
etcome 

last Name 

First Name Middle Initial 

Zip ________ _ 

E-mail ________ _____________ _

Sex D M DI" Age ______ _ 

Birthdate _____________ _ 

0 Single OI MJnor D Married 

D Separated!

OWia(Jwed 

D Divo�ced D PartrnereQlfOr ___ y-ears 

Occupation __________________ _ 

Paflent Employer/School __ �------------

E'mployer/Scf\ool Address _____________ _ 

Emfl)loyer/Scf.1001 Prncne ( __ ) __________ _ 

Sp01!Jse·s �ar,j;je _____________ _____ _ 

INSURANCE 

- -

- - - -- - -

Wffo is responsible for thi� acc0umf? ----=-------

Rel'afi011sfflip1 to P'a:fient, ________________ _ 

lnsl!lranc·e, Co. ___________________ _ 

Grwp # ____________________ _ 

l's i;>atient eoveredl l!ly add'iti0naJI insl!lrance,1 D Yes, D NO'

Subsc�ioers f,l'ame _________________ _

Birthdate ___ _____ _ S&#· _ _ _____ _

Relationship 10 Patfenf. -----�-----=-----

lnsU'taillce Co. ___________________ _ 

Group# ___________________ _ 

itSSf�f.fM��T l<�/jjl �£'!.E:,AISl/l 
I, certify tnat I, and/or my dependemt(s). M-,e, insurance 1!:oV-erage t,,;,fthl 

-----,-,,--------,----,-------,_----,�F""�-- ancl1a ss1gril directly to
Name of Insurance Company(ies) 

Dr. _________________ all insurance benefits, 
if any, otherwise payable to me for services rendered. I �nde1stand ffla!. I am· 
financially responsible for all charges whether or not paid, by insurance. I 
atJtn'orize ttre !Jse of my sigmature on ai! insu�ance submissions. 

The above•miitfle'd• d0Ctor may use my hea(th Gare fnformaiior:, and may a,scrose 
Sl!lch ll\formafior,i to the above,rfamed1 lnsuraMe Company(ies) alid1 thei1 agents, 
for the pu1pose oi oofaining payment for services and deteiminiii\g insuranGe 
flenefifs or the be'fiefits payable· for relat�d serv'iees. Tnis comsenl willl eiillil whem 
rrny ci!/rteeif treatfile1<1t plan is €or.mpreted or' oi1e year from the daf� si!!jned, t;Jelow. 

Signature of Patient, Parent, Guardian or Personal Representative, 

Pfease pr int mame of Patient, Parent, Guardian or Personal Representative 

Date Relationship to Patient 

ACCIDENT INFORMATION 

Is condition due to an accident? D Yes D No 

Date _________________ _ ____ _ 

Type of accident D Auto D Work O Home D Other 

To whom have you made a report of your accident? 
D Auto Insurance D Employer D Worker Comp. O Other 

Attorney Name (if applicable) 

When a'i'd your symptoms appea�? �--- ----------- - ------

•1111111-a::' Is ttifs oondifioliil getting prog�eS'siVely 'iv0r.se? 0 Yes D Nb DUnknowJl1

Mar.k. on tire picture where you conffnue fo have pain, numbness, or tingling. 
Rate fhe' severify of your paini on a sct1le' tr�m 1, (least pain) to 110 (severe pain) _______ _ 

Type of pafn; D Sharp D Dull D ThroiitJirrg O Numbrfess D Aching 
O Burmimgi D Tingling D Cuamps D Siittness, D Swelling 

D Shooting 
OQtMr 



What treatment have you already received for your coo<fltion? D Medications D Surgery D Physical Therapy 

D Chiropractic Services O None O Other 

Name and address of other doctor(s) who have treated you for your condition 

Date of Last Pl'rjsicalExam Spinal X-Ray Blood Test 

SpinalExam Chest X-Ray Urine Test 

Dental X-Ray MRI, CT-Scan, Bone Scan 

Place a mark on "Yes• or "No• to indicate if you have had any of the following: 

AIDS/HIV O Yes O No Diabetes O Yes O No Liver Disease O Yes O No Rheumatic Fever O Yes O No 

Alcoholism O Yes O No Emphysema O Yes O No Measles O Yes O No Scarlet Fever O Yes O No 

Allergy Shots O Yes O No Epilepsy O Yes O No Migraine Headaches O Yes O No Sexually 

Anemia O Yes O No Fractures O Yes O No Miscarriage O Yes O No 
Transmitted 
Disease O Yes O No 

Anorexia O Yes O No Glaucoma O Yes O No Mononucleosis OY es O No Stroke O Yes O No 
Appendicitis O Yes O No Goiter O Yes O No Multiple Sclerosis O Yes O No Suicide Attempt O Yes O No 
Arthritis O Yes O No Gonorrhea O Yes O No Mumps O Yes O No Thyroid Problems O Yes O No 
Asthma O Yes O No Gout O Yes O No Osteoporosis O Yes O No Tonsillitis O Yes O No 
Bleeding Disorders O Yes O No Heart Disease O Yes O No Pacemaker O Yes O No Tuberculosis O Yes O No 
Breast Lump O Yes O No Hepatitis O Yes O No Parkinson's Disease D Yes O No Tumors, Growths O Yes O No 
Bronchitis O Yes O No Hernia O Yes O No Pinched Nerve O Yes O No Typhoid Fever O Yes O No 
Bulimia O Yes O No Herniated Disk O Yes O No Pneumonia OY es O No Ulcers O Yes O No 
Cancer O Yes O No Herpes O Yes O No Polio O Yes O No Vaginal Infections O Yes O No 
Cataracts O Yes O No High Blood Prostate Problem O Yes O No 

Pressure O Yes O No 
OY es O No 

Whooping Cough O Yes O No 
Chemical Prosthesis 

Dependency O Yes O No High Cholesterol O Yes O No Other 
Psychiatric Care O Yes O No 

Chicken Pox O Yes O No Kidney Disease O Yes O No 
Rheumatoid Arthritis D Yes O No 

EXERCISE WORK ACTIVITY HABITS 
O None D Sitting 0 Smoking Packs/Day 

O Moclerate O Standing O Alcohol Drinks/Week 

D Daily D Light Labor D Coffee/Caffeine Drinks Cups/Day 

O Heavy D Heavy Labor D High Stress Level Reason 

Are you pregnant? O Yes O No Due Date 

Injuries/Surgeries you have had Description Date 

Falls 

Head Injuries 

Broken Bones 

Dislocations 

Surgeries 

MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS 

Pharmacy Name ____ _ __ __ __ _ 

Pharmacy Phone~ ---------
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