Today's Date: Filage . -

Name: __ -
What You Prefer ToBe Called: [} male [ Female
Birthdate: /1 /  Age: __ SS#

Home Address:

Home Phone#:

Other Phone #s:

Referred By:

| Employer: How Long?
Employer's Address: .
CITY STATE ZIP
QOccupation: Work Phone #:

Marital Status: D Single DMarried D Divorced DSeparated DWidowed

Spouse's Name:

cITY STATE zIP e

If so, please explain:

|
|
L

Co. Name:

Address:

Phone #:

Insured's SS#:

Group # (Plan, Local, or Policy #):

Insured's Name:

Relaton: ~ DateofBith: —_—/

Insured's Employer:

REASONFOR VIST B

‘Have you ever been treated by a Chiropractor before? [JYes [J No

Please inform front desk of 2nd. Insurance source.

The reason for this visit is a result of (Please circle): work, sports, auto, trauma or chronic.

' (Explain what happened): ___

Please describe the pain & its location:

'When did conditionbegin?

If so, please explain:

Is this condition getting worse? [Yes [QNo JConstant [JComes and goes

Is this condition interfering with your (Please Circle): work, sleep, or daily routine.

| If so, please explain:

Have you had this or similar conditions in the past? [dYes O No

Llf s0, where?

Have you been treated by a Medical Physician for this condition? [ Yes O No

please continue on back.

INSLIRANCE INFO §

|:




| What is the age of your mattress?

= - B | authorize the staff to perform any necessary services needed during diagnosis and treatment. | also authorize the provider to

N CVENT OF EMERGENCY

Who should we contact?

Relation:

Home Phone #:

Work Phone #:

LEALTU LisTorY |

Are you taking any of the fllowing medications?

Nerve pills (] Pain killers(including aspirin) [ Muscle relaxers ] Stimulants
(IBlood Thinners [ Tranquilizers [ Insulin [ Other(s)

Have you ever had any of the following diseases/medical condition(s)?

< K<€ €< <<

N Heart Attack / Stroke Y N Heart Surg./Pacemaker Y N Heart Murmur

N Congenital Heart Defect Y N Mitral Valve Prolapse Y N Artificial Valves

N Alcohol / Drug Abuse Y N Venereal Disease Y N Hepatitis

N HIV+/AIDS Y N Shingles Y N Cancer

N Frequent Neck Pain Y N Emphysema/Glaucoma Y N Anemia

N High/Low Blood Pressure Y N Psychiatric Problems Y N Rheumatic Fever
N Severe/Frequent Headaches ¥ N Kidney Problems Y N Ulcers / Colitis

N Fainting/Seizures/Epilepsy Y N Sinus Problems Y N Asthma

N Diabetes / Tuberculosis Y N Difficulty Breathing Y N Chemotherapy

N Lower Back Problems Y N Artificial Bones/Joints Y N Arthritis

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

Please list anything that you may be allergic to: | | Person ultimately responsible for account

Name: _

List previous surgeries/treatments with dates: - |Relation:
Billing Address: __ |

List any past serious accidents with dates: | o e |
e ss# =
Pl :
Do you smoke?[] No [ Yes /How much?____ How long?

Are you wearing: (] Heel lifts (] Sole lifts (] Inner soles (JArch supports | Work Phone #:
Payment method:

Is it comfortable? (Yes ONo | | [Qcash check [ credit card
CC# (if accepted)t /

For women: Are you taking Birth Control? Yes No
y 9 = U L1 Ihereby authorize assignment of my

o 2 Fy insurance rights and benefits directly to the provider |
regnant? []ho DYeS/HOW long?_ _Nursmg.. QYes O Ni - for services rendered (if offered at this office) 0

Are you P

B We invite you to discuss with us any questions regarding our services. The best health services are based on a friendly, mutual
understanding between provider and patient.
B Our palicy requires payment in full for all services rendered at the time of visit, unless other arrangements have been made with
the business manager. If account is not paid within 90 days of the date of service and no financial arrangements have been
made, you will be responsible for any expenses incurred in collecting your account.

release any information required to process insurance claims.
B | understand the above information and guarantee this form was completed correctly to the best of my knowledge and
: understand it is my responsibility to inform this office of any changes in my medical status.

