W E L. C O M E

Slak Cl'ziropractic GrouP

~ Partners in Wellness ~

Todays Date: / / [ Male [ Female
Name:
LAST FIRST MI

What do you prefer to be called?
Birthdate: / / Age:___ Social Security# - -
Mailing Address:

CITY STATE ZIP
[Home Phone #: Work Phone #: F xt:
Cell Phone #’s: F -Mail Address:
[ mergency contact: Relation to you:
[Home Phone # Work # CellPhone #
Referred By:
Employcr: [How ]__ong?
Emplogcr’s Address:

CITY STATE ZIP
Occupation:
Status: [1 Minor 11 Single [1 Married 11 Divorced 11 Separated [ Widowed
5Pousc’s Name:
Do you have children? 11 Yes [ No How many?

Jns. Co. Name: Address:
Phone #:
CITY STATE ZIP
[D#: C;roup/])olicg #:

]nsurccl’s Namcz

Relation:

Date of Birth: / /

PLEASE INFORM FRONT DESK OF 2ND INSURANCE SOURCE

]nsurccl’s Emplogcr:




Fagc 2
K E-A 5 O N F O K V l S l T Slak CiroPractic Group

|s the reason for toclay’s visit: [ Wc”~bcing & We”ncss (go dircct|3 to page %) A Spcciﬁc Froblcm

s your specific rob|emaresu|toF(Fleasc circle): work, sports, auto, trauma or chronic.
s your sp P , sports, .

Explain what haPPcncc{:

Fleasc describe the Pain & its location:

When did condition begin? / / |s this condition getting worse? [OYes [ONo HConstant [JC omes &

gOCS

|s this condition interFering with your (Flease Cfrc!e): worl(, sleep, or Aaib routine

If so, please explain:
Have you had this or similar conditions in the past? [1 Yes [l No

|f so, Pleasc cxplain:

[Have you been treated bg a Medical thsician for this condition? [ Yes [] No

I]C 50, where?

[Have you ever been undera Chiropractofs care before? [ Yes J No

SHOW S WHERE IT HURTS

Please mark area(s) of in_jurg or discomfort. Mark with the aPProPriate sgmbols and indicate clegree of Pain as follows:

I 2 b 4 5 6 7 8 9 10
(mild discomfort) (cxtrcmc Pain)

Numbness =N Fins & Needles =P Burning =B Aching =A Stabbing =8 Example: “S4” or “A9”

« .*'? j fq'\
{
& Y (u
i
RIGHT \ j LEFT LEFT RIGHT
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H E. A L T H H l 5 T O R Y Slak Chiropractic Group

Whois your Medical Doctor? FPhone #:

Mag we have your Permission to contact your doctor? [ Yes ] No

AI"C you taking any: U Frescription Drugs (Please Iist)

[ Over the Counter Drugs (please Iist)

Do you have or have you ever had any of the Fo”owing conditions?

Y N Heart Attack/ Stroke Y N [Teart Surgery/ Facemaker Y N Heart Murmur

Y N (Congenital [Heart Defect Y N Mitral Valve Frolapse Y N Artificial Valves
Y N Alcohol/ Drug Abuse Y N STD Y N [Hepatitis

Y N HV+AIDS Y N Shingles Y N Cancer

Y N [requent Neck Fain Y N [Emphysema/ Glaucoma Y N Ancmia

Y N High/ | owBlood Fressure Y N Psychiatric Problems Y N Rheumatic [Fever
Y N Severe/Trequent [eadaches Y N Kidney[roblems Y N (cers/ Colitis
Y N TFainting/ Seizures/ [ pilepsy Y N SinusProblems Y N Asthma

Y N Diabetes/ T uberculosis Y N Difficulty Breathing Y N (Chemotherapy

Y N | owerPack Problems Y N Artificial Bones/ Joints Y N Arthritis

Please list any other serious medical condition (s) you have or ever had:

Please list angthing to which you may be a”ergic:

[ist Previous surgeries/treatments with dates:

| ist any past accidents, irjuries or broken bones with dates:

Famil\tj Health Historg:

Do you take suPP!ements orvitamins? [ Yes [J No Do you exercise? U Yes U No

What is your current wcight: ”DS., and height: feet inches
Are youona special diet? [ No [ Yes Since: / / TyPe:
Do you smoke? [J No [ Yes [How much? [How Long?

Are you wearing; O Heell ifts 0O Solel ifts [ |nnerSoles [ Arch Supports

What is the age oxcgour mattress? |s it comfortable? [ Yes [1 No

ForWomen: Are you taking Birth Control? UOVYes L[ No

Are you Pregnant? [1No [ VYes,/ How many weeks? Are you nursing? [1Yes [INo
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ACCOUNT INFOKMATION SlakChiroPracticGrouP

Who is the person ultimatclg rcsPonsible for the account?
Name: Relation:
Ei”ing Address:

STREET CITY STATE Z1P

[Home FPhone #: Work Phone #: CellPhone #:
Fayment Method: U Casn U Cneck U Credit Carcl /

CARD # EXP.

I hereby authorize assignment of my insurance rights and benefits directly to the provider for services rendered.
INITIALS I fully understand I am solely responsible for any balance not paid by my insurance company.

¢ Weinvite you to discuss with us any questions regarding our services. | he best health services are based on a

Frienc”g, mutual understanding between Provicler and Patient‘

Our Polic9 requires payment in full for all services rendered at the time of visit, unless other arrangements have been
made. |f the accountis not Paid within 90 days of the date of service and no financial arrangements have been made,

you will be responsible for |egal fees, collection agency fees, and any other expenses incurred in co”ecting your ac~

count.

| authorize the staff of 5|al< Chiropractic Group to Pchorm any necessary services needed c{uring diagnosis and

treatment. | also authorize the Provicler to release any information requirecl to process insurance claims.

I understand the above information and guarantee this form was completecl correctlg to the best of my know!ec{ge and

understand it is my resPonsibilit9 to inform this office of any changes to the information | have Provic{cd.

Signature Date / /
) Adult Patient L] Parent or Guardian L[] Spouse

Welcome to Slak Chiropractic GrouP!

We look forward to a long and healthy re]ationship with you.



