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Patient Information

Name: Age: Date of Birth:
Primal;y Address:
Secondary Address:
City, State, Zip Code:
Phone: (Home) {Work)
~ (Mohile) Email:
Employer’s Name:
Driver’s License #: _ Social Security #:
Marital Status:

J—

S_M_D_W Sex: _M_ F

Spouse’s i\lame (If applicable): Referred By:

Are your present problems due to an injury? _Yes _No (if yes) __Auto __Work
' __Personal Injury __Other

Insurance Information

Prirary Insurance Company:
Policy Holder's Name: Policy Holder's Birthdate:
Pollcy Number: Group #: ‘

Sacondary Insurance Company:

Policyholder's Name: Policyholder’s Birthdate:

Policy Number: Group #:

Payment for professional services rendered is the patient’s responsibliity, Payment or
insurance co-pays and deductlbles are due at the time of service unless special
arrangements have been made with our office. A late fee of $10 will be assessed to any unpaid
balance at the next billing cycle.

Health & accident policies are an arrangement between the insurance cartier and the patient.
chiro-Technology will bill your Insurance company. I authorize direct payment to Chiro-
Technology. This is a direct assignment of my rights and benefits under my policy. The patient
will be responsible for charges not covered by insurance.

Signature of patient or guardian: Date:




_ Cohsent rurposftrea ._

AR

¢ nt and Healthca | e;Operahons

5 aclcnowledge that Ctho-Technology, P c= ‘Nonce of ana.cy Practices” hﬂs been Pm‘“d"'d to me.

1 understand 1 have a nght to review Chlro—Technology, P. C’ 5 Nonce of anacy Practlces prmr to -
signing this document. The Notice of Privacy Practices descrlbes the types of uses and disclosures of -
my protected health information that will occur in my treatment, payment of my bills or in the
. petformance of health care operations of Cluro-Technology, P.C. The Notice of Privacy Practices for

Chiro-Technology is also provided on request at the main'administration desk of this practice. This -
‘Notice of Privacy Practices also describes my nghts and Chuo-Technology, P.C's. dutles with respect

1o my protected health information.

: Clnro~Teehnology, P.C reserves the nght to change the pnvacy pracnces that are described in the
Notice of Privacy Practices. I may obtain a revised notice of privacy practices by calling the office and
: requestmg a revised copy be sent in the mml or askmg for one at the time of my: next appointment.

Missed or Cenceled Appoin-tments_

C1f you need to cancel or change an appomtment tune you must call 24 hours in advance. Patlents
. canceling or changing an appomtment without 24 hours notice will be charged a fee 0f $15. We .
 apologize for any inconvenience this may cause. As our clinic continues to grow we are forced to ﬁnd »
‘more efﬂment ways to help as.many patients as posmble :

Massage and Exerclse Sessmn Policy -

.- Due to the large number of patients recemng Massage and Exercise Therapy, we request that you give
: 24 hours notice when canceling or changmg an appointment. This allows us to fill the appointment
“tiine for our waiting list. If you fail to give 24 hours notice, there will be a charge of 50% of the total

appointment charge. Emergencies will be taken into considération. Please also note that your

- appointmient time includes the time needed for dressing and undressing.

Patient Name ~ . | B R - Date .-

 Patient Signature
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Chiro-Technology Patient History
Name : Date
PLEASE CHECK ALL ANSWERS THAT APPLY AND FILL IN BLANKS WHERE APPROPRIALE.

The information you provide concerning your medical history assists your doctor in understanding your state of
health. This is important information. Please be thprongh. :

Please describe the condition that brings you to our clinic:

Please describe the character of your current discomfort (You may check more than one response):
O Sharp/Stabbing O Ache O Dull O Soreness O Weakness O Throbbing/Gnawing O Numbness
O Shooting O Gripping/Constricting O Buming O Tingling
How often are the complaints present? O Constant {more than 75% of the time} Q Frequent (51-75%)
O Occasional (26-509) O Intermittent (25% or less) ONE INBEARABLE
On a scale of 0 1o 10 (with 10 being the worst) how bad is the pain? 01 23456 78910
How did the problem begin? :

When did it begin: (Specific Date if Possible) : i _
Did your pain start: O Immediately after a specific incident O Multiple Incidents O Gradually over time O Unknown
Isthe pain O Increasing O Decreasing O Staying the same O Comes and goes

What treatment have you received for this condition? O None O Surgery O Injections ' O Physical Therapy

O Medications O Other _
Were you previously treated for this problem? OYes ONo Ifyes,by O Chiropracor O MD O Therapist
O Other . Specify dates, type of treatment and results

What helps the symptoms feel better? O Nothing O LyngDown O Walking O Standing O Sitting
O Movemenv/Activity O Inactivity O Other,

How would you grade your general stress level? O No Stress O Minimal Stress O Moderate Stress O Greatly Stressed

Physical Activity Levet at Work: O Sit 50% or mare of the day O Lightlabor O General labor O Heavy labor

General Physical Activity: O No regular exercise O Light routine exercise O Strenuous routine exercise

Who is your family doctor?. _ ' May we have your permission to consnlt with

your family doctor regarding your current condition? OYes ONo
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Patient History (page 2)

Pust Present FPast Pregent
Headache/Migraine., .......... O @] Irregular Menstrnal Flow ... @ @
Neck Paifl..c e reemsossseseisenrrsnsens (O O Profuse Menstrual Flow......ccccwverans O O
Shoulder Paifl....vcveusicseeesesesossipsesarses O O Breast SOreness/Lumps ..uvemensermeres O O
Back Pain... I © O Vaginal Dlscharge ............... evemerseenees O @

* Lower Back Ao OO PMS... TN & SR @ S
Hand Pain ..eeee.ccoscasssasssusammissssesesssenes O o) Loss OF BIAAGET oo oer o O
Upper Leg/Hip Pain ... o) Painful Utination ......coe o O O
Lower Leg/Knee Pain .c..covrcecsscirnnes O O Frequent Urination....... O O
Ankle/Foot Pain O O Abdominal Pain .. O O
Jaw Pain... S C @) Consupauon!lzmgular Bowel O O
Joint Swel]mgfsufﬁ]ess RPN O Difficulty Swallowing..... N © Q
Fainting/Nalsea ... vencsesesscssrssnies O O Heartbum/lndigcstion........................ O @]
CONVUISIONS 1.vveoeevecenansssssmsssssseneasssnrss O O Dermatitis/Rash/Eczema.. e O O

Past Present Pust Present

Fatigve ... cermervenerens @ O Tobacco USe coverniceerearremirnen O O
Muscular Inooordmanon - e O O T 0 1 S O O
Tinnitis (Bar RINZINE) eeeueueesrereeroncesns O O Birth Control Pill§....c.cveceemeseerensrense o O
Rapid Heart Beatu. . rrrrmmisienens. QO Loss of Appetite.... e Q O
CheSt Pl .....covercomceecrsessssisnemsenseraanans O O Drug and Alcohol Dependcnce O O
Excessive THISE. ...veerrcsnsrsirisarsinsriee O O Constipation/Irre gular Bowel............. O @]
Chronic Comgh....... S . O @) Pregnancy ... O O
Chronic SIUSIS...cceess eessemeresessessusesss O O Coffec!TeafCaffemated dnan (Cups perday)
Surgical Procedures (Please List) Current Medlcanons (Piease List)

Do you have a permanent disability rating? Q Yes O No  Body Part
Date yon recdeived disability rating: [/ Disability Percentage
Present Body Weight Pounds Present Height Feet ____ Inches
It there a family history of any type of disease (i.e. heart disease, cancer, diabetes)?

%

Past Present

DEPIESSION «.cvocrurmrrseemsssmbssssssssisseraes O o VS 11 TR © R
ADCUTYSMu e csrcasismrnmssssosssssassiassssnnsans O @) Emphysema et et et s b O O
High Blood Pressure ....commeiens. O O D571 IR @ | e
ANPINA cvvvrverrieneseessncmssssensenis o ranensas @] O Uleer ... Q O
Heart AtacK. ..o wrrvnsmsmrssrecmsscisnes O O Kidney Stones... O O
SHTOKE ... recrvrnsrsacsmsssamsrsmssessmsssesesrastanen @] O Bladder Infection ... @) @
Asthma.... . O O Alergies... R © I &
CRICET. 1evvsnienss sormnscsarasssesessesismarmsmrons O @] Trritable Bowe.l/Colms A O O
Prostate ProbIEmS ... veversemrevinsaememsnse @) @) )2 1AVZ7:N 11 S o @]
B1ood DISOTUETS coveeserirsrevrssermmsessmisnens O @ Other