Signature _ __ Date /)
please m_cycl.e s that we may preserve {:he i'aea&h .af our #Lane’c. 0 m‘ i L
e S IR -4




AUTO / WORK.

e

ABOUT Yol

Today’s Date: / /

File #:
Name:

)

WORK. RELATED ACCIDENT

Date & Time of Accident: dam. dpm.
Was your accident directly related to your work?

O Yes ONo
Briefly describe the events that occurred just before and

during your accident: __

Give the address where accident occurred: (if other than

employer's address)

Was anyone else present during your accident?
dYes No
Did you report your accident to your employer?
U Yes ONo
What recommendations did your employer make just

after your accident?

Has this type of accident happened to you before?

dYes dNo

To the best of your knowledge, has this accident occurred

in your workplace before? ............. dYes ONo
In general:

Is your job physically stressful? ........ dYes No

Is your job mentally stressful?.......... U Yes UNo

Is your workplace noisy? .............. dYes [1No

Have you changed jobs in the last year? 1 Yes [ No

RELATED ACCDENT

AUTO RELATED ACCIDENT

Date & Time of Accident: dam. dp.m.
Were you the: [dDriver [1Front Passenger [_iRear Passenger
If a traffic violation was issued, to whom was it issued?

Number of people in accident vehicle? -
Did the police come to the accident site? . .1 Yes 1 No |

Was a police report filed? .............. dYes dNo
Were there any witnesses? ... ........ .. Yes [LNo
Were you wearing your seat belt? ....... 1 Yes [LiNo
Was this vehicle equipped with airbags? ..d Yes O No
If yes, did it/they inflate? ............... dYes [dNo
In relation to the base of your skull, where was the

headrest? ... .. .. 1 Above [ Below [ At base of skull

What did your vehicle impact? 1 Another vehicle 1 Other

If other, explain: )
Did any part of your body strike anything in the vehicle?ld Yes 1 No

If yes, please describe:

Make & model of the vehicle you were occupying?

Name of the location/street on which you were traveling?

In which direction were you headed? QN QS LE OW

What was the approx. speed of your vehicle?_

Did the impact to your vehicle come from the:
[ Front 0O Rear [ Right Side O Left Side 0 Other

During impact, were you facing: dRight dLeft LiForward

Were you |daware or 1 surprised by the impact?

If accident vehicle made impact with another vehicle...
Make and model of that other vehicle?

Direction other vehicle was headed? LN 1S QOE EIVV

Speed of the other vehicle?

In your words, please describe the accident:

PL;A:;;:_ CONTINLE oN BACK.




AFTER. INJURY

Did accident render you unconscious? . . . .. O Yes [ No

If yes, for how long?

Please describe how you felt immediately after the accident: |

Have you gone to a Hospital or seen any other Doctor?d Yes O No

When did you go? 0 Just after accident I The next day 3 2 days plus |

How did you get there? 3 Ambulance or [3 Private transportation

Name of Hospital and/or Attending doctor:

Was he/she a1 D.C. OMD. G@D.O. QDDS.

Describe any treatment you received:

Were X-rays taken? .......................... [d Yes O No
Was medication prescribed? . ......... ... 1 Yes O No
- Have you been able to work since this injury?d Yes O No
Are your work activities restricted as a result of this injury?
J Yes O No
Indicate ¢ the symptoms that are a result of this accident:

[ Dizziness ClDifficulty sleeping [hJaw problems [dNausea
CiMemory loss  Clrritability 3 Arms/Shoulder pain -~ I Back pain
i Headache(s) [Fatigue CINumb Hands/Fingers [ Lower back pain
[iBlurred vision iTension LIChest pain LiBack stiffness
[JBuzzing in ear [iNeck pain CShortness of breath Tl Leg pain

{ LdEarsringing i Neck stiff [ Stomach upset CINumb FeetToes
[3Other

Is your condition getting worse?

