Confidential Patient Health Record

Today’s Date: _____________

PERSONAL HISTORY

Name: ________________________________ Address: ______________________________________

City: ____________________________________ State: ___________ Zip: ______________________

Home Phone: __________________ Work Phone: _______________ Cell Phone: ________________
Date of Birth: __________________ Age: _________ Sex: □ Male □ Female

Social Security #: ___________________________ 

Marital Status: □ Married □ Single □ Divorced □ Separated □ Other: _________________________

Your Occupation: _________________________ Your Employer: _____________________________

Referred to this office by:  Friend □ Family Member □ Name: ____________________________

□ Yellow Pages □ Radio Ad □ Clinic Location □ Other: _____________________________________

Name and Number of Emergency Contact: ________________________________________________

Who Is Responsible For Your Bill, You and □ Spouse □ Workers’ Comp 

□ Auto Insurance □ Medicare □ Medicaid

□ Personal Health Insurance (Name) _____________________________________________________

Insured’s Social Security # (If Insurance Policy is Under a Spouse or Parent’s Name): ________________________________ Insured’s Employer: __________________________________

Insured’s Birthday: ________________________

Are you covered by more than one Insurance Company? □ Yes □ No

Name of Secondary Insurance: __________________________________________________________

Previous Chiropractic Care: □ Yes □ No

Chiropractor’s Name & Approximate Date of Last Visit: ____________________________________

CURRENT HEALTH CONDITION

Purpose of this Appointment: ___________________________________________________________

Other Doctors Seen For This Condition: □ Yes □ No 
Who? _______________________________

Type of Treatment: ____________________________ Results: ________________________________

When Did This Condition Begin? ________________________________________________________

Has This Condition Occurred Before? □ Yes □ No

Is Condition: □ Job Related □ Auto Accident □ Home Injury □ Fall 

□ Other: _____________________________________________________________________________

Date of Accident: _____________________________________________________________________

If Work Related Have You Reported the Accident to Your Employer? □ Yes □ No

Drugs You Now Take: □ Nerve Pills □ Pain Killers/Muscle Relaxers □ Blood Pressure Medicine □ Insulin □ Other _______________________________________________________________________

PAST HEALTH HISTORY

Please Check and Describe:  Major Surgery/Operations: □ Appendectomy □ Tonsillectomy □ Gall Bladder □ Hernia □ Back Surgery □ Broken Bones 

□ Other: _____________________________________________________________________________

Major Accidents or falls: ______________________________________________________________

Below are lists of diseases, which may seem unrelated to the purpose of your appointment.  However, these questions must be answered carefully as these problems can affect your overall course of chiropractic care.

CHECK ANY OF THE FOLLOWING DISEASES YOU HAVE HAD:
INTAKE:

□ Pneumonia


□ Mumps

□ Influenza

□ Coffee

□ Rheumatic Fever

□ Small Pox

□ Pleurisy

□ Tea

□ Polio



□ Chicken Pox

□ Arthritis

□ Alcohol

□ Tuberculosis


□ Diabetes

□ Epilepsy

□ Cigarettes

□ Whooping Cough

□ Cancer

□ Mental Disorders
□ White Sugar

□ Anemia


□ Heart Disease
□ Lumbago

□ Measles


□ Thyroid

□ Eczema

CHECK ANY OF THE FOLLOWING YOU HAVE HAD IN THE PAST:

MUSCULO-SKELETAL CODE
NERVOUS SYSTEM CODE

GENERAL CODE

□ Low Back Pain


□ Nervous



□ Fatigue

□ Pain between Shoulders

□ Numbness



□ Allergies


□ Neck Pain



□ Paralysis



□ Loss of Sleep


□ Arm Pain



□ Dizziness



□ Fever

□ Joint Pain/Stiffness


□ Forgetfulness


□ Headaches


□ Walking Problems


□ Confusion/Depression

□ Difficult Chewing/Clicking Jaw
□ Fainting



MALE/FEMALE CODE

□ General Stiffness


□ Convulsions



□ Menstrual Irregularity






□ Cold Tingling Extremities

□ Menstrual Cramps
GASTRO-INTESTINAL CODE
□ Stress



□ Vaginal Pain/Infection

□ Poor/Excessive Appetite






□ Breast Pain/Lumps

□ Excessive Thirst


C-V-R CODE



□ Are you Pregnant? _________
□ Frequent Nausea


□ Chest Pain



□ Prostate/Sexual Dysfunction

□ Vomiting



□ Short Breath








□ Diarrhea



□ Blood Pressure Problems

□ Other: ___________________

□ Constipation



□ Irregular Heartbeat


□ Hemorrhoids


□ Heart Problems


FAMILY HISTORY

□ Liver Problems


□ Lung Problems/Congestion

□ Heart Disease

□ Gall Bladder Problems

□ Varicose Veins


□ Stroke

□ Weight Trouble


□ Ankle Swelling


□ Maternal

□ Abdominal Cramps


□ Stroke



□ Paternal











□ Who? ____________________

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself.  Furthermore, I understand that the Doctor’s office will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any amount authorized to be paid directly to the Doctor’s office will be credited to my account on receipt.  However, I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment of my deductible, co-pays, and/or any coinsurance amounts.


If account is not paid within 90 days of the date of service and no financial arrangements have been made, you will be responsible for reasonable legal fees, collection agency fees, interest charges, and any other expenses incurred in collecting your account.




PATIENT’S SIGNATURE: ________________________________________ DATE: _____________________

