wWelcome to Imagine Chiropractie

Dr. Javaes M. Stites
12050 SE Holgate Blvd * Portland Or « 97266 * 503-760-8648
Confidential Patient Data
PATIENT INFORMATION Today's Date

Date of Birth
Name

Address City State Zip

Home Phone(__ ) Work Phone( ) Cell Phone(__ )

E-mail Address Age ~_UMaleQ Female
Name of Spouse, Partner or Nearest Relative

Phone
Your Occupation Your Employer

Referred to this Office by: QFriend/Family Member — Name

OYellow Pages OMail QOffice Location QOther

Payment for Services will be by: USelf Health Insurance QAutomobile Insurance
UWorker's Compensation [Medicare QOther

INSURANCE INFORMATION (Copy of insurance card or fill out the following)

Name of Insurance Co. Address

City State Zip Phone

Insureds Name Relationship Insureds ID/SS#
Group/Policy Name Group/Policy #

Are you covered by more than one insurance company? (Yes ONo Name

MEDICAL/FAMILY HISTORY S=Self M=Mother F=Father

(Please indicate which conditions have been experienced by the above by marking the appropriate boxes).

S M F S MF S M F

O QO Oaids U O Qdislocated joints Q O Oneck pain

4 QO Oanemia a O Qepilepsy Q O UOnervousness

Q Q Qarthritis O O 0OGerman measles O O Unumbness

d O UOasthma W O Oheadaches O O UOpolio

4 O Oback pain O O UOheart trouble d O Opoor circulation
U QO UObladder trouble O QO Oreproductive disorders U QO Qhepatitis

U O Obone fracture O O Qhigh blood pressure Q QO Qrheumatic fever
d O Ocancer a O 4dHIV/ARC Q Q Qrheumatism

O QO Uchest pain 4 QO Qkidney disorder Q O Uscarlet fever

d O Uconcussion O O Obowel control loss 4 O UOserious injury
d O Uconvulsions U O UOmenstrual cramps 0 O Osinus trouble

O O Udiabetes U QO Omultiple sclerosis O QO Otuberculosis

O 0O Uindigestion O O Omuscular dystrophy O O QOvenereal disease

Have you been treated by a physician for any health condition in the last year? QYes ONo
Describe Condition

SURGICAL HISTORY

Date:
Date:
Date:
ACCIDENT HISTORY
UJob QAuto OOther Injuries Date:
UJob QAuto LOther Injuries Date:

UJob QAuto QOther Injuries Date:




