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Birthdate: I I Age:_SS#:

Home Phone #:
Work Phone #:

Status; Q Minor tr
Spouse's Name:

Single tr Manied fl Divorced tr Separated tr Widowed

Do you have children? tr Yes D No

CITY STATE ZIP

GfOUp # plan, Local, or Policy #):

Date of Birth: / ,
Insured's Employer:

Please inform front desk of 2nd. Insurance source.

The reason for this visit is a result of (Please circle): work, sports, auto, trauma or chronic.

(Explain what happened ):

When did condit ion beoin? I  I
ls this condition getting worse? D Yes tr No tr Constant fl Comes and goes
fs this condition interfering with your (Please Circle ): work, steep, or daity routine.
lf so, please explain:
Have you had this or similar conditions in the past? D Yes Q trto
lf so, please explain:
Have you been treated by a Medical Physician for this condition? D Yes E No

lf  so, where?
Have you ever been treated by a Chiropractor before? tr Yes tr No



Who should we contact?

Who is your Medical Doctor? Phone #:

Are you taking any of the following medications?
E Nerve pi l ls E Pain ki l lers ( including aspir in) E Muscle relaxers E Stimulants
E Blood Thinners E Tranquil izers E Insul in E Other(s)
Do you have or ever had any of the following diseases or conditions?
Y N Heart Attack / Stroke Y N Heart Suro./Pacemaker Y N Heart Murmur
Y N Congenital Head Defect Y N Mitral Valve Prolapse Y N Artificial Valves
Y N Alcohol / Drug Abuse
Y N  H I V + / A i d s
Y N Frequent Neck Pain

YN Venereal Disease YN Hepati t is

Y N Emphysema/ GlaucomaY N Anemia
Y N High/Low Blood Pressure Y N Psychiatric Problems Y N Rheumatic Fever
YNSevere /FreouentHeadaches YN K idnevProb lems YN Ulcers /Co l i t i s
YN Faint ing/Seizures/Epilepsy YN SinusProblems
YN Diabetes/Tuberculosis YN Diff icultyBreaihing YN Chemotherapy
Y N Lower Back Problems Y N Artificial Bones / Joints Y N Adhritis
Please list any other serious medical condition(s) you have or ever had:

Please list anything that you may be allergic to:

List previous surgeries/treatments with dates:

List any past serious accidents with dates:

Family Health History:

Do you: Take Supplements or Vitamins? trYes tr No / Exercise? trYes tr No
Are you on a special diet: tr Yes tr No / Since: I I
Do you smoke? tr No tr Yes / How Much? How Long?
Are you wearing: tr Heel Lifts tr Sole lifts tr Inner soles E Arch supports
What is the age of your mattress?- ls it comfoftable? tr Yes tr No
For women: Are you taking Birth Control? tr Yes tr No
Are you Pregnant? tr No tr Yes/How long?- Nursing? tr Yes f No

Person ultimately responsible for account

Name:

E Credit Card - Enter card # above (if accepted)

I  he rebv  au tho r i ze  ass iqnmen t  o l
In i t ia ls  my inSUrance r ights and benef i ts

d i r e c t l y  t o  t h e  p r o v i d e r  f o r  s e r v i c e s  r e n -
dered.  I  fu l ly  understand I  am sole ly  respon-
s ib le for  any balance not  paid by my insur-
ance company ( i f  o f fered at  th is  of f  ice) .
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I We invite you to discuss with us any questions regarding our services. The best health services are based on a friendly, mutual
understanding between provider and patient.

I Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have been made with
the business manager. lf account is not paid within 90 days of the date of service and no financial arrangements have been
made, you wil l be responsible for legal fees, collection agency fees, and any other expenses incurred in collecting your account.

I I authorize the staff to peform any necessary services needed during diagnosis and treatment. I also authorize the provider
and or managed care organization, to release any information required to process insurance claims.

I I understand the above information and guarantee this form was completed correctly to the best of my knowledge and
understand it is my responsibility to inform this office of any changes to the information I have provided.

signature ----- - uardian rspouse 
Date / /
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Date & Time of Accident: E a.m. tr p.m.
Were you the: tr Driver tr Front Passenger tr Rear Passenger
lf a traffic violation was issued. to whom was it issued?

Number of people in accident vehicle?
Did the oolice come to the accident site? . .tr Yes tr No
Was a police report filed? . .tr Yes tr No
Werethereanywi tnesses?.  .  .  .  .  .  . t rYes t r  No
Were you wearing your seat belt? .D Yes tr No
Was this vehicle equipped with airbags? . .tr Yes tr No
lf yes, did iVthey inflate? . . .tr Yes tr No
ln relation to the base of your skull, where was the
headrest? .tr Above tr Below tr At base of skull
What did vour vehicle impact? tr Another vehicle tr Other
l f  other,  explain:
Did any part of your body strike anything in the vehicle?tr Yes tr No
lf  yes, please describe:

Make & model of the vehicle you were occupying?

