CONFIDENTIAL PATIENT INFORMATION

Name Today's Date

Birthdate Age Gender M/ F Telephone ( )

Email Who Told You About Our Practice

Address City State Zip Code
Occupation Employer

Emergency Contact Emergency Number ( )

Name & Birthdate of Insured (If Different):
1. Mark with an “X” where you have pain:

2. What is your pain due to? O Job [ Physical Activity 1 Car Accident (Date: ) QDon'tKnow U Other

3. How bad is your pain? (No Pain) 0-----1-----2-----3-----4----5-----f---- [ -----8-----9-----10 (Severe Pain)

4. What kind of pain do you feel? O Sharp O Dull Ache U Tight Q Stabbing O Stiff 1 Tingling O Numb O Radiating/Referred 1 Other

5. What movements cause you pain? Q Walk O Sit Down Q4 Bend O Sleeping Q Other

6. How often do you feel your pain? Q Intermittent (1-25%) Q Occasional (26-50%) Q Frequently (51-75%) Q Constant (76-100%)
7. How has your pain been changing? U It's getting worse 1 It's the same U It's getting better

8. Who have you seen for this condition? 1 Chiropractor QO Medical doctor ~ QEmergency QO Nobody Q Other

9. How long have you had this complaint?
10. What caused your pain?
11. What have you tried to solve your pain?

12. What studies have you done for this pain problem? Q X-ray aMRI Q4 CT-scan Q Other 1 None
13. Family History: O Cancer U Diabetes U High Blood Pressure U Heart Problem / Stroke U Rheumatoid Arthritis O N/A
14. Health History (check YES or NO):
YES NO YES NO YES NO
O O Alcohol or Drug Dependence Q QO Dizziness / Fainting U O Prostate Problem
O QO Recent Fever O O Osteoporosis O U Menstrual Problem
O QO Diabetes O U Epilepsy / Convulsions O Q Urinal Problem
O QO High Blood Pressure O Q Currently Pregnant, # Weeks O QO Pain without relief with rest or position
Q Q Stroke (Date) O QO Abnormal weight, O Increase 1 Lost O QO Pain at night
O QO Use of Corticosteroids (Cortisone, Prednisone, etc.) QO QO Pain or Stiff in the morning O Q4 Visual Disturbances
@ O Taking Contraceptives O O Tobacco Use - Type O O Gluteal or Groin Numbness
Q QO Surgeries Q Q4 Frequency /Day Q Q Other Health Problems (Explain) ____
U O Medication

4 4 Cancer/ Tumor (Explain)

Initials ( ): I authorize the providers at this office to perform diagnostics and administer treatment as necessary. | authorize said physician to disclose medical information necessary to
process this claim to my insurance company. A photocopy of this authorization shall be considered as valid as the original. | authorize the direct payment of medical benefits that the physician
signing services / procedures or supplies described in the statement or form CMS-1500. | authorize the doctor(s) at this office to use my name in the "signature file" on future billings. |
authorize the use of this form in all my insurance presentations.

Initials ( ): The Health Insurance Portability and Accountability Act of 1996 (HIPAA) requires all health care providers to comply with patient privacy and safety laws (45 CFR 160, 164).
Patient confidentiality and privacy / security apply to any protected health information (PHI). This notice explains how my Protected Health Information (PHI) can be used and what your office’s
responsibilities are regarding my privacy rights and protected health information. Indicate if you are the parent or legal guardian of the patient or minor. If you want to talk about anything in
private that you do not want to be heard by others in the doctor’s office, please inform the staff before seeing the doctor for a private room can be arranged. Please sign and date below. By
signing this form, | acknowledge that this office has presented me with a copy of its HIPAA privacy practices at my request and | have been able to read the notice practice policies that are
available for my review at the front desk.

| certify to the best of my knowledge that the information is complete and accurate. If the health plan information is not accurate, or if | am not eligible to receive health care
benefits through this practitioner, | understand that | am responsible for all charges for services provided and that | agree to notify this practitioner inmediately whenever | have
changes in my health status or health plans coverage in the future. | understand that my chiropractor can contact my doctor if my condition needs to be co-administered.
Therefore, | give the permission of my chiropractor to contact my doctor, if necessary.

Patient's Signature Date




