SSMIG/ Patiert 10 #

Patisnt Name

Laxt Mame

First Mame Middle Inhial

Address

E-mail

City

State

Sex M [OJF Age
Birthdata

[ Married [} Widowead [ Single [J Miror

[ Separated [ Divorced (I Partnered for _____ years

Patient Employar/School

Ocpupation -

Employer/Schaol Address

Employer/School Phone (

Spouse’s Name

Birthdate

So¥

Spouse’s Employer

Whom may we thank for referring you?

Cell Phone ( ) Home Phone (

Best time and place to reach you

IN CASE OF EMERGENCY, CONTAGCT
Name Ralationship

Home Phone { ) Waork Phone (

Reason for Visit

Who is responsible for this account?

Retgtionship o Patient

Insurance Co.

Group #

I3 patiant covered by agditionat insurance? [JYez [ No
Subseriber's Name
Birthdate S5#

Relationship to Fatient

Insumnce Co.

Group #

ASSIGNWMENT AND RELEASE
| cettity that I, and/or my depandent{z), have Insyrance coverage with

and assign directty to

Name of insurance Company(ies)

Dr. gl Insurance benefis,
if any, otherwise payable to me for services rendered. | understand that ! am
fimanctalty responsitle for all charges whether or not paid by insurance. | authorize
the use of my signature an all insurance submisstons.

The above-named doctor may use my healttr care information and may disclose
such Infturnation to the bove-named insurance Company(ies) and thals agants for
the purpoes of obtalning payment for services and determining ineurance banafits
or the benafits payabie for related services. This congent wifl end when my current
freatment plan iz completed or one year from the date signed balow.

Slgnature of Pattent, Parant, Guardien or Personal Representative

Please print name of Patlent, Farent, Guardian or Personal Representative

Date Relationship to Patent

Is eondition due to an accidant? [] Yes [ No Date
Type of aceidernt [] Auto [JWork [TJHome [JOther

To whom have you made & report of your accident?
O Auto Insurance 3 Employer [ Worker Comp. [ Other

Attorney Name (if applicable)

Whien did your sytnptoms. appear?

s this condition gétting progressively worse? [TYas  [JNo [ Unknown

Mark an X on the picture where you cortinueg to have pain, numbness, or tingling,

Rata the sevarity of your pain on & scale from 1 (least pain) to 10 (severa pain)
Type of pain: [] Sharp [ Dull O] Throbbing (7] Numbness [ Acking [ Shoating

O Buming [3Tingling [ ]Cramps [ Stiftness

How often do you have thiz pain?

O Swelling [ Other

Is it constant or does it come and go?

Does it imterfere with your [JWork [ Sleep [ Daily Routine

(] Recraation

Agtivities or movements that are painful to perform [ Sittng  [J) Standing  [] Walking [ Bending [ Lyirwg Down




What treatment have you aiready received for your condition? [] Medications [l Burgery [ Physical Thempy

[] Chiropractle: Sarvices ] None [ Other
Name and addrass of other doctor{s) whao have tregted you for your condition
Date of Last: Physical Exam Spinal X-Ray Biood Test

Spinal Exam Chest X-Ray Urine Test

Dental X-Fay MR, C1-Scan, Bone Scan
Place & mark on “Yas" or “N¢” to indicatte if you have had any of the following:

AIDSMHIV [(Yes [JNe  Emphy=zema CJYee JMNo  Migraine Headaches [JYas [ No Saxually
Alcoholksm [lYes (JNo Epilepsy OYes [INo Miscarriage CJYes (JNo E’Ias';:':am
Allergy Shots OYas [JMNo  Fractures OYes [JNe  Monenucleosls OYes [JNo Strake

Ansmia [3Yes [INo Glaucu{na OYas JNo  Multiple Sclerosis [JYes [ No Suicide Attempt
Anoraxla ClvYes ((fNo  Golter OYes [No Mumps OYes [ONo Thyroid Problems
Appendichls [lves” (N0  Gongrthen OYes {(JNo Osteoporosis OYes [ONo Tonsilltis
Arthritls ClYes TJNo  Gout [OYes [JNo Pacemaker [OYes FINo Tuberculosis
Asthma ‘ [JYes (ONo Heart Dizease OvYes [JNe Parkinson's bisease []Yes [JMNo Tumors, Growths
Bleeding Disordets [J¥es [JNo  Hepatitis OYez [1No  Pinched Nerve ["1Yaz [JNo Typhold Fever
Braast Lump O¥es [TNo Hernia OYes [N - Pneumonia OYes [INo
Bronchitis OYes [ONo Hemiated Disk Clyes o Polio OvYes ["No
Bulirnia C¥es [JNo Herpes (MYes CONo  Prostate Problern  [Yes [JNo

Cancer OYes [(JNo  High Blood Prosthesls OvYes []No o
Cataracts CiYes [MNo Presgure OYes [1No ar

Psychiatric Care OYes [JNo

Chemical High Cholesterol  [1Yes [INo gy oy metoid Arthrite I ves [ No

Dependency OYes [ONo Kidney Disease [yes [ONo Rheumatic Faver [¥es [ No

Chicken Pox OYes INo  Liver Disease Dives [INo o s Eever OYes [ No
Diabetes f1Yas [JNo  Measles Oyes [ONo

Ulcers
Vaginal Infactions

Whooping Cough

EX‘EHCISE WORK ACTIVITY HABITS
[] None [ Sitting O Smoking Packs/Day

[ Moderate [] Standing ] Ateshal Drinkz/Week
[ Light Labor O Coffes/Caffeine Drinks Cups/Day
L] High Strass Level _ Rémgon

Are you pregnant? [1Yes [ No Due Date
i

Injuries/Surgeries you have had Description

Falls

Head [njuries
Broken Bones
Dislocations

Surgeries

Pharmacy Name

Pharmay Phone ( ) -




