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Confidential Health Information
This information is needed in order to serve you better, please fill out all parts of this form. If you need assistance please ask, and we will gladly help you.
Name:___________________________________________________ Date:________________________

Address:_______________________________________________________________________________

City:_________________________________ State:_______________ Zip Code:____________________

Telephone#:________________________________ Mobile#:____________________________________

Age:_____ Date of Birth:_______________ SS#:___________________E-Mail:_____________________

Status: M___ S___ D___ W___ Driver’s License #:____________________________________________

Occupation:___________________________ Employer:________________________________________

Work #:___________________________ Address:_____________________________________________

Is your visit due to an accident? ___Yes   ___No

Are you a Medicare patient? ​​​___Yes  ___No   Medicare #:_____________________________________

Spouse’s Name:_________________________________________________________________________

Spouse’s Employer:__________________________ Work #:_____________________________________

Emergency Contact: Name:________________________________________________________________

Contact’s #:____________________________________________________________________________

Name of relative not living with you:________________________________________________________

Phone #_______________________________________________________________________________

How did you hear about our office?_________________________________________________________

Doctor who referred you?_________________________________________________________________

In order to determine if medical care would be of benefit to you, this office will extend to you the courtesy of a consultation without cost. If the Doctor can help you with your condition, are you interested in receiving care? Yes____ / Undecided_____

There will be no charges for service without your consent.

To the best of my knowledge, the aforementioned is correct. I understand any charges incurred by me in this office are my responsibility, despite any insurance plan or legal participation.
Patient signature:______________________________________________ Date:_____________________

Parent or guardian:_______________________________________________________________________

Signature:______________________________________________________ Date:___________________


Insurance company name:___________________________________ Phone#:_______________________

Insured’s Name:__________________________________ Policy #:_______________________________

Group #:___________________________________

Employer:______________________________________ Work Phone#:_____________________

Address:_______________________________________ Supervisor:_____________________________

Was the injury/accident reported to your supervisor? Yes/No  Date:____________ Time:_______________

Worker’s Comp. Company:___________________________________ Policy#:_____________________

Company phone #:_______________________________ Adjustor:________________________________

Claim #:_________________________________________

Do you have “Med Pay” on your Auto insurance policy: Yes/NO  Amount:$__________________

Name of company:___________________________________ Telephone:__________________________
Adjustor:_________________________________ Claim #:______________________________________

Name of third party (responsible party):______________________________Telephone:_______________
THEIR insurance company name:__________________________ Telephone:_______________________

Address:_______________________________________________________________________________

Adjustor:_________________________________ Claim#:______________________________________

Patent Name:_____________________________________________ Date:________________________

Headaches

Hands/feet cold 

Head feels heavy
 
Numbness in arm
Mental problems
 
Depression 

Confusion


Left/Right
Problems with memory
Numbness in shoulders
Constipation 

Numbness in hand
Fainting 


Rib pain 


Loss of balance


Left/Right
Neck pain 

neck tightness

Chest pain

Numbness in leg
Dizziness 

Breathing difficulties
Earaches



Left/Right
Back pain

Muscle tightness

Mid-back pain

Mid-back stiffness
Lower back pain 

Low back stiffness

Blurry vision

Double vision 

Neck stiffness 

Eye strain

Loss of taste

Loss of smell
Nervousness 

Fear


Irritable


Tension

Difficulty with: ____Standing ____Sitting ____Bending ____Walking
Pain radiates to: ___Right arm ___Left arm ___Right leg ___Left leg
Cannot lift: ____light ___medium ____heavy ____repetitive
Pain radiates to: ___Neck ___base of skull ___ribs ___shoulders ___arms
Pain in: ___foot ___ankle ___knee ___hips ___heel spur
OTHER:_______________________________________________________________________________

Since these symptoms have started, what have you done to no avail?_______________________________

Has this problem affected your sleep? Yes/No How:____________________________________________

Does anyone in your family have this same condition or similar? Yes/No

Who?________________________________________________________________________________

List the doctors you have seen for these symptoms:

1._____________________________________________ Specialty:_______________________________

2._____________________________________________ Specialty:_______________________________

3._____________________________________________ Specialty:_______________________________

Health History: please circle the conditions you have or have had:

Arthritis


Epilepsy



Muscular Dystrophy
Asthma


Fibromyalgia


Neck pain
Anemia


Pain in hand or wrist

Neuritis

Back pain

Headaches


Numbness
Cancer


Heart problems


Polio

Concussion

Hepatitis


Rheumatic Fever
Diabetes


High blood pressure

Congestion nasal

Digestive problems
HIV



Tuberculosis

Dizziness

Multiple Sclerosis

Venereal disease
Patient name:_______________________________________________ Date:______________________

Note any operations and approxomate dates:

1._______________________________________Date:____________________ Dr:__________________

2._______________________________________ Date:____________________ Dr:_________________

3._______________________________________ Date:____________________ Dr:_________________

4._______________________________________ Date:____________________ Dr:_________________

Are you allergic to any medications? Please note_______________________________________________

______________________________________________________________________________________

Are you currently taking any medications? Please note:__________________________________________

______________________________________________________________________________________

Do you use shoe inserts?  Yes / No 

What kind?_____________________________________________________________________________

Are you pregnant? Yes / No    
Due date:______________________________

Do you:
 Smoke:  Yes / No
How many per day?:___________________


Drink:  
Yes / No        
How many per day?:___________________


Exercise: Yes / No 
once in a while          frequently         regularly
Does anyone in your family have any similar health problems?
Who:____________________________ What conditions?:______________________________________

Any treatment recieved:___________________________________________________________________

Does it help? Yes / No

May we contact them with regards to their condition? Yes / No

Patient name:_________________________________________________ Date:______________
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Health Insurance





Worker’s Comp.





Auto/ Personal Injury





Third Party Payor (At fault)





Current Complaints (please circle all that apply)					Page 3





Current Complaints									page 4








