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CHIROPRACTIC REGISTRATION AND HISTORY

Z! PATIENT INFORMATION

Date . _ ..

B5/HIC/Fatient 10 #

Paticnt Name____

Last Name
First Name B Middle Thitial
Addross
E-rnail e
City
Sate B Zip
Sex [JM  [1F Age
Binthdate

Patient Employar/Schaol i

Ocoupation

Employer/Sehool Address

Ermplayer/Schap! Phone { )

Spouse’s Name

Birthdate

S5¢

Spouse's Ermployer

Whorm may we thank for referring you?

INSURANCE INFORMATION

Wha is responsitile for this account?

Relationship to Patient

Insurance Co.

Group #

Is patiant covered by additional insurance? [ Yes [ No

Subiscriber's Namg

Birthdlate S5#

Relationship to Patient

Insurance Co,

Group #

ASSIGNMENT AND RELEASE
I canify thal |, and/or my dependent(s), have insurance coverage with

o and assign directly to
Name of Ingurance Company({ios)

Dr. all insurance benefits, if
any, otherwise payabla to me for services rendered. ) understand that | am
financially responsiblo for alt charges whether or not paid by insurance. | suthorize
he usae af my signature on all insuranee subrmissions,

The above-named doctor may use my hoalth care information ang may distiose
such information 1 the above-named Insurance Campany(ies) and their agents
tor thee purpose of obtaining payment lor services and determining Insurance
bernclits or the beneflis payable for related sarvices. This congant will end whien
my cutrent tegabment plan Is completed or one year frem the date signed balow,

Signature ol Pafient, Parent, Guardian or Personal Representatve

Please print name of PN, barent, GUardian or Persanal Repregentative

Date Relationghip to Patient

é_s ’ PHONE NUMBERS

Gell Phone ( ) Home Phona ( )

Bast time and place 1o reach you

IN CASE OF EMERGENCY, CONTACT

Name +w_ Rolationship

Home Phone { Yo Work Phone ( )

4 ACCIDENT INFORMATION

Is condition due 1 an accident? [ Yes ] No Date
Type aof accident TlAuto [JWork [T1Home §{1Other

To whorm have you made a roport of your accidant?
(] Aute Insurance [ Employer [JWorker Comp. [} Other

Altorney Name (if applicable)

::é ’ PATIENT CONDITION

Reason for Vislt

When did your symptoms appear?

How often do you have thiz pain?

Is this conditlon getting prograssivety worsa? [1Yes  [ONo [ 1Unknown
Mark an X on tha plchire whete you continue to have pain, numbness, or tingling.

Rate the severity of your pain on & scale from 1 (least pain) o 10 {severe pain)

Type of pain: [J Sharp [ Dull {3 Thrabbing  [1Numbress ) Aching (7] Shooting

OBuming O Tingling [J] Cramps ] Stffness [ Swalling [ Other

1= it constant or does it come and go?

e 4

Does it interfere with your [J]Work  [J Slesp [ Daily Routine

[ Recraation "
Activities or movermeants that are painful ta perform 1 Siting [ Standing (7} Walking [T] Bending [ Lying Down

{Vrs. G2E5504)
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