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Confidential Patient Data

Today's Date:
Fees, including deductibles and co-pays, are payable when services are rendered unless other arrangements are
made. We are required to maintain original x-rays and records as property of this clinic.

Name Date of birth

Address City. State_ Zip
Home Phone llYork Phone

Emergency contact name and phone

tr Male EI Female ltrlarital Status Social Securigfi
Occupation Employer:

How did you hear about our clinic

May we email you with occasional updates on our services? Emait

Map your symptoms

Symptoms are worse in: flMorning EAfternoon trNight

ls this a result of. trJob-related injury trAuto accident
EGradual onset OUnknown cause

trOther

trSport injury trOther
Date occurred:

How long have symptoms persisted?

Have you ever had this before: ONO trYES WHEN?

Name and location of doctors consulted for PRESENT CONDITION(S):

Are you taking any medications? oNo

OYES

OYES

OYES LIST:

Are you pregnant? trNO Date of

PRESENT MAJOR COMPLAINTS:

Do you have children? EINO Ase(s):

last rnenstrual period



PLEASE CHECK THE FOLLOWING ACTIVITIES THAT AGGRAVATE YOUR CONDITION:
EBending OReaching Estraining at stool ECoughing
Esitting ETuming head [Jtning Osneezing

EotherEWalking ELying down Estanding

PLEASE CHECK THE FOLLOWING ACTIVITIES THAT RELIEVE YOUR CONDITION:
0Bending Estretching EHeat
Esitting flTurning head Etce
EWalflng Elying down Estanding

ACCIDENT HISTORY: fI..IOb ENUTO EOINET

Elon Bnuto Eotner

EResting
EMedication
Eother

PLEASE CHEGK ANY ADDITIONAL SYMPTOMS YOU MAY BE EXPERIENCING:
Eblurred vision Edizziness Einsomnia Eringing in ears
Ebuzzing in ears Ediarrhea trtigtrt bothers eyes Eshortness of breath
Ecold feet Eface flushed flloss of balance Dstiff neck
Ecold hands Efainting Bloss of smell/taste Estomach upset
Dcold sweats Efatigue Elow resistance to colds
Econcentration loss /confusion Efever Emuscle jerking
flconstipation Ehead seems too heavy Enumbness in fingers/toes
f,ldepression tuveeping spells Eheadaches flpins and needles in arms/legs

MEDICAUFAMILYHISTORY S = Self M = Mother F= Father
(Please indicate which conditione have been experienced by the above by marking appropriate boxes).
SMFSMFSMF
D D El Rtos tl tr fl dislocated joints tr tr El neck pain
tr tr Banemia tr tl Depilepsy El B Enervousness
tr tr Earthritis tr tr EGermanmeasles D tr Enumbness
tr tr Elasthma tr tl Eheadaches E tr Epotio
tr tr Ebackpain tr tr flhearttrouble tr tr flpoorcirculation
tr tr Obladdertrouble tr tr [Ireproductivedisorders tr t] Ehepatitis
D tl Ebonefracture tr D Bnignbloodpressure tr tr Erheumaticfever
B tr fl cancer O tr tr HIV/ARC tl tl 0 rheumatism
tr tr fl chest pain tr tr E fiOney disorder tr tl E scartet fever
tr tr Ef concussion El tl f,l bowelcontrol loss tr tr El serious injury
tl tr fl convulsions tr tr E menstrual cramps tl tl E sinus trouble
tl tr E diabetes tr tr f,l multiple sclerosis tl tl El tubercutosis
tr tr Eindigestion E tr flmusculardystrophy tr tr Dvenerealdisease

Have you been treated by a physician for any health condition in the last year? EYes fltto
Describe Condition Date of Last Physical Exam
SURGICAL HISTORY:
1 Date:_

Date:

Date:

Date:

PAYMENT AGREEMENT: I understand that charges are due on the day of service; that insurance may not cover the full
charges; that I am responsible for all balances due.

Signature (patient or legal guardian for minor)

Please print name Date:


