
Natural  H€}aling lrhrough Chiropractic Care

Patient Information
Thank +ou for choosing our |}ra{lice for +our chiro|lractic needs. Please complete lhis form ln ink. If you haw arir queslibns or

concerns. do nol hesitate lo ask  for assistance. W€ .n;ill be happy {o help.

(Please Print)

Nanc
Firs(                            MI

Address
Last

Sex:         ] Female           I  Male
Birth date

Date

_ City
Home phone #

Pa(lent No.

Do you prefer to receive calls, at:                  a  llome              I Work
Areyou:        =Minor     a  Married         .  I)ivorced        .Widowed
Your employer
Business Address
Spouse.s or parent.s name _
Whom rna.\' we thank for referring you to us? _
Person to contact in case of emergency _
PLIJ   S  ,  C}    iv

Responsible Party
Name of person responsible for this account?
Relationship to patient
Address
N'ane of employer

Insurance Info]rmation
h'ane of insured
Birth da(e
Name of employer
Address
•Insurancc Co.

hsurancc Co. Addess

occupation

Workplace

SIS----_
-State _ Zip

Work phone #
I  ]Either
I  Single             .]  Separa`(ed

_ State _ Zip
Work phone #

Sot:ial Sec plity #

Phone #

_ Sta'c _ Zip
Work phone # _

Relationship to patient

Work phone #

Phon€#(      )

How much is your deductible?

lDa(e employed

Group # -

How much have you used?
Doyoi' HAVE.roDmoNAL INsuRANCE?     :] NO
Name of insured
Birth da(e
Name of cmploycr
Address
Insurance Co.
Insurance Co. Address

Social See iri(y #

How. much is your deductible?

- State - Zip - -
Employer #

S,ate _ Zip
_  Max. armoal benefit?

•]Yes       IFYES, PLEASE {=OMPLETE THE FOLLOWING:

Relationship to patient _
Date emplo.ved

Work phone # _

Group #

How much have you used?

- State _ Zip
Employer #

Stale                 Zip

_  Max. annual benefit?



Symptoms
Reason for visit
Is (his condition getting prtigressi\.el}. w.orse'?
V.l`erc specifieall}. is the pi.9blem( s I located.?

VAen did }.ou first notict: the s}.mptoms?

Which acti`itics are difficult to perform.?   a Sitting   I Standing   I W.alking   ] BI'>nding   I L}'ing don.n   I Other

rtypcofpain:       I  Sharp        I  Dull            =)  Throbbing     I  Numbness    a  A¢hing       I  Shooting
I  Bumirig    I  Ti.ngling    =l  cramps         I  Stiffness       I  Su'¢lling     I  Other

Ralethese`.erit}.ofyourp;nn.(I.mildpainordiscomfort.toto,se`.erepaint:    I     :i      3      i      5      6      7      8      910

[s the pain constant or doe!} it cone and go.?
for }.our condition?Wliat treameri( have you already tecei`.ed

I.`1edication           a  Surgery.           I  Ph}.sical Therapy          I Olher _
\:ame and address of othe[ dct`(or( s) w.ho ha`.€  tree(ed you for .vour condition:

Health History
Check only those Conditions which are applic!Lble:

i.\DS/HI\'                           i Cataracts
I Alccholism                              ] Chemical Depcndcnt }.
I Allerg} Shoo                         I Chicken Pox
I.therfua                                  I Depression
I Anolciia                               I Diabetes
].appendicitis                         I Emphyse"
] Ar(hritis                                 I Epilepsy
I.\sthma                                 I Fracnires
I bleeding Disorders                I Glaucoma
I Breast Lump                          a Goier
] Bronchitis                            I Gonchca
I Bulimia                                 I Gout
I Cancer                                   I Hear Discas¢

Dates of last exams _

I Hepaltis
I Hernia
I HCThint¢d Disc
I Herpes
]HighChdesterol
I Kidney Disease
a Lil.er Disease
I `Measles
I .\tigaine Headrhes
I Phicarri?ge
I }tono"cleosis
I Mulliplc Sclerosis

I }fumps

I Osttapresis
I Pact:maker
I Parlin'§ Disease
a hintwh NeT`.c
I Pncuncha
I Pch'lo
I Prostae PToblems
]Prosthesis
I Ps}.charfe Car
I Rh(!umatoid .thtis
I Rh:u"tic Fe\.er
I Sc8rle( Fe\.cr
I Sin)ke

I Suicide .`ttempr
]Th}.roidPTobl€ms
I Tonsilhtis
I Tuberculosis   .
a Tumors. Grow.ths
I T}.phoid Fc`.cr
I |'leers
I Vagind hfections•] \.ene[eal Diseas

I Wliooping Cough

(-W.omen)Are }.oupregnant?I Yes  ]No       `'ursing?  ]Yes  ]No      Talcingbirthcontrolpills?  ]Yes  ]`.o
List any. types of surgeries which you have hall and the dates which they occurred:

Please list all medications you are currently taking:
AIlengies:

PTh3£ty]¥oHx:P!e#o]/ouperfo[momdailybasis?        .  None         .  Mo{lerare         a  Hea`}
Wha( do your daily work liabits inclnde'? (ex: sitting. standing, light lahor. heavy lahoL compiiter u.ork 1

WTha( vitamins do you cum!ntly take-?

What kind of other nuthtiolul supplements do }` Du take ( if any)?
fro}'ousmoke?    ]No    :]Yes.   Howmuch perda.v?
How. much liquor do }'ou c{>nsu[ne on a w.eekly l]asis`?

How. much coffee or caffciliated b¢`.enges do yt iu consume on a daily basis?

Authorization

!rth#ifji,#c,#:,jo:#j,#;iro!f;lc:j!%jp;,;#nizi,n;?5b,:;!o!g;%j:g,n:aof=,€Wq#;n;ii;!a#TE=;,,i:`::jfr,i;j#:f;;#!,#!s`:"i,,
chiwipractororchixpra;iic`irduiinsuranceb!nei`itsotl\er:is?pal:ablelope..!und€rslandI.halTrchirqpr.a[!i.cinsurqucetqrrierniarpl]!
less;hanth¢acunl5tllforstirviees.Iagre€lobe`r9sponsiblefo-rpa!;memOfallservic€sn?nderedonnybehal.fornydeF]enden[5.

X
SIGN.£iTIRE OF P.4TIEr`:T t or parent if a rfunor) D.1TE


