CHIROPRACTIC REG

ISTRATION AND HISTORY

i ! PATIENT INFORMATION

2 INSURANCE INFORMATION

Date

Who is responsible for this account?

SS/HIC/Patient ID #

Relationship to Patient

Patient Name Insurance Co.
Last Name
Group #
FAIEE et ARtdic e Is patient covered by additional insurance? [JYes []No
Address
Subscriber's Name
E-mail
Birthdate SS#
City
Relationship to Patient
State Zip
Insurance Co.
Sex []IM [JF Age
Group #
Birthdate
ASSIGNMENT AND RELEASE
[C] Married (] Widowed [] Single (] Minor | certify that |, and/or my dependent(s), have insurance coverage with
i and assign directly to
[] Separated ] Divorced ] Partnered for years N o iraanos Comsaniien) g ly
Patient Employer/School Dr. all insurance benefits, if
Occupation any, otherwise payable to me for services rendered. | understand that | am

financially responsible for all charges whether or not paid by insurance. | authorize
the use of my signature on all insurance submissions.

Employer/School Address

The above-named doctor may use my health care information and may disclose

Employer/School Phone ( )

such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance

Spouse's Name

benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Birthdate

SS#

Signature of Patient, Parent, Guardian or Personal Representative

Spouse’s Employer

Please print name of Patient, Parent, Guardian or Personal Representative

Whom may we thank for referring you?

Date Relationship to Patient

_8 PHONE NUMBERS

48 ACCIDENT INFORMATION

Cell Phone ( ) Home Phone | )

Is condition due to an accident? [] Yes [ ] No Date

Best time and place to reach you

Type of accident []Auto [JWork [JHome []Other

IN CASE OF EMERGENCY, CONTACT

Name Relationship

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

Home Phone ( ) Work Phone ( )

Attorney Name (if applicable)

:2 i PATIENT CONDITION

Reason for Visit

When did your symptoms appear?

How often do you have this pain?

Is this condition getting progressively worse? [JYes [JNo []Unknown
Mark an X on the picture where you continue to have pain, numbness, or tingling.

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

Type of pain: [] Sharp  [] Dull [ Throbbing [] Numbness []Aching [ Shooting o e
[JBurning [JTingling [JCramps [] Stiffness [ Swelling [] Other

Is it constant or does it come and go?

Does it interfere with your (] Work [] Sleep  [] Daily Routine

[] Recreation

Activities or movements that are painful to perform [] Sitting [] Standing [] Walking [] Bending [] Lying Down
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)

| ‘) HEALTH HISTORY

What treatment have you already received for your condition? [] Medications
[C] Chiropractic Services [] None [] Other

Name and address of other doctor(s) who have treated you for your condition

[] Surgery

[] Physical Therapy

Date of Last: Physical Exam Spinal X-Ray Blood Test
Spinal Exam Chest X-Ray Urine Test
Dental X-Ray MRI, CT-Scan, Bone Scan

Place a mark on “Yes" or “No" to indicate if you have had any of the following:
AIDS/HIV [JYes [JNo Diabetes [JYes [JNo Liver Disease [JYes [INo Rheumatic Fever []Yes []No
Alcoholism [OYes [OJNo Emphysema [OYes [JNo Measles [JYes [INo Scarlet Fever [JYes []No
Allergy Shots [lYes [1No Epilepsy [lYes [1No Migraine Headaches [ |Yes [ INo  Sexually
Anemia [JYes [JNo Fractures [JYes [JNo Miscarriage OYes CINo  panomited Flves (CiNe
Anorexia [JYes [JNo Glaucoma [JYes [JNo Mononucleosis (dYes [INo gpoke [Yes []No
Appendicitis [CJYes [JNo Goiter [JYes [JNo  Multiple Sclerosis []Yes [ No Suicide Attempt ClYes [JNo
Arthritis [JYes [OJNo Gonorrhea [OYes [OJNo Mumps [OYes [ No Thyroid Problems []Yes [J]No
Asthma [COYes [INo Gout [OYes [IJNo Osteoporosis [OYes [ No Tonsillitis [CJYes [JNo
Bleeding Disorders [JYes [ JNo Heart Disease [JYes [JNo Pacemaker [JYes []No Toberculosia CIYes [JNo
Breast Lump [COYes [JNo Hepatitis [JYes [JNo Parkinson's Disease []Yes []No Tumors, Growths [1Yes [ No
Bronchitis [CJYes [JNo Hernia [CJYes [JNo Pinched Nerve [CJYes [JNo Typhoid Fever [(JYes [JNo
Bulimia [JYes [JNo Herniated Disk [JYes [JNo Pneumonia ClYes CINo  \yicers CIYes [JNo
Cancer [JYes [JNo Herpes [JYes (O No Polio [OYes []No Vaginal Infections []Yes [JNo
Cataracts [lYes [JNo High Blood Prostate Problem []Yes []No )
Chemical Fisesie OYes [INo o octhesis [lYes [INo Whioopkg Eeegis T ETarss (VNG
Dependency [JYes [JNo High Cholesterol [JYes [JNo Psychiatric Care ~ [JYes [JNo Other
Chicken Pox [JYes [JNo Kidney Disease [JYes [ No Rheumatoid Arthritis (] Yes [ No
EXERCISE WORK ACTIVITY HABITS
[] None [] Sitting [] Smoking Packs/Day
[] Moderate [] Standing [] Alcohol Drinks/Week
[] Daily [] Light Labor [] Coffee/Caffeine Drinks Cups/Day
[] Heavy [] Heavy Labor [] High Stress Level Reason
Are you pregnant? []Yes []No Due Date
Injuries/Surgeries you have had Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

_? MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name

Pharmacy Phone (

)

Submit Form



jon
Text Box
Submit Form


	Patient info Page1
	Patient info Page2

	Patient ID: 
	Last Name: 
	First Name: 
	Middle Initial: 
	Address: 
	Email: 
	City: 
	State: 
	Zip: 
	Age: 
	Employer/School: 
	Occupation: 
	Employer/School Address: 
	Employer/School Address 2: 
	Phone Number: 
	Spouse Name: 
	Spouse DOB: 
	Text22: 
	Text23: 
	Responsible: 
	Subscriber Name: 
	Group #: 
	Name of Insurance Cos: 
	Dr Name: 
	Printed Name: 
	Text38: 
	Best time & place for contact: 
	Emergency Contact: 
	Text49: 
	Attorney Name: 
	Text54: 
	When did symptons appear?: 
	Text56: 
	How often do you have this pain?: 
	Other treatments: 
	Name & Address of Drs who treated your condition: 
	Physical Exam Date: 
	Spinal Exam Date: 
	Dental X-Ray Date: 
	Spinal X-Ray Date: 
	Chest X-Ray Date: 
	Blood Test Date: 
	Urine Test Date: 
	MRI, CT-Scan, Bone Scan Dates: 
	Other 1: 
	Other 2: 
	Packs a day: 
	Drinks a week: 
	Cups a day: 
	Text73: 
	Stress reason: 
	Falls: 
	Falls date(s): 
	Head Injuries: 
	Head Injury Date(s): 
	Broken Bones: 
	Broken Bone date(s): 
	Dislocations: 
	Disclocation Date(s): 
	Surgeries: 
	Surgery Date(s): 
	Medications 1: 
	Medications 2: 
	Medications 3: 
	Pharmacy Name: 
	Pharmacy Phone: 
	Allergies 1: 
	Allergies 2: 
	Allergies 3: 
	Allergies 4: 
	Allergies 5: 
	Vitamins/Herbs/Minerals 1: 
	Vitamins/Herbs/Minerals 2: 
	Vitamins/Herbs/Minerals 3: 
	Vitamins/Herbs/Minerals 4: 
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	# of years: 
	Check Box110: Off
	Check Box111: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box199: Off
	Check Box200: Off
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box206: Off
	Check Box207: Off
	Check Box208: Off
	Check Box209: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Check Box220: Off
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Check Box225: Off
	Check Box226: Off
	Check Box227: Off
	Check Box228: Off
	Check Box229: Off
	Check Box230: Off
	Check Box231: Off
	Check Box232: Off
	Check Box233: Off
	Check Box234: Off
	Check Box235: Off
	Check Box236: Off
	Check Box237: Off
	Check Box238: Off
	Check Box239: Off
	Check Box240: Off
	Check Box241: Off
	Check Box242: Off
	Check Box243: Off
	Check Box244: Off
	Check Box245: Off
	Check Box246: Off
	Check Box247: Off
	Check Box248: Off
	Check Box249: Off
	Check Box250: Off
	Check Box251: Off
	Check Box252: Off
	Check Box253: Off
	Check Box254: Off
	Check Box255: Off
	Check Box256: Off
	Check Box257: Off
	Check Box258: Off
	Check Box259: Off
	Check Box260: Off
	Check Box261: Off
	Check Box262: Off
	Check Box263: Off
	Check Box264: Off
	Check Box265: Off
	Check Box266: Off
	Check Box267: Off
	Check Box268: Off
	Check Box269: Off
	Check Box270: Off
	Check Box271: Off
	Check Box272: Off
	Check Box273: Off
	Check Box274: Off
	Check Box275: Off
	Check Box276: Off
	Check Box277: Off
	Check Box278: Off
	Check Box279: Off
	Check Box280: Off
	Check Box281: Off
	Check Box282: Off
	Check Box283: Off
	Check Box284: Off
	Check Box285: Off
	Check Box286: Off
	Check Box287: Off
	Check Box288: Off
	Check Box289: Off
	Check Box290: Off
	Submit Form: 
	DOB 1: 
	DOB 2: 
	Reason for Visit: 
	Date 1: 
	Date 2: 
	Date 3: 
	Area Code 1: 
	SSN 2: 
	SSN 1: 
	Area Code 2: 
	Cell Phone 1: 
	Area Code 3: 
	Home Phone 1: 
	Area Code 4: 
	Home Phone 2: 
	Area Code 5: 
	Area Code 6: 
	Vitamins/Herbs/Minerals 5: 
	Relationship to Patient 1: 
	Insurance Company 1: 
	Relationship to Patient 2: 
	Insurance Company 2: 
	Group 2#: 
	Relationship: 


