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~ Fartncrs in Wc“ncss ~

Todag’s Date: / / Male [Female
Name:
LAST FIRST MI
Birthdate: / / Agc:
Mailing Address:
CITY STATE ZIP
[Home Phone # Work # CellPhone #
Occupation:

Jns. Co. Name: Address:
FPhone #:
CITY STATE ZIP
|D#: GrouP/Folicg #:
Jnsured’s Name: Relation:
Date of Birth: / / |nsured’s Employcr:
PLEASE INFORM FRONT DESK IF YOU HAVE A 2ND INSURANCE SOURCE

]ns. Co‘ Name: Acldrcss:
Fhone #:
CITY STATE Z1p
Claim#I
Ac!justcrs Name: Ac!justers #:
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Havc you retained an attorneg? r Yes
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Who is your Medical Doctor? Fhone #:

May we have your Pcrmission to contact your doctor  Yes No

Avre you taking any: Frescription Drugs (Plcasc list)
QOver the (Counter Drugs (Plcasc list)

Rccreational Drugs (Pleasc hst)

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

Y N [Heart Attack/ Stroke Y N [Heart Surgery/ [acemaker 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 [ain Y N [mphysema/ Glaucoma Y N Anemia

Y N High/ [ ow Blood Fressure Y N Psychiatric Problems Y N Rheumatic [Fever
Y N Severe/Trequent [leadaches Y N Kidney FProblems Y N (Jleers/ Colitis
Y N [ainting/ Seizures/ [ pilepsy Y N Sinus Problems Y N Asthma

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

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

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

Please list anything to which you may be ancrgic:

st Previous surgeries/treatments with dates:

[ st any past accidents, fnjuries or broken bones with dates:

]:amily [Health }‘]istorg:

Do you take SUPP!ements orvitamins? Yes No Do you exercise? Yes No

What is your current weight: Ibs., and height: feet inches
Are you on a special diet? No  Yes Since: / / Type:

Do yousmoke? No Yes  [Jowmuch? How [ ong?

Are youwearing:  [Heel | ifts  Sole [ ifts  |nner Soles  Arch Supports

What is the age of your mattress? |s it comfortablez  Yes No

ForWomen:  Are you takiﬂg Birth Control? Yes No
Are you Prcgnant? No VYes/ How many weeks? Are you nursing? Yes No
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Date & T ime of Accident: r a.m. r p-m.

Wl’leregou the: D Driver E’ f:rontrassenger D RearFasscngcr

|f a traffic violation was issued, to whom was it issued?

Was the accident a surPrise ordid you see it coming?

Number of people in accident vehicle?
Did the Policc come to the accident site? ... r Yes r No
Was a police report filed?..uvrnnn, EYes B No
Were there any witnesses?. ..o r Yes r No
Were you wearing your seatbelt?......... r Yes r No
Was the vehicle equipped with airbags?...... 11 Yes [ No
IF yes, did they /it inflate. .o Fves F' No
In relation to the base of your skull, where was the headrest? | Above ' Below 1 Atbase of skull
What did your vehicle impact? I Anothervehicle T Other...If other please explain:

Did any part of your bod3 strike anything in the vehicle? r Yes r No...

]chs, P]ease cxplain:

Make and model of the vehicle you were occnging?

Name of the location/street you were trave]ing’?

]nwhic!ﬂ directionwcregou headed? r N r 5 - I [ W

What was the aPProximatc speccl of your vehicle?

I No

Did the accident rendcrgou unconscious? D Yes

]F Yes, for how long’?

F]case describe how you felt immediatclg after the accident:

Have you gone to the l’losPital orseen any other doctor? EI Yes EI No
When did you go? r ust after accident r T he next clag I 2 clays +
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Slalc Chiropractic Group

Name of Hospital and/or A’ctenc{ing doctor:

Describe any treatment you received:

Are your work activities restricted as a result of this irjurg? r Yes r No

Indicate the symptoms that are a result of this accident:

Stomaclﬁ

Indicate your c/cgrcc of comfort while Pcn[orm/ng the fo//ow/ng activities:
Com{:ortable Uncomfortablc

- -

r Dizziness r Digicultg Sleeping r Jaw Problem r Nausea

r Buzzing in ears r Neck Fain r Shortness of breath r ch Pain

is3ourconclitiongettingworsc? r Yes r No r (onstant r (Comes anclgoes

Lging on back

Lging on side

Lﬂing 0n StoMaCh. e e

Lovemakir\g ..................

Walking ..........................

Running ........................

OO0 0 a0
8 N s I R I (e B |

SPorhs

r Memorg | oss r ]rritabi]it9 r Arms/SlnoulclerFain r Back Fain
r [Headaches r Fatigue r Numb hancls/]cingers r Lowerback Pain r Upset

r Blurred Vision r T ension r (Chest Pain r Back stiffness

Painful

r

O a0 o N

E’ Other
r Numb feet/toes

r Stiff neck
r Car ringing
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Slalc Chiropractic Group

T o evaluate the effect that continuing, work will have on your recovery Plcasc complcte Fo”owing:

HOW man9 hours are in 3OUT norma] worl( d837

Flease indicate your daily job duties and any activities which you are oceasionally asked to perform.
I Standing E Walking

r Sitting r Crawling

r [ ifting r Bending

r Driving r Operating equipment

F T wisting 7 Work with arms above head

= Typing ™ Stopping

E Other:

Prior to the irjurg were you capable of working on an cqua] basis with others your age 7 r Yes r No

¢ We invite you to discuss with us any qucstions rcgarding ourservices. | he best health services are based on a Frienc”g, mutual undcrstancling

between Providcr and Paticnt.

¢ Our Po|ic3 requircs payment in full for all services rendered at the time of visit, unless other arrangements have been made. |f the account is not Paic]
within 90 c]ays of the date of service and no financial arrangements have been made, you will be rcsPonsible for lcga[ Fecs, collection agency Fecs, and

any other expenses incurred in co”ccting your account.

* ] authorize the staff of Slak Chiropractic C]roup to PerForm any necessary services needed cluring diagnosis and treatment. I also authorize the

Provic]cr to release any information requirccl to process insurance claims.

¢ ] understand the above information and guarantee this form was comP|etec{ corrcctlg to the best of my know|edgc and understand it is my responsilaiL

itg to inform this office of any changes to the information | have Providcd.

Signaturc Date
Adult Patient Parent or Guardian SPousc




