CHIROPRACTIC REGISTRATION AND HISTORY

1‘5! - _
PATIENT INFORMATION
Date

SSHIC/Patient ID # =

Patienl Name e -
“First Name Miccie Intial

Address

E-mad

City R IE

Slate 2p_ —

Sex CIm  OF Age

Birthcate .

O Married O Widowed O single O Minar

D Separsted [ Diverced [ Partnered for years

Fatient Employen'Schaol 2

Qczupatian

EmployedSchool Address =

EmpioyenSchool Phone ( | S

:2 INSURANCE INFORMATION

Wwho is responsible for this account?
Relationship 1w Patient

Insurance Ca.
Group #

is patient covered by addtional nswance? []Yss [INo
Subscrber's Name

Dirthdate SS#

Falationship to Patient

Insurance Co.

Group #

ASSIGNMENT AND RELEASE
| cortfy that |, ardior my cependeniis], hawe insursrcs Covmrage with

A sasign deedtly 1o

Name cl Inzurance Comparylies)

Dr, apbi 6 barmling, T
vy, othanwiss payadie 10 me for sendoes rendered. | understand Wt | &m
fnanaaly responsitie for 3l chargos whether or nol paid by ingusne, | suthoea
tha usa of my signature on )il inserance submissions.

The above-named doclor may uza my healih cwe indcemation and mery &5

seuch information 10 the abowe-named Insurarce Companylies) and thair agonts.
for the purpose of obtaining payrment for seevicks #d deasrMining rSuRnte
tanalis or the Denalits payetie for ralaed senices. This consent wil end when

Spouse’s Name my curren! treaiment plan = completed or ane yedr from e gale sgned Deloe

girihdate __ - -
Signatuen ot Pation?, Parent, Guardan or Personal Hepresentaive

S5 e

Spouse's Employer ey " Flazsa prnl name of Falient, Paront, GUArdian or PErsondl BAprasomaive

Whom may we thank for referring you? - e Falla

_(é ) PHONE NUMBERS

Cell Phone { ) Homa Fhone ( )

Best ime and piace to raach you

IN CASE OF EMERGENCY, CONTACT

A Eer —

C‘ s ACCIDENT INFORMATION
Is condition due to an accidgent? (] Yes [J No Dawe
Type of accigant [J Auto [JWark [JHoma [JOthar
To wham have you made 2 reporct of your accident?

Name v Relationship ] Auto Insurance ] Employer [ JWorker Comg. [ Other
Home Phone ( Y WorkPhone ( ) Attornoy Name (# applicable)
:g PATIENT CONDITION

Reazon for Visit B

Whan dKi your symptoms appear?

Is this condition gatting progressively worse? TJYes [JNo

Type of pain: (] Sharg 1 Oull

How often do you hawe this pain?

CIUnknewn
Mark an X on the piclure wiwre you continug 1o hava paln, numbness, or tngling.

Rate the saverity of your pain on a scale from 1 (least pain) to 10 (severs pan)

O Throtbing [ Numbress [[]JAching [[] Shooting
UBuming [JTinging [JCrampe [JStiMess [0 Sweling [ Other

A
)

i

I5 it constant or does il come and go?

Doas it interfere with your CWork  [JSleap  [J Onily Routine ] Recreation )_‘B
Activilies er movements that are panful to pedorm [ Silting | ] Standing (] Walking [0 Bending [0 Lying Down

|
)

i




