Widowed [ Separated [ | Divorced Birthdate 558
Fatient SS# Reiationship to Patient_
Decupation i Insurance Co.
Ermployer ] B Group f R
Employer Address _ _ ASSIGNMENT AND BELEASE

I, the undersigned certify that | (or my degendent) have insuance coverage
Emplayer Phone

—— with, — _and assian dirgcily Lo

Spouse’s Mame . _ ; all insurance benelis, IFany,

atharwise pavable to me for sercees rondored, | onderstand that | am drancially

Birthdate. = S5 == raaponainle far &l chargas whether or not paid by insuranca. | Acieby authoriza
. tho doclor Lo roleaza all infasmaticn recassary o sooure Ine payment of

OCDUIJEI[IDH_ > banells. | zulncrize Ine use of his signature on 8l nsdrance submissions

Spousa’s Employer

Hespons IH;IF'a.rI S AR
Wham may wa thank for referning you? Zoil ¥ SIgaEtl

S ——— Dala
>
PHONE NUMBERS | (4 B ACCIDENT INFORMATION
-
Hame_ O Waork Ext Is condition due to an acoident? || Yes [ Mo Dals )
Best tima and place to reach you y = Type of accident | Auto [ |Work [ |Home [ Other
IN CASE OF EMERGENCY, CONTACT To whom have you made a report o your accident?
Mama__ Helationship - [ JAute Insurance [ | Emplover [ ] Worker Camp. [ Other
Homa Phane Wark Phone Attorney Mame (if applicable)
"
—

~® ) PATIENT CONDITION

Reason for Visit

Whan did your symploms appear?

- P
ls this condition getling progressively warse? [ Yes [ Mo [ Unknown -
/

Mark an ¥ on the piclure whara you conlinua to have pain, numbness, or lingling. §

|
Rate the severity of your pain on a scals from 1 {least pain} fo 10 {severe pain)___ >b ’(/ \
Type of pain: [ Sharp ] Oull [ Thrabbing [ | Mumbnass (] Aching || Shooting e
L] Burning [ Tingling | Cramps [ Stiffress [ ] Swelling [ ] Other h
How often do you have this pain?

Is il constant or does it come and ga?

Does it interfere with your [ Work [ Sleep [ Daily Routine || Recreation
Activities or movements that are painful to perform  [] Sitting || Standing [ Walking || Bending [ Lying Dawn

| -

- Q%W FR-



/R

[(#) HEALTH HISTORY

What trealment have you already received for your candition? [ Medications [ Surgary || Physical Therapy
| Chiropractic Services [ | Mane [ Other

mMame and address al othar doctor(s) who have lreated you for your condition

Blood Tast

Date of Last, Physical Exam _ Bpinal X-Ray
Spinal Exam Chest X-Ray Unne Test
Dental X-Ray MR CT-Scan, Bone Scan
Flace a mark on "Yes" or "Na” to indicate it yvou have had any of the following:
AlDSHIV [ ¥es ] Mo Emphysema [ Yes [| Mo Miscariage || Yes [ | Mo Scaret Fever [ Yes [[] Mo
Alcoholism [ %es [ Mo Epilepsay [Twes T Mo wananucleasis [ ] ves [ Mo trake L] Wes [] Mo
Allergy Shats 1 Yes [ Mo Fraclures []¥es[ | Mo Multipla = Suicide Atternpt [] Yes [] No
Angmia [ es [] Mo Glaucoma [ ] %es [ ] Ma Sclerosis u. Yos ':l No Thyroid B B
Anoraxia [ Yes | | Mo Gioiter []%es [ Ma Mumps _ I?, FER £ g F’rc:u.t}l.e.ms. [ Yes [ No
appandiciis || Yes [ | Mo Genarrhesa []es [ Ma Osteoporcsis [ 1 Yes | No Tonslliia , E_I Yos [ ] No
At []es [ No Gout [ Yes [ No Pacemaker [ves ] MNa Tuberculosis [ | Yes[ | Mo
i 1 ; FParkinson's Tumors
At i | G 5 5 { ¥ ! =
BIL’E:;;:; [ ves [ o Ec’ 1rtt.|t2‘f'l'aeabo E ::ES E E{' Disease M Yas ] Mo Girowlthis M Yes [ ] Mo
st | T oo o bt Pinched Marve [ ]Yes [ | Mo Typhaid Fever [ Yes [ Mo
Disordars [ Yes | | Mo Hearnia [] es [ Mo :
- _ = Freumonia M as ] Mo Ulcars [(]¥es| ] Mo
Braast !—_U"'?P [ ] es [ Mo Herniated Disk ] Yes [ Mo Polio [ Yes [ No Vaginal
F!-ro.rm.hms [:—I Yes [ Mo Herpeas [ Yes ] Ma Hrmatiis - ' Infactions [1¥es [ Mo
Bulimig L1 Yes [ ] Mo High Prablerm [ ves T Mo Venergal - N
Cancar [ Yes [ | Mo Cholestercl [ Yes [ Ne Proathias(s [ ves (] No Disease [ ves | Mo
Cataracts Tl ves [ Mo Kidney Disease | Yes [ | Mo Psychiatric Care [ Yes [] No Whoaping
Chermical Liver Disease [ Yes[INe  Rpaumatod Cough []Yas [ No
D_EF'E’”dE"lCB‘ []Yes []No Measles [ Yes [ Mo Arthritis O ves Tl Wa Otnar
Chicken Pax [[] Yes [ ] No Migraine BFatimatic
Diabetas C ] ¥es | Ma Headaches || Yes [ | Mo Fever [ J¥es [ Ma -
EXERCISE WORK ACTIVITY HABITS
[ ] Mone [] sitting [ Smoking Packs/Day
[ ] Moderate [ Standing [ Aleahol Drinks/\eel
[] Daity [ Light Labar || Coffea/Calizing Drinks CupsiDay
[ | Heawy || Heawy Labor [ High Stress Laval Feason

Are you pregnant? [ | Yes [ ] Mo Due Date

Injuries/Surgaries you have had
Falls

Haad Injuries

Descriplion

[Date

Brocken Bones

Distocations

Surgeries

; —

b

MEDICATIONS

ALLERGIES

Fharmacy MName

Fharmacy Phana