U Yes [ No O Constant d Comes & goes
Indicate your degree of comfort while performing the
following activities:

Comfortable Uncomfortable  Painful

even if only sometimes
Lyingonback ......... ¥ 2 2 5 5 5 g 3 - seninn. [
Lyingonside ......... LK 5 508 e M osoivns . |
Lying on stomach ...... 5 " B s O
Sitting .......... L. LN 2 o o s oo I s & [
Standing ............. I O....... O
Stretching ............ O.......... 155 [ 3
Lovemaking .......... [ O....... 0
Walking ewas s 45 2 0 5 oun L 5 4 6 5 s 5 0
Running ............. | (O— I 0
= ojalg i 1 | — a....... ]
Working ............. O.......... 0O....... 0
I 11] 5| [ e B s . - 0
BERAME 2 5 5« 2 ¢ 2 2 semmd LV ¢ & comamms B s 5 ]
KNBBING wcos s 5 5 5 2 9 » s 2 5 5 oo  TIT |
PIII oo o2 2 0 0 2o By 5 ¢ nomenm = LY wmen i s 4 a
Reaching ............ 16 R —— EY conemz g g u ('

Have you retained an attorney: O Yes [ No
If yes, whom:___

His/Her Phone #:

| Insured’s Employer:

RELCOVER

To evaluate the effect that continuing work will have
on your recovery please complete the following:

How many hours are in your normal work day?__

Please indicate i your daily job duties and any activities
which you are occasionally asked to perform.

d Standing L Driving L1 Operating equipment

L Sitting [ Twisting L3 Work with arms above head
[d Walking [ Crawling 0 Typing

[ Lifting [d Bending [ Stooping

LJ Other _

What positions can you work in with minimum physicél-_

effort and for how long? -
Prior to the injury were you capable of working on an
equal basis with others your age?. . dYes O No [ON/A
Do you work with others who can help you with any

heavy lifting?.................. HdYes CNo ON/A
While in recovery, is there any light duty work you could

request? ... ... ..., dYes ONo IN/A

O N/A |

2nd Insurance Source or Auto Insurance

Type of Insurance:

Co. Name:

Address:
Phone #:

Insured’'s Name:

Policy #:
Insured’s SS #._

~_ Claim #:
DOB. ¢ b

Agent's Name:

If any of your medical or account information has changed,
please inform our front desk personnel.

Please remember you are ultimately responsible for your
account.

SIGNATURE CATE

| OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFIGE USE ONLY

PLEASC RECYCLE 50 THAT WE MAY PREACRVE THE HEALTH 6F oUR PLANET



Name: File #:

What is your current weight: _Ibs., and height, Ft. In..
Please describe your condition:

Signature: Date: . |

: SUoW Us WLHERE IT HURTS
Please mark area(s) of injury or discomfort as shown below in the example. Indicate the degree of pain using a
scale of 1 (discomfort) to 10 (extreme pain).

Numbness Pins & Needles Burning Aching Stabbing
----- 00000 ANAAN XXXXX eeoeee

Example Right Front Back

PLEASE RECYCLE 50 THAT WE MAY PRESCRVE TUE LEALTH oF oUR PLANET 'f::»;

= R e 1




Today's Date: Filage . -

Name: __ -
What You Prefer ToBe Called: [} male [ Female
Birthdate: /1 /  Age: __ SS#

Home Address:

Home Phone#:

Other Phone #s:

Referred By:

| Employer: How Long?
Employer's Address: .
CITY STATE ZIP
QOccupation: Work Phone #:

Marital Status: D Single DMarried D Divorced DSeparated DWidowed

Spouse's Name:

cITY STATE zIP e

If so, please explain:

|
|
L

Co. Name:

Address:

Phone #:

Insured's SS#:

Group # (Plan, Local, or Policy #):

Insured's Name:

Relaton: ~ DateofBith: —_—/

Insured's Employer:

REASONFOR VIST B

‘Have you ever been treated by a Chiropractor before? [JYes [J No

Please inform front desk of 2nd. Insurance source.

The reason for this visit is a result of (Please circle): work, sports, auto, trauma or chronic.

' (Explain what happened): ___

Please describe the pain & its location:

'When did conditionbegin?

If so, please explain:

Is this condition getting worse? [Yes [QNo JConstant [JComes and goes

Is this condition interfering with your (Please Circle): work, sleep, or daily routine.

| If so, please explain:

Have you had this or similar conditions in the past? [dYes O No

Llf s0, where?

Have you been treated by a Medical Physician for this condition? [ Yes O No

please continue on back.

INSLIRANCE INFO §

|:




Today's Date: Filage . -

Name: __ -
What You Prefer ToBe Called: [} male [ Female
Birthdate: /1 /  Age: __ SS#

Home Address:

Home Phone#:

Other Phone #s:

Referred By:

| Employer: How Long?
Employer's Address: .
CITY STATE ZIP
QOccupation: Work Phone #:

Marital Status: D Single DMarried D Divorced DSeparated DWidowed

Spouse's Name:

cITY STATE zIP e

If so, please explain:

|
|
L

Co. Name:

Address:

Phone #:

Insured's SS#:

Group # (Plan, Local, or Policy #):

Insured's Name:

Relaton: ~ DateofBith: —_—/

Insured's Employer:

REASONFOR VIST B

‘Have you ever been treated by a Chiropractor before? [JYes [J No

Please inform front desk of 2nd. Insurance source.

The reason for this visit is a result of (Please circle): work, sports, auto, trauma or chronic.

' (Explain what happened): ___

Please describe the pain & its location:

'When did conditionbegin?

If so, please explain:

Is this condition getting worse? [Yes [QNo JConstant [JComes and goes

Is this condition interfering with your (Please Circle): work, sleep, or daily routine.

| If so, please explain:

Have you had this or similar conditions in the past? [dYes O No

Llf s0, where?

Have you been treated by a Medical Physician for this condition? [ Yes O No

please continue on back.

INSLIRANCE INFO §

|:




| What is the age of your mattress?

= - B | authorize the staff to perform any necessary services needed during diagnosis and treatment. | also authorize the provider to

N CVENT OF EMERGENCY

Who should we contact?

Relation:

Home Phone #:

Work Phone #:

LEALTU LisTorY |

Are you taking any of the fllowing medications?

Nerve pills (] Pain killers(including aspirin) [ Muscle relaxers ] Stimulants
(IBlood Thinners [ Tranquilizers [ Insulin [ Other(s)

Have you ever had any of the following diseases/medical condition(s)?

< K<€ €< <<

N Heart Attack / Stroke Y N Heart Surg./Pacemaker Y N Heart Murmur

N Congenital Heart Defect Y N Mitral Valve Prolapse Y N Artificial Valves

N Alcohol / Drug Abuse Y N Venereal Disease Y N Hepatitis

N HIV+/AIDS Y N Shingles Y N Cancer

N Frequent Neck Pain Y N Emphysema/Glaucoma Y N Anemia

N High/Low Blood Pressure Y N Psychiatric Problems Y N Rheumatic Fever
N Severe/Frequent Headaches ¥ N Kidney Problems Y N Ulcers / Colitis

N Fainting/Seizures/Epilepsy Y N Sinus Problems Y N Asthma

N Diabetes / Tuberculosis Y N Difficulty Breathing Y N Chemotherapy

N Lower Back Problems Y N Artificial Bones/Joints Y N Arthritis

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

Please list anything that you may be allergic to: | | Person ultimately responsible for account

Name: _

List previous surgeries/treatments with dates: - |Relation:
Billing Address: __ |

List any past serious accidents with dates: | o e |
e ss# =
Pl :
Do you smoke?[] No [ Yes /How much?____ How long?

Are you wearing: (] Heel lifts (] Sole lifts (] Inner soles (JArch supports | Work Phone #:
Payment method:

Is it comfortable? (Yes ONo | | [Qcash check [ credit card
CC# (if accepted)t /

For women: Are you taking Birth Control? Yes No
y 9 = U L1 Ihereby authorize assignment of my

o 2 Fy insurance rights and benefits directly to the provider |
regnant? []ho DYeS/HOW long?_ _Nursmg.. QYes O Ni - for services rendered (if offered at this office) 0

Are you P

B We invite you to discuss with us any questions regarding our services. The best health services are based on a friendly, mutual
understanding between provider and patient.
B Our palicy requires payment in full for all services rendered at the time of visit, unless other arrangements have been made with
the business manager. If account is not paid within 90 days of the date of service and no financial arrangements have been
made, you will be responsible for any expenses incurred in collecting your account.

release any information required to process insurance claims.
B | understand the above information and guarantee this form was completed correctly to the best of my knowledge and
: understand it is my responsibility to inform this office of any changes in my medical status.

Signature _ __ Date /)
please m_cycl.e s that we may preserve {:he i'aea&h .af our #Lane’c. 0 m‘ i L
e S IR -4




