Confidential Patient Care History

Dear Patient:

Your completion of this questionnaire will help us determine if chiropractic can help you. If we do not sincerely believe your case will respond satisfactorily, we will not accept your case.
Name _____________________________________________________Birth Date (M/D/Y) ___ /____/__ _ 

Address _______________________________________________________________________________   City/State ________________________________                               _______ Postal Code _______________  
Home Phone _____________________Work ______________________Mobile __________    _________
Marital Status:  M  S  W  D    Number of Children_______ Spouse’s Name _________________________ 
Occupation _______________________________E-mail        _____________________________________

Emergency Contact Name & Number(s) _____________________________________________________
Referral Source__________________________________________________________________________
Health Information:

Have you had previous chiropractic care?   Y   N   If yes when was your last appointment? ____________
What is your major complaint? ____________________________________________________________.
Please Mark Your Areas of Pain:                         Have You Ever Suffered From:

[image: image1.jpg]


                Dizziness
    Yes
   No    

Backaches               Yes      No

Heart Trouble
    Yes
   No    

Diabetes                  Yes     No

Arthritis
    Yes
   No    

Headaches              Yes      No 

Asthma
    
    Yes
   No    

Neuritis
    
    Yes     No 

Sinus Troubles
    Yes
   No    

Neck Pain                Yes      No 

Arm Pain
    Yes
   No    

Head Pain                Yes      No  

Shoulder Pain
    Yes
   No    

Nervousness          Yes     No

Other______________________________                        Digestive Disorders      Yes      No

Insurance Information:
1) Is your condition due to an auto accident or job related injury?  Yes
 No  

2) Do you have health insurance? Yes
No 

(If yes please note verification of insurance is not a guarantee benefits. Final determination, if any, will not be made until claims have been processed and adjudicated.

3) Are you covered by Medicare? Yes
No  

I understand and agree that health and accident policies are a contract amid insurance carriers and myself. Furthermore, I understand this chiropractic office will prepare any necessary reports and forms to assist me in collections from the insurance carrier. I agree all services rendered to me are charged directly to me and I am held responsible for payment. I also realize if I suspend or terminate my plan of care, any fees for professional services rendered to me are immediately due.
Today I will be paying by  Cash       Check      Credit Card (Visa/MC)
Patient Signature______________________________________________________ Date_____________
