Date

S&/HICPatient 1D #

Patlont Name

Lagt Name

[-lrst Mame NMigdee Infla

Address .

E-meil

Cly

State

Sex OM (OF Age
Blrthdate
I Married [l Widowed O Single O Minor

[ Separated  [[] Divorced [ Partnered for years

Patient Employer/School

Occupation

Emplovar/Schoo) Address

Employer/School Phone {

Spouse's Name

Birthdata
584

Spouse’s Employer

Whom may we thank for refertlng you?

Cell Phane { 3
Bast tima and place to rgach you

Home Phona () —

iN CASE OF EMERGENCY, CONTACT
Nams Relationship

Home Phone { ) Wol

Reason for Vislt

Attarney Name (if applicable)

Who is responsible for this accoun?

Retationship 1o Patient

Insurance Co.

Group #

Is patient covered by additenal insuranca? (lYes

Subscriber's Nama

Birthdate___ S5#

Refationship 1o Patient

Insurence Co.

Group #

ASSIGNMENT AND RELEASE
| certify (hal I, andfor my dependentis}, have ingurance coverage with

and assign directly to

Namsg of Insurance Company{ies)

Or, all insurance bepeflls,
if any, otherwlsa payable to me for services rendered. | undarsfand that | am
financially respansiole for all chargas whathgr or not paid by insurance. | autnorize
the use of my signature on all Inswrance submissions.

The above-nemed doctor may use my heaith care information and may disciose
guch Informalien to the above-named Insurance Gompany(es) and thelr agents for
the purpose of oblaining payment for services and determiring insurance benafits
or the bansfils payable for reloted zervices. This congant wiil end when rmy cyrrent
tregtment plan is complsted or one year frvm the data signed below.

T Signature of Patient, Faren, Gluardian or Fersonal BEpesamatve

Flease print name of Patient, Pararm, Guerdian or Personal Sapresentative

Cae Relalionship to Patismt

Is condlition due to an accident? [ Yas [ Mo Data
Type of accident [J Aute [JWork [JHome [JOther

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

When did your symptoms appear?

Is this conditon getting progressively worse? (JYes [JNo  [JUnknown

Mark an X on the picturs where you continue 1o have pain, numbness, or Ungling.

Rato the severity of your pain on a seals from 1 {least pain) to 10 {sevara pain).

Type of pain; J Sharp  [J Dull ) Throbbing 7 Numbness [T Aching [ Shooting
OBuming OTingling O Cramps [ Stiffness [ Swelling [ Other

How often d¢ you have this pain?

Is it constant or does it coma and go?

Doas it interfere with your OJWerk [ Sleep [0 Dally Routine  (J Recreation

Activitias or movements that are palnful to perfarm [J Sitting O Standing (JJ Walking (2 Bending [ Lying Gown




What treaiment have yov already recetved for your condition? [J Medications  [J Surgery [ Physical Therapy
(O Chiropractle Services [ None ([J Cther,

Nama and gddress of other doctor{s} who have treated you for your condition

Date of Last: Physicel Exam Spinal X-Ray Bicod Test

Spinal Exam Chest X-Ray Urina Test

Dental X-Ray MR, CT-3can, Bong S¢an
Place & mark on "Yas™ or "Ma™ to Indicate if you have had any of the following:

AIDSHIV CiYes ONe Emphysema [JYes OONo  Migraine Headaches (J Yes Sexually
Aeohollsm OYes (JNo  Epitepsy OYes [(QNo Miscarlage OYes B‘}Z";ﬁg‘;ﬂeﬂ
Allergy Shots Dvas ClNe  Fractures Dvyes ONo Mononuclecsis 7 Yas Stroke
Anemia DOYas JNo Glaucoma [OYes CINo  Muiltiple Sclerosis [ Yes
Arorexia Oves One  Goiter Oves (ONo Mumps O ves
Appendicitis OYes CONa  Gonomhes OYes ONoe  Osteoporosis O Yas
Arthriti OYes JNa Gout OYes OONo  Pacemaker OYes
Asthma OYes JNo Heart Disease OYes [INo Parkinson's Disease [ Yes
Bleeding Disordars [JYse [ONo  Hepatitis DOYes (O No Pinchad Nerve COYes
Breast Lump OYez TNe Hernla COYes ONe  Pneumonia O Yes
Branchitis Oves ONo Hemiated Disk OYes ONe Polie Oves
Bullmla OYes CONo Hsmpes OYes OMo  Prostats Probtem ) Yes

. Whooping Cough
Cancer OYes [ONc High Blood Prosthesis Yes ot 9 boug
er

Cata OYes £ No Fressure OYes [ Na

Psychiatric Care [ Yes

Chamical High Cholesteral  [JYes [JNo Rheumatoid Arthritis [] Yes

Dependency COYes [INo  Kldney Disease OYes [ No Fineumatic Fever  [J Yes

Chicken Pox CiYes [JNo  Liver Disease OYes [JNo Scarlet Fever 0 Ves
Dabetes Oves [ONo Measles Oves ONo

Suicide Atampt
Thyroid Problerms
Tonsillitis
Tubarculosls
Tumors, Growths
Typheid Fever
Ulgers

Vaginal Infectons

e
EXERCISE WORK ACTIVITY HABITS
O Mene [ Sitting ) Smoking Packs/Day

[ Maderate [ Standing O Aleohol Drinks/Weasak
O baity O Light Labor O Coffea/Catieine Drinks Cups/Day

T Heavy [ Heavy Labor O High Strass Leval Reason
A P
AT

Are you pregnant? [JYes [JNo Due Date

Injurlas/Surgeries you have had Description
Fally

Head Injuries
Broken Bones
Dislocations

Surgenias

Pharmacy Name

Pharmacy Phaona (




	form1
	form2

