PATIENT HISTORY

Name: Birthdate; Age: _ Date:
Acidress: Pyone # H)_ o)
City: State: Zip: Phone #: (C) e-mail;
Social Security #: ‘ Spouse/Guardian: # of Children:
Occupation: Spouse’s Occu;aationIEmpioyer;
Employer’s Name/Address/Phone:
Name and addressof nearest fiving relative: :
Doctor Name:. Address:
Who is Responsible for this BII? (circle) Self WC  BC Pl MC  Other:
Have you ever been to a Chiropractor for this problem? Other Problems?
Who may weé thank for referring you to us?
! i in
e o s soversy of oin for howiong | cancition before, when? _|wit snuy?

Pregnant?
Pain when: (circle)  Coughing Sneezing ‘Straining Other,
Duration of Symptoms/Pain: (circle) Intermittent Occasional Fréquent Constant
(25% of the time)  (26-50%) (51-75%) (76-100%)
TFhts Problem: (cirtie) ‘Rapidly improving ‘Fluctaates butigetting better Graduslly Worsening
On and Off Impfovlng slowly Remalns the same Rapidly Worsening

Pain intensity Now: Gomes and Goes, varies, DWF"“WT
(circle) " NoPain, Mild, Moderate, Fairly Severe, Very Severe; Worst Imaginable



Relieving Factors: Rest Exercise Bracing/Taping ‘Sitting Standing

{circie) Lying Down Hot Packs Cold Packs Other
Character: - DulAche Sharp/Stabbing Burning Numbness/Tingling
.(circie) Throbbing Other/Explain
Reiation to other body systems or parts: Bowel/Bladder Muscle Weakness/Spasm
Other/Explain No apparent Relationship
Medications:
Surgeries:

Previous Accidents or Injuries (Explain):

"Have you lost any time form work or other activities as a result of this condition?
No "Yes__ From To

-

Check the following conditions/symptoms you may have had or do have now:

___ Alcoholism _____Depression/Anxiety ____ Headaches Multiple Sclerosis ____Shoriness of Breath

____ Anemy ____Diabetes ___Heart Attack —_ Mumps . Sinus

____ Anemia ____Diarthea __Hear Disease - ____ Neck Pain —__ Sleeping Problems

____ Atherosclesosis  _____ Dizziness — High Blood Pressure __ __ Nervousness ___ Smoker

____Arhiitis ___ Eczema '____HN —_ Neurits —_ Stift Neck/Back

—_ Back pain —___ Emphysema . Low Blood Sugar —_Numbness __ Stroke

___ Bithconkolpil  ___ Epilepsy ___lossofBalance  ___PinsandNeedles  ____ Thysoid Problems

—___ Cances ____Face Flushed ___lossof SmelfTaste ___ Pleurisy ____ Tubesculosis

__ Chest pain —__ Fainting Spels ____ Malaria —___Pneumonia ____ Ulcess

. Cold/Cankersores ____ Faligue — Measles o Polio . ____Venereal Disease

— Constipation __ Fever — _Menstruel Cramps  _____ Rapid Weight Change ____ Visual Distuibances

—___Convuisions _____ Gail Bladder —— Migraine — RheumaticFever  ___ Whooping Cough
T ColdHandsifeet  ____ Gout ___Miscomage ___ Ringingnears __ Oer

Release of Information & Consent for Treaiment

With my signature below, 1 authorize the release of information from or 1o Barnot Family Chiropractic, LLC or it's agents, as necessary 10
ﬁleclmmstoanyEAP insurance provider, sttorney or other entity to collect payments for the services rendered to me by Barnot Family

LLC. This authorization includes my consent for treatment, inchuding X-Ray examinations at Bamot Family Chiropractic,
LLC. 1aticst that, to the best of my knowledge, 1 am not pregnant.

1 understand and agree that health and accident insarance policics are an armangement between my inSurance carrier and me and that Barnot
Family Chiropractic, LLC may prepare any necessary repoits and/or forms 1o assist me in the collection of monies from insurance companies
and other entities. 1 further suthorize the use of my “signature on file” for the endorsement of checks made payable to me, for service
rendered to me by Barmot Family Chiropractic, LLC. However, 1 ciearly understand and agree that I am personally responsible for al
baimwsducmﬂﬂmrﬂsuspmdmmmwmmmdmganyfeesforpm&monalmmrcadaedmmmu be immediately

due.
Fatient's Signature . ~ ' ‘ Date
Guardian or Spouse's Signature Date

Information taken by - Date




