PATIENT INFORMATION

Date”_ o

SSMHICPatlans I &

Patient Nare

Sex LM [IF Age

Birthdate =
[ Married [ widowed L] single [ Mirnaar

. [ separated [ Divoced [ Partnered for _ years
Occupation

Last Mame
e Frat Narme ' Midd e Fiial
Address. s -
City Linl
state 5 Zip
E-mall_

INSURANCE

Who Is responsitle for this accoumt?

Relatiorship to Fatent

Insurance Ca

Group # P

Is patient covered by addiicnal insurance? ] Yes [ No

Subscribers Name

Birthdate L e

Refationship to Patient i

Irsiuirance Co. .

Group # = e e e SE———

ASSIGNMENT AND RELEASE
I tenify that I andsar my dependent|s). hawe Intwance (overage with

_ and assign diecily

Fame af Insurarce Compary(es]

T _all iraurance benefits, i Any

Patient Employer/School

atherwke payable ta me for services (engered. | undertard that | am Anancially
far al charges whether or not paid Gy inurance. | authordze the use of

Emoloyersichool Address

Employersschoct Fhone | 1

SpOUSRE Mame ol

Birthedate

554

Spoutel Emplayer

Whom may we thank for refeming you?

fry Sigratune on Al nsurance sLamissions

Tre alxvenamed Gocrar may use my hestn care nlomation and may Ssciome
stch infermation 1 the 2bavi-named Insurance Company(es] anc their agents for
the puriess of sbeaiing peyrent for services and determining Insurance Genefits
£ the berefits payatle for nlated serdces. This consent wil end when my corent
treament plan 5 completed o are year fioen the cate sigred below:

TIGNANET Of FAOCT, PATETE, GLArTian or Penonal RIpresemate

Fease print name af Patient, Parenl, Guandien or Frronal Regresertative

Cate Felaticrshi &0 Pabent

PHONE NUMEBERS

Harme Phane | ] Cell Phore | ]

Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT

Marmg P

Home Phone | | WerkPhene ()

ACCIDENT INFORMATION
Is condition due ko an acciderns? O Yes [ Mo Cate.
Type of accident (] Auto T]Work  [JHome  [Jther

To wehom hawe you made & report of your accident?
O fenter Insurance  [] Employer  []'Worker Comp. ] Other

Aaorney Mame [T applicable)

PATIENT CONDITION

Resasan far Visit

‘Whan did your appeT

[] sharp L Dl ]

you hewe this pain?

I8 this condition geming progressively wiaese? [1¥es  [INe  [JUnknown
Mark an X on the piclure where you continue 1o have pain, numbness, or tngling. I'I M
Rale the severity of your pain on a scale from 1 [least pain) 1o 10 severe pain) |

Throfseng [0 Mumbness
OBuming [Tingling [ Cramps [ Stiffness

|
[JAching [ Shocting \S

[l Sweling [ Cither \'. I
{

= VER-
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HEALTH HISTORY.

“What reatment have you afmady received for your condition? [ Medications [ Surgery [ Physical Therapy

[ Chirapractic Services [ None ] Dther

Name and address of other doctors) who have treated you for your condition

Diate of Last: . Physical Exam, - spinal X-Ray ___ BloodWest __ .
Spinal Exam __ Chest Xfay et Urine Tess_____
Dental ¥-fay MEI, CT-5can, Bone Scan —

Flace a mark on Ses™ or “No” to indicate if you have had any of the following:

NDS/HN [iYes CIMo  Chabetes [I¥es [JNo  Liver Dissase [l¥es [IMNo Rheurnatic Fever [IYes (INa
Acoholism Cves Cho  Emonysama OYes ONo  Measies [C¥es Mo Scarlet Fever [ves [Jno
Adlergy Shots Clves CINa  Epilepsy [Ctes Mo Migraine Headaches []Yes CTlMo  Sexually

Ancmia Cves Mo Fractures [Cves [JNo Mucariage OYes CIMo gis::;w Oves ONa
Ancrexia O¥es COMo  Glauesma COes Mo Mononucleosis OYes OMNo g e Clves ClNo
Appendicits [Ives Mo Goiter CO¥es CNo  Mutiple Sclerosis [ Yes [0 Mo

suicide Atterngt Oves ONo

Arhrds Oes [ONo fGonorhea CIves [Jho  Mumps O ¥es [ Me Thyroid Froblems [ Yes [l No
Asthrma C¥es OMNo Gout ClYes [JMo  Osteoporosis Oves OONo o i O ¥es ONo
Bleeding Dvsorders [ Yes [ Mo Heart Dissose C¥es [IMNo  Pacernaker Oves Mo il [OYes [INo
Breast Lump OYes [OWNo  Hepatitis CI¥es []No Parinsons Dsease [ Yes [ Mo e et mhie e
Bronchitis LiYes CINo  Hemnla Tltes [JMo  Finched Nerve Cves [JNo Typheld Fever O¥es Do
Budimia [0 ¥es [IMo  Herniated Disk Clves [JMo  Preumania OYes ONo ey Cl¥es CINo
Cancer [T Yes [JMo  Herpes CIves [JMo  Polio C¥es Mo el et Elves £lbio
Edh:m.(h O fes [ Mo HE;::M S Prostate Prodiem I ¥es [IMo Whooping Cough TJ¥es TIMa
Chermical Prosthesis Oves Mo Cither
Depncericy [Oves [JMe HighCholesteral  [Yes [ No Peychiatric Cane OYes ONo

Chicken Pox [¥es CIMo  Kidney Discase T | e S R O¥es ONo
EXERCISE WORK ACTIVITY HABITS
[ None [ sitting [ smaking Facks/Day. L
[ Moderate [0 Standing [ Akconol Dirinksbeek
L Caiby [T Lighs Labor L Coffen/Caffeine Cnnis CupwDay
[ Hesiney [ Heawvy Labar [] Mgty Stress Lervel Reason
Ave you pregnant? [ ¥es O No Due Date.
Injurics/Surgeries you have had Description Date

Falls

Hed Injuries

Braken Bones BN

ALLERGIES VITAMINS/HERBS/MINERALS ___




