New Patient Health History Form

In order to provide you the best possible care, please complete this form
and bring it to your first appointment. All information is sirictlly CONFIDENTIAL.

Patient Data

First Nomef—— e "':lLosT Name [*_' = Wﬁ*]Dc%e[’*ﬁi’Akw] Email* [‘ e o —‘

*Your email will NOT be shared with any 3d parties, and is used for occasional office announcements and promoticns.

Mailing address =

Address’i o i it 'JCiTy[_

Telephone (Work) [ = |ihome] B

"} Refemred By FT_ T j
Age [—[ Birth Date F j Social Secu'ri'f'y'ie'r | Number of Children| E i

Occupation r ‘1 Employerl i

B I .

|

Marital Sim‘us[ JSpouse's Name r ) 7'”77 Spouse's Occupc?ionl ST

Spouse’s Emp!byer['_— ST ~ |Spouse's Hed-lﬁl--STCl’(USE o N

Emergency Contact| .. 1 Phone | — - ﬁJ e

Current Complaints

Nafure of Injury: [ Automobile*  [] Work ] other

Please describe: ‘[

Date of Injury T Date symptoms oppeoredl - =

Have you ever had same condifion2 O No QO Yes If yes—.—\;\.f}\éne ‘ R l
List of other practitioners seen for this injury/condiﬁcnl R S e e = J
Have you ever been under chiropractic care? O No— _C)_ :(e.s.,,ﬂ.,,,m, S

If yes, please describer’“' N s T i

Insurance Information

Name of party responsible for paymen’ri E Phonel

Do you have health insurance2 O No O Yes  Name of compcmy| |

* If an auto accident, please provide: ol ' ey ey

Insurance Company Nomel ]Confocf Person

Phone: \ ] Claim # | D \
Signatures

Name of the insured

I understand and agree that health/accident insurance policies are an arrangement between an insurance carrier
and myself. I understand and agree that all services rendered to me and charged are my personal

responsibility for timely payment. I understand that if I suspend or terminate my care/treatment, any fees for
professional services rendered to me will be immediately due and payable.

Patient’s signature Date
Spouse’s or guardian’s signafure Date
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Medical History

Have you been freated for any conditions in the last yearz O No O Yes

If yes, please describe‘ ’ > " —l
Date of last physical ex0m| i!s there a chance that you are pregnante O No O Yes

Have you had X-rays taken? O No O Yes If Yes, where? | ‘
What medications are you taking and for what conditions (Please list dosage and amounts, efc)l

‘Whof vitamins, minerals, or herbs do you currently fake? (Please list @y{hg{c?}héﬁ_ip_ns_qzagg:gélc_lrj_d_f_[@épéﬁ_

e ————————————= e

Have you ever: No Yes | Briefly Explain

Broken bones? OO0

Been hospitalized?
Been in an aufo accident?
Had Sprains/Strains?

Been struck unconscious?

00000
00000
|
|
|
|
\

Had surgery?

Family History

Family Members - Present and past health conditions (Example: heart disease, cancer, diabetes, arthritis, etc.)

Do you experience pain every day? O No
Do your symptoms interfere with daily life? O No
Does pain wake you up at night? O No
Are your symptoms worse during certain times of the day? O No
Do changes in weather affect your symptoms? O No
Do you wear orthotics? O No
Do you take vitamin supplements? O No
What activities aggravate your symptoms?

O Yes
O Yes
O ves
O Yes
O Yes
O ves
O Yes

Habits None Light Moderate Heavy

Alcohol
Coffee
Tobacco
Drugs
Exercise
Sleep
Appetite

Soft Drinks
Water

Salty Foods
Sugary Foods
Arificial Sweeteners
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Have you ever suffered from:

[ Ialcoholism Please use the following letters fo indicate TYPE ond' )
(Allergies LOCATION of the symptoms you currenily are experiencing.

[JAnemia
[JArteriosclerosis =Ache O=0Other
[Arthritis B=Buming P=Pins & Needles
[ Jasthma N=Numbness  S=Stabbing
[ Back Pain

[ Rreast Lump

[ Bronchitis

[ Bruise Easily

[ fcancer

[ kchest Pain/Conditions
[ Coid Extremities

[ IConstipation

ramps

[ Depression
[piabetes

[ bigestion Problems
izziness

[ Fars Ring

[JExcessive Menstruation
["Eve Pain or Difficulties
Fatigue

[ Frequent Urination

[ Headache

[ Hemormhoids

[ High Blood Pressure

[ Hot Flashes
[Jrregular Heart Beat
[Jrregular Cycle

[ Kidney Infection

[ Kidney Stones

[ 1 oss of memory

[l oss of balance
[JLoss of smell

[ JLoss of taste

[ Lumps In Breast

[ Neck Pain or Stiffness
[ MNervousness
[Nosebleeds

[ Pacemaker

[Poiio

[:F‘oor Posture
[Prostate Trouble
[Bciatica

[Ckhoriness of breath
[Kinus Infection
[Ckleep problems or Insomnia
[Bpinal Curvatures

[ kiroke

[kwelling of ankles
[Ckwollen Joints
rnyroid Condition
[ruberculosis

Cuicers

[[varicose Veins
[venereal Disease

other: | |
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Informed Consent To Chiropractic Treatment

The nature of chiropractic treatment: The doctor will use his/her hands or a mechanical device in order
to move your joints. You may feel a “click” or “pop," such as the noise when a knuckle is “cracked”, and
you may feel movement of the joint. Various ancillary procedures, such as hot or cold packs, electric
muscle stimulation, therapeutic ultrasound or traction may also be used.

Possible risks: As with any health care procedure, complications are possible following a chiropractic
manipulation. Complications could include fractures of bone, muscular strain, ligamentous sprain,
dislocations of joints, or injury to intervertebral discs, nerves or spinal cord. Cerebrovascular injury, or
stroke, could occur upon severe injury to arteries of the neck. A minority of patients may notice stiffness
or soreness after the first few days of treatment. The ancillary procedures could produce skin irritation,
burns or other minor complications.

Probability of risks occurring: The risks of complications due to chiropractic treatment have been
described as “rare”, about as often as complications are seen from the taking of a single aspirin tablet. The
risk of cerebrovascular injury, or stroke, has been estimated at one in one million to one in ten million,
and can be even further reduced by screening procedures. The probability of adverse reaction due to
ancillary procedures is also considered “rare”.

Other treatment options that could be considered may include the following:

e Over-the-counter analgesics. The risks of these medications include irritation to stomach, liver and
kidneys, and other side effects in a significant number of cases.

e Medical care, typically anti-inflammatory drugs, tranquilizers, and analgesics. Risks of these drugs
include a multitude of undesirable side effects and patient dependence in a significant number of
cases.

o Hospitalization in conjunction with medical care adds risk of exposure to virulent communicable
disease in a significant number of cases.

e Surgery in conjunction with medical care adds the risks of adverse reaction to anesthesia, as well as
an extended convalescent period in a significant number of cases.

Risks of remaining untreated: Delay of treatment allows formation of adhesions, scar tissue and other degenerative
changes. These changes can further reduce skeletal mobility, and induce chronic pain cycles. It is quite probable that delay of

treatment will complicate the condition, and make future rehabilitation more difficult.

I have read the explanation above of chiropractic treatment. | have had the opportunity to have any questions
answered to my satisfaction. | have fully evaluated the risks and benefits of undergoing treatment. | have
freely decided to undergo the recommended treatment, and hereby give my full consent to treatment.

Printed name Signature Date
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