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T I PATIENT INFORMATION 0 0 ¢ ‘ | g INSURANCE INFORMATION
Today's Dale i | Whoss responstble for this account?
Patient Last Name | Insuranice Company
Palien! First Name || s patent covered by addifional insurance? E] Yes [:] No
Address ' Subscriber's Name
Cily Stale Zip Corde | Substriber's Birthdate
Email 1 Relationship lo Palient
R D # D F Biriwlan | Assignment and Release
i y : : | leerlify that |, andlor my dependent(s), have msurance coverage will)
D Marrie D Wklowd D Single D Koo | ‘Ihe above listed insurance company and assign directly {o Seiden
' 2 ; : | |Chiropractic Center all insurance benefits if any. olherwise payable
[ Separated D Btad D R yeds ' |lo me for services rendered. | understand thal | am financially
T ! responsible for all charges whether or nol paid by msuranse §
i p - avthorize the use of my signature on all insurance submissions
| Patient Employer/Sehool ' Seiden Chiropractic Center may use my healtheare informalion ane
I Employer/Schonl Address . - may disclose such information 1o the above-named insurance
i s

company(ies) @nd their agents for the purpose ol oblaining payinend o
iservices and delermining insurance benefits or the benefits pryable for
jelated services, This consent will end when imy eurren) freatmenl pli

! Employer/School Phone

| Spouses Narme !i:: compleled or one year from he date signed below
i o
1 Spouse’s Birthdate 1 Palients Signalure
\Who may we (hank for rclnmnq you' pess Today's Date
| - - Tar— R ' I ¥ TR i
bR, W'!ﬁ’ll‘!ﬂﬁﬁﬁk.\ BT ||  ACBIDENT INFORMATION
I Home Phone ! 15 currenl condilion due Lo an accident” |:] Yes [:] Ne:

Dale
Type of Aceident [“JAute [T Work  ["]Home [T]Omen

| Cell Phone:
! Best time and place (o reach you

IN CASE OF EMERGENCY, CONTACT To whom have: you made a report of your accident?

{Name [ Auto Insurance []Employer [ ] Worker Gomp (]
!Relalionshlp i Allormey Name (if applicable) 3
| Home Phone ' Atorney Phione (if applicabie)

| Cell Phone

mmﬂsnmm

Reason for today's visil
When did your symptoms first begin?
I this condition gelting progressively worse?

*** Wark an X on the picture where you continue to have pain, numbness, or fingling.
Rate the severity of your pain on a scale from 1 (least pain) lo 10 (severe pain)
Typeof pain []Sharp ] Dul [[] Throbbing  [] Numbness [JAching  [] Shooting
[]Bumning [ Tingling  [_] Cramps [[]Stifiness ] Swelling [ ] Other

Is it constant or does il come and go?
Does if interfere with your [] Work [ Sleep [[] Daily Routine [[] Recreation
Activities or movements thal are painful (o perform ] Silting [ Slanding [___] Walkmg [:] Bendmg [] Lying Down
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' g ) 5 T R W) 1 S
Whal Erealiment liave you already received lor your condition? | ] Mexdications D Surgery [:] Physical Therapy

[} Chiropractic Services ] Nane | ] Oher
Warie and phone numbes of oiles doctorts) veho Rave teated you for you currest condilion

Uate of Last:  Physical Exam o Spinal x-Ray
Spinal Exam Chesl X-Ray
Dental X-Ray MIRI, CT-Sean, Bone Scan y! =

Place & mark on "Yes" or "No™ fo indicate il you have had any of e following

AIDSIHIV [[]Yes [JHo Fraclures ] Yes [N TAumps []Yes [ ]No [utierculasi
EAIcohoﬁsm [ Yes [Jho Glaucoma [ Yes [N Osleoporosis [[]Yes [No [ ves [
Allergy Shols [ Yes [INo Goiler [C]Yyes [C]Na Pacemaher [[] Yes [ Mer Tumore Growl
Anentia [[]ves [TJho Gonorhes [ Yes [INo Parkinson's Disease 7] Yer []Ne [ vee [0
Arorexia [ Yes [t Gout [Clyes [INo Pincherd Neive [ Yes [)Na Typhomd Teaves
Appendicitis []Yes [No Hearl Disease [Jves e Frigumoniz [ Yes []No [] Yo [T)w
Falhrilis [)Yes []he Fepalitie [ves [ Polio [dves [ Ulgre
Bleechng Disorders [ Yes [7] e Flermie [T ves [Ja Prostate Problem []yes [ e [yt
beast Lunip [ vee [Ne Hetaled Dt [[] ves DI« Frosthese [ ves [ il ity
faranchitis [ vee [ e [ e [ Feyelaing Carg [T] ¥ee [ bl R L
Eulinie D“‘*’ L High Blood Pressure || ves [ No Rheurnatoid Arfhae — [] Yes [7] No Wiy G
e [[Jves []he Hih Chiokesteral [ lves [INe Rheumnale Fever [C]ves []No L] ¥es [N

D Nt E] G Firdney Disease l- Ve | L Seatled Feve ['j ves [T M Oty

- Chemigal Liver Disease []ves [ Sexually Transiiiied : ——

[epandensy [[1Yes [l o [ ve: ,j " Distase [[)'yes [INo -

Chelien Far [ ves [it Migriame Headaches, [ Ve || Ne oy Bl B g
i [habeles DYea DNc Mscaminoe [j\’es D' i Suiide Aflemnpl D\’es DN@ i,
| Emphysema [ ves []he MhessdrisBos [Jves [ Thyroid Problems [1Yes 0o b B

[[JYes [Jio Muliple Sclerosis [J¥es [N Tonsililis [JYes [JNo i sk e N o

JDNun(- {| Moderate | [7]Siting [T bight Labor | [ ] Smeking  Packsiay [T Coflee/Catteine Dinke CupsiDay

1| Daily |"_'] Heavy D Standing [:]Heavy Labot D Aleohol  DrnkshWeel: [] Hiah Stress Level Feasor

e e g
i Are you pregnani? ] Yes [[IWe  Dee Date
I Injuries 7 Surgeries you have had
' Falls

Head Injuries
Broken Bones

e ey

Dislocations

| Surgeries

Pharmacy Name
1

i Pharmacy Phone
b Y
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