Name of the location/street on which vou were travelino?

In which direction were vou headed? trN trS trE trW
What was the approx. speed of your vehicle?
Did the impact to your vehicle come from the:
tr Front tr Rear tr Right Side tr Left Side tr Other

During impact, were you facing: trRight trLeft trForward
Were you E aware or tr surprised by the impact?
lf accident vehicle made imoact with another vehicle...
Make and model of that other vehicle? -

Direction other vehicle was headed? trN trS trE trW
Speed of the other vehicle?

Date & Time of Accident: f l  a.m. tr  p.m.
Was your accident directly related to your work?

t rYes  t rNo
Briefly describe the events that occurred just before and
during your accident:

Give the address where accident occurred: (if other than
employer's address)

Was anyone else present during your accident?
trYes trNo

Did you report your accident to your employer?
t rYes  t rNo

What  recommendat ions  d id  your  employer  make jus t

after your accident?

Has this type of accident happened to you before?
trYes trNo

To the best of your knowledge, has this accident occurred
in your workplace before? . tr Yes tr No
In general:

ls your job physically stressful? . tr Yes tr No
ls your job mentally stressful?. . . tr Yes tr No
ls your workplace noisy? tr Yes tr No
Have you changed jobs in the last year? tr Yes tr No

In your words, please describe the accident:
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Did accident render you unconscious? . . . . .tr Yes tr No
lf  yes, for how long?
Please describe how you felt immediately after the accident:

Have you gone to a Hospital or seen any other Doctor? tr Yes tr No
When did you go? tr Just after accident tr The next day tr 2 days plus
How did you get there? tr Ambulance or tr Private transpoftation
Name of Hosoital and/or Attendino doctor:

Describe any treatment you received:

Were X-rays taken? ... . tr Yes tr No
Was  med ica t i on  p resc r ibed? . .  . . . . . t rYes t r  No
Have you been able to work since this injury?tr Yes tr No
Are your work activities restricted as a result of this injury?

t rYes t rNo
Indicate 6the symptoms that are a result of this accident:
E Dizziness tr Difiiculty sleeping DJaw problems E Nausea
EMemory loss trlrritability EArms/Shoulder pain IBack pain
trHeadache(s) EFatigue
EBlurredvision ETension
trBuzzing in ear DNeck pain
E Ears ringing tr Neck stiff

trNumb Hands/Fingers ELower back pain
trChest pain

lf any of your medical or account information has changed,
please inform our front desk personnel.
Please remember you are ultimately responsible for your
account.

ONLY OFFICE USE
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E Back stiffness
EShorlness of breath ELeg pain
EStomach upset ENumb FeeVToes

trOther
ls your condition getting worse?

tr Yes tr No tr Constant tr Comes & goes
Indicate yaur degree of comfort while performing the
following activities:

Comfofiable Uncomfo(aUe","P,,Rllfrl
Ly i ngonback .  . . t r . . .  . t r . . . . . . . t r
Ly i ngons ide .  . . t r . . .  . t r . . . . . . . t r
Ly i ngons tomach . . . . . . t r  . . . . t r  . . . . . . . t r
S i t t i ng  . . . t r . .  . . t r . . . . . . . t r
S tand ing  . t r . . . .  t r . . . . . . . t r
S t re t ch ing  . . . . . . t r  . . . . t r . . . . . . . t r
Lovemak ing  . . . . t r  . . . . t r . . . . . . . t r
Wa l k i ng  . t r . . . .  t r . . . . . . . t r
Runn ing  . t r . . . .  t r . . . . . . . t r
Spo r t s  . . . t r . .  . . t r . . . . . . . t r
Work i ng  . t r . . . .  t r . . . . . . . t r
L i f t i ng .  . . t r . . .  . t r . . . . . . . t r
Bend ing  . t r . . . .  t r . . . . . . . t r
Knee l i ng  . t r . . . .  t r . . . . . . . t r
Pu l l i ng  . . t r . . .  . t r . . . . . . . t r
Reach ing  . . . . . . t r  . . . . t r . . . . . . . t r
Have.you retained an attorney: tr Yes tr No
lf  yes, whom:
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To evaluate the effect that continuing work will have
on your recovery please complete the following:
How many hours are in your normal work day?_
Please indicate E'your daily job duties and any activities
which you are occasionally asked to perform.
tr Standing tr Driving tr Operating equipment

tr Work with arms above head
tr Walking tr Crawling tr Typing

What positions can you work in with minimum physical

effort and for how long?
Prior to the injury were you capable of working on an
equal basis with others your age?. . tr Yes tr No tr N/A
Do you work with others who can help you with any
heavy lifting? tr Yes tr No tr N/A
While in recovery, is there any light duty work you could
request?  . . .  t rYes  t rNo t rN/A

2nd Insurance Source or Auto Insurance
Type of Insurance:

Insured's SS #:
Insured's Employer:
Agent 's Name:

His/Her Phone #:


