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Ihe reason for this visit is a result of (Please circle): wor. spons. avio. irauma or chromic.
(Explain what happened ): e
Please describe the pain & its location: __ I e ’
e
When did condition begin? 7 —d l .
s this condition getting worse? [ Yes U1 No Q Constant 0 Comes and goes ,? A

w Employer's Address:

| Have vou baen trantod by a Modi

ABOUT You

Today's Date; __ / {____ File # _—
Name: _ —

What You Prefer To Be Calicd

Birthdate: _/ S Ager Ss#
Home Address e S f;
T T T e e e s TUSTATE T TTTTTZip T :

. Home Phone # ———— .

-' Other Phone #s: _ — e — F"
¢ 1
'Relerred By:.. ——— ,_ I'

Employer: _ . . How Long? ___

Tary T T sTAte T Ty
, Occupation: e .. Work Phone#: e
i

‘ Marital Status: () Sngie ' Marned Divorced (O Separated (] widowed

Spouse’s Name:
T

e

Have you ever hoen treated by a Chiropractor 1 VYes

before?

If 50, please explain,

's this condition interfering with your (Please Circle)

It 50, please explain:

: Have you had this or similar conditions in the past? [ vYes [ Ng

50, please explain:

cal Physician {or this condition”

s, whorp?

a.
B mm,
S e '

“work, sleep, or daily routine.

1 Yes ) No

{ Co. Name:

| Address: __ . : :

I Phone #. _

: :
Insured’'s SS#: . i

: Group # (Plan, Locat. or Policy #):

|

i Relation: . Date of Birtx:

Insured’s Name:

|
“Insured's Empioyer:
Please inform

front desk of 2nd. Insurance sourca,
B IR :

S

— LoE

J No

Uz T
g

S FLcasc connius aneack,

RN,
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1*7 v
' Who should we contact? _—
Relation: ——
Home Phone #: e i
%

Work Phone #:

|
f
|
i
t
|
|
|
|
I
!
i
|
;

Are you taking any of the following medications?

(_]Nr}rvr) nils L_] Pad wnioraincliding ASDIrNg 1_] tuscle relaxors u Pop’ pilis

'__):'}loor:,' Thuinners ____I Tranihrors u {rsuhin ‘_] Other(s)

Haveyoueverhad any of the following diseases/medicai condition(s)?

YoM Hear! Attack C Strake 7 N Heart Sury /Pacemaker ¥ N Hear Murmir

7 N Congenital Heart Deinct Y N Mitral Valve Prolapse 7N Asthicial Valves

Y M Alcokol/ Drug Adbuse Y N Venereal Disease Y N Hepatitis !

YON MV L AIDS Y N Shingies Y N Cancer

YN Frequent Neck Pain ¥ N Emphysema/Glaucoma ¥ N Anemia i

Y M High/Low Dlood Pragsurmn ¥ N Psychiatric Problems Y N Rheumatic Fevar

Y N Severe/Frequent Hoadaches Y N iKidney Problrms Y N Uleers 7 Colitis .

Y N Fam(lng/?mmmf. Eontnpay Y N Sinus Probinms Y M Asthma

N Dabetes 7 Tubarcalons Y M Oilficuity Breattung Y N Chemotherapy o
YN Lower Back Diobinms Y N Arilicial Bones/Joints Y N Arthnbis

Please list any other serious medical condition(s) you have or ever had:

ACCOUNT NFo

Please list anyttung thut vou may be allergic to: Person ultimately responsible for account
Narme:
List previous surgeriesitreatments with dates: Relation:

Billing Address:

Listany past senons accidents with dates:

City STats P4l
S.S.#

Do you smoke?(J No ] Yes/ How much? How long? D.L.#:

Are you wearing: (O Heel fifts (O Sole lifts (] inner soles(JArch supports Employer:

Whatis the age of your maltress? Is it comfortable? (]Yes [} No Work Phone #:

For women: Are you taking Birth Control? O Yes O No Deé]iz:i mét:hojkméacizec:{; ¢ seconies,

Are you Pregnant? ] No ]

Yes/How long? Nursing? (3 Yes ] No ccs '

W \We invite you to discuss with us any questions regarding our services. The bes! heaith services are based on a
friendly, mutual understanding between provider and patient.

M Our policy requires paymentin full for all services rendered al the time ol visit, unless other arrangemeoents have
been madn with the business manager.

B | authorize the slaif 1 perform any necessary services needecd during diagnosis and treatment | alss :
ihe provider to release any information required lo process insurance claims. :

B [ understand the above information and guaranlee this form was completed correctly to tha best o

wnowledge and undeestand it s my responstbility to inform this office of any changes i my modion) s

Signature Datn k i

Fleass reoyd e oo Hiab el iy precerie Phe hoadlbh of oo ol et




