


Confidential Patient Health Record DATE:

FERSONAL HISTORY

Mame: Addeesse

Cinys Sintes TipiPosanl Coades

Home Mhoset Himh Dare: A gt Sex: Male or Female

Soceal Security #

Secial Insurance K E-Manl Addness:

Husiness Emplover: Type of Works

Business Fhome:

Mome of Spouses spaise s Seaal Secusmly £

Spouse's Emplayer: Business Phone:

Type of Work: Mume and Ages of Chaldren

Referred Ta This Cilice By

Nome and MNumber of Emergency Contact: Bielationshup:

Who is Responsibde for Your Bill, Youand O Spouse J Workers' Comp. U Awmo Insirance D Medicare O Sledicasd

Personal Hezlth Insurance (Namg) Health Card #

Insured Person's Nome Deate of Birth:

e — e ————_——,——————— — — — —— ——— ==
CURRENT HEALTH CONDITION

Unwamied Headth Conditions

Other Disctors Seen for this Condition: & YES & M0 Wha?

Typo of Treatmoent: Flesalis:

When did this Conditien Begin? Has this Condition Occurred Before? Q3 YES 3 MO
s Condition: W Job Related 3 Auto Accident W Home Injury W Fall 2 Ochen

Drate of Accident: Timee of Accident;

Have You Made a Repont of Your Accident to Your Emplovers @ YES RO
Erugs You Now Take: O Merve Pills 3 Pain KillersMuscle Relaxers 2 Blood Pressure Medicine 2 Insulin
2 Orker: —
Do You Wear A Shoe LitT O YES O NO

Do You Suffer From Any Condition Other Than That Which You Are Mow Consulting L's?

e e,
PAST HEALTH HISTORY

Please Check and Descnbe:

Major SurgeryiOperations: O Appendectomy (0 Tomsillectomy O Gall Blackler 2 Hermin 2 Back Susgery 2 Broken Boses

' Onbers

Slajor Accidents or Falls:

Hespatdization {Dhber than Abovel -

Previows Chiropmctic Care: O Mone 2 Doctor’s Mame & Approsimate Daie of Las Visi




Below is a list of diseises which may seem anrclated (o the parpese of your appaintment. However, these questions mist be answered carefully as
s problems can alTect sour overall course of care.

CHECK ANY OF THE FOLLOWING DISEASES YOU HAVE HALD:

I Proumonia

I Kksumalic Pever
O Polia

3 Tubcreuloss

0 Whooping Cough
O Anemia

0 Measles

I Bummps

' Small Pox

J Chicken Pox
= Daabetes

a Cancer

o Hean Dnscase
3 Thyroid

Have you been iesied HIV posiiave? O YES O MO

CHECK ANY OF THE FOLLOWING YOU HAVE HAD THE PAST & MONTHS:

AMUSCULO-S KELETAL COYBE
o Low Back Pain

Pain Belween Shoubders

Mok Fan

Surm Pain

Joinl Pan/ShilTness

Walking Froblems

Deftcult Chewang Clicking Jaw
Uersoral 3ullocss

ECOR D E

SERVOLS SYSTEM OO
ey ous

i bress

Paralysis

[N rraness

FForgeriulness
Confusion/Tepnession
Faknting

Convulssons

Ciald Tingling Extremities
Stross

[ I Iy iy Ry S

GEMERAL CODE
J Faligue

= Allergies

3 Loss of Shoep

A Fever

O Hesslaches

GASTROCINTESTINAL CONDBE
< PooExcessive Appeiile
= Excessive Thirst

<l Frequent Nausca

= Vomiting

J Danrrhens

< Constipalion

4 Hemnowrhonds

d Laver Prodlems

< Ciall Bladkler Proldems
S Weight Trosible

= Abdeminal Crmps

< Gos/Blcating After Meals
= Hearibarn

= HilackiBloady Stool

= Coditis

GENMITO-URINAKY CODE
o Bladkler Troulle
= FainfulExcessive Lnnalson
= hscalonsd Urine

CWHCODE

o Chesa Pain

=l Shomt Hreath

2 Blood Pressuse Problems
A Trregular Heanbes)

I Hearl Problems

O Lueng Problems/Congestion
0 Vareose Veins

0O Ankle Swelling

I3 Saroke

EENT CODE

@ Vision Problems

A Deptnl Problems

O Sore Thoat

3 EarAches

J Heanng Dhificulny
S EtufTed Mose

MALEFEMALE CODE

- Wiersirual Irrcgulaniy

o Mepstrual Crapnps

A Waginal Pein Infection

J Breast PainLumps

3 ProstateSexaal Dysfimetion
o Cher Problems

J Mental Disorders
< Lumbagn
o Ecroma

L LW

o Influcrz INTAKE

J Meurisy A Coffes

O Arthritis J Tea

O Eplepsy J Alcohol
< Cigureties
<1 While dugar

FEMALES OMLY:
When was your last penicd?

Ape woei pregnant’
S YES O RO 0 Noi Surg

Plese outline on the dingram the
ares of your discomforl

FAMILY HISTORY

The [odlosaimg members have &
sme of similar probdens as | do;
< Mother

2 PFather

2 Broiher

I Sister

0 Spose

1 Child

e ————
D MO WHITE RELOW THIS LINE

ANAYLSDS:
[LEYH LT RS

Patient Accepted: 0 YES O NO 0 Referred

Doctor's Skgnature



Most patients that come to our office have one of two objectives in mind concerning their health care. Some patients come
for symptomatic relief of pain or discomfort (ReliefCare). Others are interested in having the cause of their problem as
well as the symptoms corrected and relieved (CorrectiveCare). Your Doctor will weigh your needs and desires when rec-
ommending your treatment program.

Pleasecheckthetypeofcaredesiredsothat wemaybeguidedbyyourwisheswheneverpossible:

Relief Care Corrective Care Check here if you want the Doctor to select the type of care
appropriate for your condition

Date Patient’s Signature

If this is an accident related injury, please fill out the Accident Form. Thank You !

Relief Care CorrectiveCare
Relief Care is the care necessary to get rid of your Corrective care differs from relief care in that its goal is to
symptoms or pain, but not the cause of it. It is the get rid of the symptoms or pain while correcting the cause
same as drying a floor that was getting wet from a of the problem. Corrective care varies in length of time,
leak, but not fixing the leak. but is more lasting.

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and
myself. Furthermore, I understand that the Doctor’s office will prepare any necessary reports and forms to assist me in
making collection from the insurance company and that any amount authorized to be paid directly to the Doctor’s office
will be credited to my account upon receipt. However, I clearly understand and agree that all services rendered me are
charged directly to me and that I am personally responsible for payment. I also understand that if I suspend or terminate,
any fees for professional services rendered me will be immediately due and payable.

I hereby authorize the Doctor to treat my condition as he or she deems appropriate. The patient also agrees that he/she is
responsible for all bills incurred at this office.

Patient’sSignature Date:

ConsenttotreataMinor Date:

Guardian or Spouse’s
Signature of Authorizing Care: Date:






