PERSONAL INFORMATION:

PATIENT REGISTRATION

First Name: Middle Init. Last Name

Street Address: PO Box

City & State: ZipCode

Home Phone: () .. Birth Date: Age: Marital Status:

Referral Source:

Social Security #

Reason For Visit:

How Long Have You Had This Problem?
Have You Experienced Chiropractic Before?

Is This Related To An Auto Accident?

Date Of Accident:

Do You Have A Copy Of The Police Report?

EMPLOYMENT INFORMATION:

Employer:

Occupation:

Employer Address:

Office Phone:

INSURANCE INFORMATION:
Primary Insurance Company:

Address:

Ins. ID#

Claim #

Group # Policy / Plan #

Adjuster:

Insured’s Name:

Relationship to Insured:

Insured’s DOB:

Insured’s Employer:

Secondary Insurance Company:

Address:

Ins. ID#

Claim #

Group # Policy / Plan #

Adjuster:

Insured’s Name:

Relationship to Insured:

Insured’s DOB:

Insured’s Employer:

ATTORNEY INFORMATION:
Attorney’s Name:

Attorney’s Address:

Attorney’s Phone #:

[, the undersigned, have insurance coverage with

PATIENT ASSIGNMENT RELEASE

insurance company and assign directly to Southwest Family Chiropractic, LLC all medical
benefits, if any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges incurred, whether or not they are reimbursed \
paid by any third party insurance. | hereby authorize the doctor to release all the
information necessary to secure the payments of benefits. | authorize the use of this
signature on all my insurance submissions.

Signature of Insured

Date



distributed


Southwest Family Chiropractic
Patient Questionnaire

CHIEF COMPLAINT: Neck pn/ Midback pn / Lowback pn / Headaches / Shoulder pn / Knee pn
Other:

When did the pain begin?(Approx.)

If related to an accident, date:

If not related to an accident, do you know the cause?

What makes the pain worse?

What alleviates the pain?

Describe your pain: Slkm|p, DuI’LA:he, Numb, Tinaling, Burning. Describe:
[ ] ||

Is the pain | | Constant or J_Llﬁrmittent comes and goes)?
Does the pain radiate into your : Arms | __|Right Left

S Right || Left [ |Below the knee
Have you had a similar pain before 2 No [ 1Yes ‘
What type of bed do you sleep on? | {Regular ft _|l:i m Mattress
Waterbed Soft Firm

How old is your bed?
What type of pillow do you use? Feather / Soft / Firm / Cervical / Multiple

SOCIAL HISTORY:

Age:

Marriage Status:

Do you have any childrep2 No Yes. How many?
Do you exercise: No Yes. How many times per week?
Do you smoke? [__]No [ ]Yes

Do you drink alcohol? No [ ]Yes, ]_baily | lSociaIIy.

Doyou | |Rent| |Own your home?
What are your hobbies?

WORK HISTORY:

Are you currently employed? No Yes. Name of Employer:
Job duties:
Do you wear any type of brace in your job? | [No | [Yes

How long have you been employed at this job?

If you are not working, why? Joh injury / other_injury / Unable to find work./ othe

Out of work dates From To
Have you ever filed for Worker’s Compensation? No Yes. Have you won an award?

Past Medical History

Primary Medical Physician:
Last Visit Date:
Reason for visit:

CONTINUED ON REVERSE SIDE
S>SSSSSSSSSSSSSSOSSSSSSSSSSSS>SSSSSSSOS>SSSSSSSSS>SSSSSSSISS>S>SSSSSISSS>S>SSSSSS>>>>



(Cont. Medical History)
Chiropractic Physician:

Last Visit Date:

Reason for visit:

Other Doctors Seen: Specialtys:

Last Visit Date:

Reason for visit:

ADVANCED TESTING:

MRI: Date Reason / Results:

CT Scan: Date Reason / Results:
Blood Tests: Date Reason / Results:
Bone Scan: Date Reason / Results:
X-Rays: Date Reason / Results:
NCV: Date Reason_/ Results:
HOSPITAL VISITS: ER/ Admitted. DatesFrom ___ To
Reasons/Cause:

Traumas in past 20 years:

Motor Vehicle: Dates: Describe:

Work Related: Dates: Describe:

Sports Related: Dates:  Describe:
Slip/Fall: Dates:  Describe:
Fractures: Dates:  Describe:
Current Medications:

Name: Reason:
Name: Reason:
Name: Reason:
VITAMINS:

Name: Reason:
Name: Reason:
Name: Reason:

MAJOR ILLNESSES: Please place an “S™for Self or “Ffor Family.

CONDITIONS: _ Cancer __ HIV ___ Diabetes _ Kidney Ds.  Heart Ds. __ Pacemaker
____Thyroid ____ Arthritis____ LiverDs. _ MS ___ Prostate __ Stroke __ Tumors
__Ulcers ____ Depression ____ Diff. Sleeping ____ Dizziness ___ Fainting ___Loss of Weight

___ Weight Gain ____ Fatigue __ Forgetfulness __ Shaking/Hand Tremors

Stomach Pain

Excessive

unger

Vomiting

Bloody Stool

Scars

Low BP DPoor Circulation

Itching

Hives

GASTRO: Bloatipa Constipatiog Digrrhea
Excessive Thirst Indigestion Nausea

CARDIOVASCULAR: hest Pain High BP
Irregular heart beat Swelling of ankles

SKIN: Bruise easily Change in moles Rashes
Sores that won’t heal

EYES/EARS/NOSE/THROAT: Blurred.ision

Loss of Hearing

i Ringing in Ears
| Allergies: Describe

Double Vision
Sinus problems

Earache

Nosebleeds

Other conditions the Dr. should be aware of:

Pt. Signature: Date:
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