
Potient lnformolion

SS/HiC/Patient lD #

Patient Name
LAST

First  Name

Address

City

State ztp

E-mail

S e x L - . 1  M  ! f  A g e

Birthdate

! l  Marr ied f l  Widowed I  Single I  Minor 
I  cer t i fy  thal  l ,  and/or  my dependent(s) ,  have insurance coverage wi th

lJ Separated il Divorced ! Partnered for _ years Name of  Insurance Companyr ies;
_ and assign directly io

Occupation _ all insurance benetits, if

Patient Employer/School
any, otherwise payable to me for services rendered. I understand thal I am financially
responsible for all charges whether or not paid by insurance. I authorize the use of
my s ignature on al l  insurance submissions.

The above-named doctor may use my health care information and may disclose
such in{ormation to the above-named Insurance Company(ies) and their agents for
the purpose ot oblaining payment for services and determining insurance benefrts or
the benefits payable ior related services. This consent will end when my current
treatment plan is compleled or one year {rom the dale signed below.

Employer/School Address

Employer/School Phone (_ _)

Spouse's Name

Birlhdate

SS#

Spouse's Empioyer

Whom may we thank for referr ing you? Date

Accident Informotion

Relat ionshrp to Pat ient

Phone Numberr
Home Phone (__, )_ Cell  Phone (___)

Best t ime and place to reach you_

IN CASE OF EMERGENCY. CONTACT

l.lame -,- Relationship

Home Phone (__)___ Work Phone (_)

Pqiianl [ondition
Reason for Visit

When did your symptoms appear?

ls this condit ion gett ing progressively worse? [ Yes I No I Unknown

Mark an X on the piclure where you continue to have pain, numbness, or t ingl ing

Rate the severity of your pain on a scale from 1 ( least pain) to 10 (severe pain)

Type of pain: i I  Sharp I Dull
i l  Burnino ! Tingl ing

How often do you have this pain?

is i t  constant or does i t  come and go?

Does i t  interfere with your I  V/ork I  Sleep f Daily Routine ! Recreation

Activi t ies or movements that are painful to perform f Sit t ing I Standing I Walking ! Bending ! Lying Down

ls condit ion due to an accident? I Yes I No Date

Type of accident I Auto I Work ! Home I Other

To whom have you rnade a report of your accident?
I Auto Insurance I Employer f  Worker Comp. [ j  Other

Attorney Name (i f  appl icable)

f l  Throbbing []  Numbness ! Aching ! Shooting
fl Cramps I Stiffness ! Sweiling D Other

thi roprodi( Regirtrofion ond lJirtory
I

Intur0n(e
Who is responsible for this account?

Relationship to Patienl

Insurance Co.

Group #
Middle Initiai 

ls patient covered by additional insurance? i-j yes I No

Subscriber's Name

Birthdate SS#

Relationship to Patient

Insurance Co.

Group #

ASSIGNMENT AND RELEASE

Signature of Patient, Parent, Guardian or Personal Representative

Please print name o{ Patient, Parent, Guardian or Personal Fepresentalive

1Vers.C25SS04) - O V E R - #20648 - O 2004 N4edical Arts Press6 1 -800-328-2'1 79



What treatmeni have you already received for your condition? [ Medications I Surgery ! Physical Therapy

I Chiropractic Services I None I Other

Name and address of other doctor(s) who have lreated vou for vour condiiion

Date of Last: Physical Exam Spinal X-Ray Blood Test

Urine TestSpinal Exam Chest X-Ray

Dental X-Ray MRl. CT-Scan. Bone Scan

Place a mark on "Yes" or "No" to indicate if vou have had anv of the followino

lleolih llirtory

AIDS/HIV

Alcoholism

Allergy Shots

Anemia

Anorexia

Appendicit is

Arthri t is

Asthma

Bleeding Disorders

R r a a e l  I  l  ' m n

Bronchit is

Bu l im ia

Cancer

Cataracts

Chemical
l - )anonr lannr r

EXERCISE

I  None

I Moderate

I Daily

! Heavy

Head Injuries

Broken Bones

Dislocations

Surgeries

I Yes I No Chicken Pox

I Y.es I No Diabetes

IYes []  No Emphysema

I Yes ! No Epilepsy

L Yes I No Fractures

I Yes I No Glaucoma

[] Yes IJ No Goiter

IYes I No Gonorrhea

fYes I  No Gout

I Yes I No Heart Disease

I Yes I No Hepati t is

! Yes I No Hernia

I Yes fl No Herniated Disk

lYes  I  No Herpes

High Cholesterol
f-l Vae f]- trln

Kidney Disease

Liver Disease 
- 

Yes il No

Meas les  lYes  INo

Migraine Headaches I Yes I No

Miscar r iage IYes  t rNo

Mononuc leos is  IYes  INo

Mult lple Sclerosis I  Yes i  No

M u m p s  I Y e s  I N o

Osteoporosrs !Yes INo

Pacemaker  !Yes  INo

Parkinson's Disease I Yes I No

Pinched Nerve I Yes I No

Pneumonia  IYes  INo

Pol io  IYes  [No

Prostate Problem ! Yes I No

Pros thes is  IYes  INo

Psychiatric Care ! Yes [] No

HABITS

[ ]  Smoking

! Alcohol

f CoffeeiCaffeine Drinks

r - l  F l i n h  Q t r o c c  l a r r o l

Rheumatoid Arthritis [] Yes I No

Rheumatic Fever tr Yes f No

Scarlet Fever I v,es [] No

Si roke  [Yes  INo

Suicide Attempt X Yes I No

Thyroici Problems I Yes I No

Tons i l l i t i s  IYes  [ ]No

Tuberculosis fl Yes I No

Tumors, Growths n Yes I No

Typhoid Fever f Yes [] No

Ulcers  [Yes  INo

Vaginal Infections X Yes tr No

Venereal Disease []Yes f] No

Whooping Cough . Yes []  No

Other

Packs/Day

Drinks/VVeek

Cups/Day

Reason

IYes I  No

IYes I  No

I Yes lf No

lYes !  No

IYes I  No

Ll Yes [] No

IYes !  No

IYes !  No

flYes I No

IYes I  No

IYes I  No

lYes !  No

[Yes f] No

lYes !  No

IYes E No

IYes I  No

WORK ACTIVITY

!  Sit t ing

! Standing

! Light Labor

! Heavy Labor

Are you pregnant? I Yes I No Due Date

Injuries/Surgeries you have had

Falls

Descript ion

fledicotionr Vilom i nrlllerbr /fi1i nero I rAllergier

Pharmacy Name

Pharmacy Phone (_)


