Daie ! !

Batient

Address

City

Sex: M OF Age

EiSingle O Maried L] Widowed

Patient Sccial Security Number

State Zip
Birthdate !
[ Separated

[ Diveread

Occupation

ASSIGNMENT AND RELEASE:

Employer

Employer Phone

Children's Name(s)iAge_

E-Mail:

Whom may we thank for 1eferring you?

Have you ever received freaiment by a Chiropractor before? O Yes [ No

if yes, when and who?

Primary Care Physician

fay we send the doctor a teporl? [] Yes

O No

Insurance Company.

Subscriber's Name

Birthdale { { 85

| hereby direct any and all insurance carriers, gitornays, and individuals
1o directly pay Reynoldsburg Chirepractic Center for charges incurred by
me { understand that | am financially responsible for all charges whether
of hot paid by insurance | hereby authorize the doctor to release alf
information necessary fo secure the payment of benefils | authorize the
use of this signature on &l insurance submissions.

Responsible Party Signature

Reletionship Cate

Home

Ext

Cell Phone___

IN CASE OF EMERGENCY, CONTACT:

Name

Relationship

Home Phone

Work Phone

Ext

The patient understands and agrees to allow this chiropractic office fo use their patisnt health
imormation for the parpose of treatment, paymant, healthcare operations, and coordination of
care. We want you fo know how your patient health information is geing o be used in this
office and your righis cancaming those records 1 you would ke in have a moze detailed
account of our policies and procedures cenceming the privacy of yeur pafient health infor-
mation we encourage you to read the HIPAA nofice that is available o you at the front desk
hefare signing this consent, If there is anyene you do not want to receive your medical
records please inform our office

Patient's signafure i Date

Guardian's signaturs Date

Reason for Visit

When did your symptoms appear?
is this condition getting progressively worse? [ ]Yes [ JNo [Unknown

Mark an X on the picture whers you continue to have pain, numbness, or tingling

Rate the severlty of your pain on a scale from 1 (least pain; to 10 (severe pain) ____
Type of pain: Sharp 'D Dull [] Throbbing [ Numbness []Aching

] 8hooting [jBuming [ Tingling [ Cramps [ Stiffness [] Swelling [} Cther
How often do you have thig pain?
Is it constant or does it come and ga?
Does it interfere with your [ | Work [ ] Sieep [] Daily Routine [ Becreation

Activities or movements that are painful to petform ["] Standing

[] sitting

] tying Down

[[] walking ] Bending




What treatment have you already received for your condmon’? ] Chiropractic Selvices [j Med[calrons [} Surgery

[ Physical Therapy []None [7] Giner
Narne of other doctor(s) who have treated you for your condition

Are you pregnant? [j Yes L} No Due Date

Date of Last: Physical Exam Spinal X-Ray. - Spinal Exam
MRI, CT-Scan, Bone Scan ' ——
Place a mark on “Yes” or “No” to indicate if you have had any of the following:
ADSHIY Cives [INo High Cholesteral LlYes I No OTHER:
Aleeholism CIves OONo Kidney Disease [Yes [INo
Anemia [Ives ONe Liver Disease Oves O No _—
Arthritis CiYes CNo Migraing Headaches CT¥es O Mo
Asthima yes OONo Osteoporosis OYes O3 No
Bronchilis OYes OINo Pacemaker [dYes LI No
Caricer ‘ Eves [Iho Parkinson's Disezse Ryss O No
Chemical Dependancy [dyes IINo Pinched Hemrve Oves O Mo
Diabetas Oves DINo Prostae Problem Cves [INo
Emphysema Oves E1No Prosthesis OYes O No
Epifepsy Oyes O No Psychiafric Care CYes O Me
Fractures OYes O No Rheovmaioid Arlbritis ElYes ONc e
Gout Hives CINo Stoke Oes D No
Heart Disease Bves CINo Suicide Attempt OfYes [INo
Hepatiis Cves OO Ne . Thyroid Prablems Clves DI No
Hemia ElYes [OKo Tumors, Grawths [IYes I No
Herniated Disk Yes OOINo Ulcers [T¥=s DINe
High Blood Pressure OYes OHo
* .

EXERCISE WORK ACTIVITY HABITS

[ None [ Sitting (] Smoking Packs/Day il

1 Moderate [] Standing [] Aleohal Drinks/\Week

[] Daily [ Light Labor [ | GoffeesCaffeine Drinks  Cups/Day

[J Heavy D Heavy Labor [T High Stress Level Reason

Injuries/Surgeries you have had

Falls

Head Injuries
Broken Bones

Diglocations

Surgeries

Descziption

Date

Pharmacy Nams

Pharmacy Phong




