NEW PATIENT INFORMATION SHEET

PATIENT
Last Name:

Gender: M F Date of Birth: /
Address:

Apt #:

City:

State: Zip Code:

Home Ph: ( )

Employer Name:

Middle Initial:

How many children?

Work Ph: (___) CellPh: (__ )

Occupation:

City:

State: Zip Code:

SPOUSE or GUARDIAN
Last Name:

First Name:

Employer Name:

Work Phone;

Middle Initial:

EMERGENCY (Name and address of the nearest relative or friend not living with you)

Last Name:

First Name:

Home Phone # ( )

Work Phone # ( )

Relationship to Patient:

Middle Initial:

INSURANCE
Primary Insurance Company:

Insured’s Name:

Insured Date of Birth:

Secondary Insurance Company:

/ /

Insured’'s Name:

Insured Date of Birth:

PAYMENT METHOD: L[ Cash

[JCheck [Visa [ Mastercard [ Discover

/ /

RESPONSIBLE PARTY (Complete this section if someone other than the patient is responsible for the hill.)

Responsible Party:

Relationship to Patient:

Address: Apt #:
City: State: Zip Code:
Home Phone # ( ) Work Phone # ( )
Employer Name: Occupation:

HOW DID YOU HEAR ABOUT OUR OFFICE?

Is this condition due to an injury arising out of employment? Yes No

Is this condition due to an injury arising out of an auto accident? Yes No

Patient's Signature: Date:
Guardian’s Signature Authorizing Care: Date:




Patient Health Questionnaire

Patient Name: Date:
1. Describe your symptoms and how they began:
2. Have you ever received chiropractic treatment for any condition in the past? Yes No

3. When did your symptoms start?

4. Indicate below on diagram where you have pain or other symptoms:

“r

WA

5. How often do you experience your symptoms?

) Constantly (76-100% of the day)
() Frequently (51-75% of the day)
(v Occasionally (26-50% of the day)
) Intermittently (0-25% of the day)

6. What describes the nature of your symptoms?
¢ Sharp
() Dull Ache
7 Numb
() Shooting
(7 Burning
" Tingling

7. How are your symptoms changing?

() Getting Better
() Not Changing
(' Getting Worse

8. How bad are your symptoms

No Pain Unbearable
at their best: 0o 1 2 3 4 5 6 7 8 9 10
No Pain Unbearable

at their worst: 0 1 2 3 4 5 6 7 8 9 10



Patient Health Questionnaire (cont.)

9. What activities make your symptoms worse:

10. What activities make your symptoms better:

11. Who have you seen for your current symptoms?

12. Who is your primary medical physician?

13. Have you had similar symptoms in the past?

Yes No

a. What tests have you had for your symptoms in the past?

Xrays
date:

14. Whatis your: Height:

MRI
date:

Feet

CT Scan Other
date: date:
Inches  Weight: Ibs.

15. List all prescription/over-the-counter medications, and nutritional/herbal supplements you are taking:

16. List all the surgical procedures you have had and times you have been hospitalized:

For each of the conditions listed below, place a check in the Past column if you have had the condition in the past.
If you presently have a condition listed below, place a check in the Present column.

Past Present
) () Headaches

) ) Neck Pain

vy Upper Back Pain

! ¢ Mid Back Pain

) ) Low Back Pain

0 "+ Shoulder Pain

tr ) Elbow/Upper Arm Pain
O Wrist Pain

) ) Hand Pain

O Hip/Upper Leg Pain
1 O Knee/Lower Leg Pain

O 2 Ankle/Foot Pain

! 1 Jaw Pain

O ) Arthritis

) ) Rheumatoid Arthritis

O O General Fatigue

Patient Signature:

{

{

t

i

)]

1

L

Past Present

' High Blood Pressure

' Heart Attack
' Chest Pains

' Stroke

' Kidney Stones
1 Kidney Disorders

t + Bladder Infection

» Painful Urination
' Loss of Bladder Control

1 Prostate Problems

1 Abnormal Weight Gain/Loss

i

1 Loss of Appetite

' Liver/Gall Bladder Disorder

¢ Cancer

L}

f

) Tumor
) Dizziness

Doctor’s Signature:

Past Present

O (' Asthma
0y ¢ Chronic Sinusitis

0 Smoking/Use Tobacco Products

v« Drug/Alcohol Dependence
(0 Allergies
i ' Depression

Females Only

)y 1 Birth Control Pills
O ) Hormonal Replacement
& ) Pregnancy

O O

Other Health Problems/Issues
O (@]
) )

(6] O

Date:

Date:




