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Reason for visit:___________________________________________________________________________ 
 
When did your symptoms first appear?______________________________________  
Is this condition getting progressively worse?  � Y  � N � Unknown 
Mark an X on the picture where you continue to have pain, numbness, or tingling 
Rate the severity of your pain on a scale of 1 (least pain) to 10 (severe pain):_______ 
Type of pain:  � Sharp  � Dull  �Throbbing  �Numbness  �Aching  � Shooting          
� Burning  �Tingling  � Cramps  � Stiffness  �Swelling  � Other (please describe) 
____________________________________________________________________ 
How often do you have this pain?__________________________________________ 
Is it constant, or does it come and go?______________________________________ 

PATIENT INFORMATION 
 
                                       Date:________________ 
Patient(PLEASE PRINT)______________________ 
Address:_________________________________ 
________________________________________ 
CITY                            STATE                                   ZIP 
E-mail:______________________________________________ 
Sex: � M �  F  Age:______ Birthdate:________ 
� Single  � Married �Widowed � Separated � Divorced 
Number of Children:___________________________ 
Patient S.S. #:________________________________ 
Occupation:__________________________________ 
Employer:___________________________________ 
Employer Address:____________________________ 
Employer Telephone:__________________________ 
Spouse Name:_________________________________ 
Birthdate:________________  S.S. #:______________ 
Occupation:__________________________________ 
Spouse’s Employer:____________________________ 
 
 Whom may we thank for referring you?___________ 
___________________________________________       

INSURANCE INFORMATION 
Who is responsible for this account:_______________ 
Relationship to Patient:________________________ 
Insurance Co.:________________________________ 
Group #:____________________________________ 
Have you met your deductible?  � Y   � N 
Is Patient covered by additional insurance? � Y  � N 
Subscriber:__________________________________ 
Birthdate:_____________   S.S.#:________________ 
Relationship to Patient:________________________ 
Insurance Co:________________________________ 
Group #:____________________________________ 
Assignment and Release: 
I, the undersigned, do certify the I (or my dependant) have 
insurance coverage with_____________________________ and 
assign directly to Dr. ________________________ all insurance 
benefits, if any, otherwise payable to me for services rendered.  I 
understand that I am financially responsible for all charges whether 
or not paid by insurance.  I hereby authorize the doctor to release all 
information necessary to secure the payment of benefits.  I 
authorize the use of this signature on all insurance submissions. 
__________________________________________ 
Responsible Party Signature 
___________________________                _____________________ 
Relationship to Patient                                   Date 
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���������		�	None   � Moderate  � Daily   � Heavy 


 ���	
��������		� Sitting    � Standing    � Light Labor/Lifting    � Heavy Labor 

�������		� Smoking                                          Packs a Day:_______________________________________ 

                 � Alcohol                                           Drinks per Week_____________________________________ 

�����������������������- 
**
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 � � 
� /0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 �

Are you pregnant?  �Yes   �No   Due Date:___________________________________ 

 
Does it interfere with your � Work  � Sleep  � Daily Routine  �Recreation 

Activities or movements that are painful to perform � Sitting  �Standing  �Walking  �Bending  � Lying down 

What treatments have you already received for this condition?  � Medication  � Surgery  � Physical Therapy 

� Chiropractic Services  � None  � Other:____________________________________________________ 

Name and address of other doctor’s who have treated you for this condition:___________________________ 

________________________________________________________________________________________ 

Date of last:  Physical Exam____________   Spinal X-ray______________  Blood Test(s)______________ 

                         Spinal Exam____________    Chest X-ray______________  Urine Test(s)_______________ 

                        Dental X-ray ____________     MRI, CT-Scan, Bone Scan_____________________________ 

 



List any injuries/ surgeries you have had: 

                                                     Description                                                              Date 

Falls                   __________________________________________________    ____________________ 

Head Injuries     __________________________________________________     ____________________ 

Broken Bones   __________________________________________________     ____________________ 

Dislocations      __________________________________________________     ____________________ 

Surgeries          __________________________________________________     ____________________ 

                         __________________________________________________     ____________________ 

                         __________________________________________________     ____________________ 

 

List all Medications / Vitamins /Herbs or Minerals you are currently taking: 

Medication                                                    Dose                 Frequency                  Reason 

______________________________      _________     ______________    _________________________ 

______________________________      _________     ______________    _________________________ 

______________________________      _________     ______________    _________________________ 

______________________________      _________     ______________    _________________________ 

______________________________      _________     ______________    _________________________ 

______________________________      _________     ______________    _________________________ 

______________________________      _________     ______________    _________________________ 

______________________________      _________     ______________    _________________________ 

______________________________      _________     ______________    _________________________ 

         

Pharmacy  you use:______________________________________   Phone:_________________________ 

Primary Physician:_______________________________________   Phone:_________________________     
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