Patient Registration
It is our sincere desire to help in any way we can, and your answers to the following questionnaire will assist us in this process.            Thank you!
Date  ___________________

Last Name  ______________________________  First Name  ________________________  Age  ______  Birthdate  _________
How would you like to be addressed by our staff?  ________________________________________________________________
Gender  _______  Marital Status  ______________  Number of Children/Ages  __________ / __________
Address  ___________________________________________  City  ________________  State  ______  Zip  __________
Home Phone  _____________________   Cell Phone  ______________________   

Is it okay to leave a message at home?  


[image: image1] Yes   No

Who may we speak with about your condition?  __________________________________________________________________

Email Address  _______________________________________________________

Emergency Contact  ________________________  Relationship  __________________  Phone number  ___________________
How did you hear about our office or who referred you?  ________________________________________________________

Work Information

Occupation  ______________________________  Employer  ______________________  Work Phone  ____________________

Insurance Information

Do you have health insurance?  
[image: image3] Yes  
[image: image4] No 

Insurance Company  _________________________________________  Patient’s ID  __________________________________  Primary’s Name  ___________________________________  Relationship to Patient  __________________________________  
Primary’s Date of Birth  _________________  Policy/Group Number  _________________________________________
Health Information

Family Physician  ______________________________  Address  _________________________________________________

May our office inform your physician of our exam findings, diagnosis, and treatment plans?  
[image: image5] Yes  
[image: image6] No 

Health History – Medical Conditions   Please check any that apply to you
     Alcoholism


  Anemia
       
           Arthritis 

          Asthma
 

     Back/Neck Condition
Bleeding Disorder 
Cancer 
Chemical dependency

     Depression/Anxiety
Diabetes 
Epilepsy 
Fibromyalgia 

     Fractures 
Gout 
Headaches 
Heart/Vascular disease

     Hernia 
Herniated Disc
Lyme Disease 
High Blood Pressure

     Multiple Sclerosis 
Neurological Disease
Osteoporosis 
Pacemaker  

     Parkinson’s 
Prostate Problems 
Stroke 
Rheumatoid Arthritis

     Females……………………       Pregnant 
Nursing 
Taking Birth Control Pills
Have you ever had a stroke or an issue with blood clotting?  
[image: image7] Yes  
[image: image8] No  
If yes, when?  _______________________________
Have you recently experienced dizziness, unexplained fatigue, weight loss or blood-loss?  
[image: image9] Yes  
[image: image10] No
If yes, please explain:  ____________________________________________________________________________

Have you ever had any major illnesses, injuries, broken bones, hospitalizations, surgeries, or accidents?  
[image: image11] Yes  
[image: image12] No
	Date:
	Injury/Fracture/Illness/Surgeries
	Physician Seen/ Treatment
	Response to Treatment

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Have you ever had any X-rays, MRI’s or CT Scans?  
[image: image13] Yes  
[image: image14] No
	Date:
	X-rays/MRI’s/CT Scans
	Who Ordered Exam
	Result of Exam

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Are you presently taking any prescription drugs, over-the-counter drugs, vitamins, or supplements?  
[image: image15] Yes  
[image: image16] No
	Product/ Drug:
	Reason:
	Dosage:
	Frequency:

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please list any diseases, disorders, or major illnesses of your family member:

Father  _____________________________________________________________________________________________

Mother  ____________________________________________________________________________________________

Brother(s)  __________________________________________________________________________________________

Sister(s)  ____________________________________________________________________________________________

Children  ____________________________________________________________________________________________

Other  ______________________________________________________________________________________________

Is there anything else about your health history or your family history that you think we should know?
_____________________________________________________________________________________________________

Today’s Visit:

What is your reason for today’s visit and chief complaint?  ___________________________________________________________
Date of onset  _________________      Was the onset  
[image: image17]  Gradual  or  
[image: image18]  Sudden?    

Since the onset date, was your pain  
[image: image19]  Worse  or  
[image: image20]  Better?   
Have you experienced this problem before?  
[image: image21] Yes  
[image: image22] No      If Yes, when? _____________________________
Please describe what caused the pain:  ____________________________________________________________________________

Have you had previous Chiropractic Care?  
[image: image23] Yes  
[image: image24] No      If Yes, when and for what problem?  ___________________________
Is today’s visit due to a work related injury?  
[image: image25] Yes  
[image: image26] No    Is today’s visit due to a personal injury or auto accident?  
[image: image27] Yes  
[image: image28] No
What is your goal from treatment?  _________________________________________________________________________
Please answer the following questions to help explain your chief complaint:

	Describe the quality of the complaint/ pain:
	Does any of the following make the pain worse:

	       
[image: image29]  Sharp/ stab
	
[image: image30]   Lifting/ bending/ pushing/ pulling 

	       
[image: image31]  Burning
	
[image: image32]   Cough/ sneeze/ bowel movement

	       
[image: image33]  Dull ache
	
[image: image34]   Driving/ riding/ sitting

	       
[image: image35]  Throbbing
	
[image: image36]   Walking/ running/ standing

	       
[image: image37]  Tingling/ numbness
	
[image: image38]   Other:___________________________________

	       
[image: image39]  Other:______________________________
	


	Describe if pain is in a single spot or does it spread out:
	Does any of the following make it better:

	       
[image: image40]  Radiating dull, deep ache
	
[image: image41]   Rest/ laying down 

	       
[image: image42]  Pin point
	
[image: image43]   Sitting

	       
[image: image44]  Burning, sharp, stabbing, tingling, numb
	
[image: image45]   Walking/ exercise

	       
[image: image46]  Other:_____________________________
	
[image: image47]   Other:____________________________________


	How often are you aware of the pain:
	Does it interfere with your daily activities:

	      
[image: image48]    Intermittent (less than 25% of time when awake)
	
[image: image49]   Minimal (annoyance, no impairment) 

	      
[image: image50]    Occasional (25-50% of time when awake)              
	
[image: image51]   Slight (tolerated, some impairment)

	      
[image: image52]    Frequent (50-75% of time when awake)
	
[image: image53]   Moderate (marked impairment)

	      
[image: image54]    Constant (75-100% of time when awake)
	
[image: image55]   Marked (preclude any activity)


Have you detected any possible relationship of your current chief complaint with any of the following:

[image: image56]  Muscle Weakness      
[image: image57]  Bowel/ Bladder Problems      
[image: image58]  Digestion      
[image: image59]  Cardiac/Respiratory      
[image: image60]Other_________________
Does your pain ever awaken you from a sound sleep?  
[image: image61] Yes  
[image: image62] No

Have you tried any self-treatment?  
[image: image63] Yes  
[image: image64] No      
If yes, please explain:  ______________________________________________________________________________________

Have you lost consciousness or had double vision recently?  
[image: image65] Yes  
[image: image66] No    

Are you currently pregnant?  
[image: image67] Yes  
[image: image68] No      
Have you had any loss of bladder or bowel control?  
[image: image69] Yes  
[image: image70] No

Are you losing weight now, without trying?  
[image: image71] Yes  
[image: image72] No

Are you currently taking anti-coagulant/ blood thinning medication?  
[image: image73] Yes  
[image: image74] No
Social History
Caffeine
never
moderately
frequently


Alcohol
never
moderately
frequently

Exercise
never
moderately
frequently

Tobacco
never 
moderately
frequently

Stress
never
moderately
frequently

Office Policy:
A definition of our office policy is stated below.  Please take the time to read and sign where appropriate.

Insurance Verification: Verification is not a guarantee of the payment and is only a quote of patient benefits.  Insurance companies review charges individually and make payment accordingly.  Charges that are not covered by insurance are the patient’s responsibility and are due within 30 days of billing.  An invoice will be sent to the address on file.
Payment Policy:  It is our policy to collect all fees at the time of service.  Deductible, Co-Payments, and Co-Insurances are the patient’s responsibility and will collected at the time of service.  Forms of payment accepted are cash, personal check, and credit card.

It is our policy to collect $25.00 for checks that are returned to cover any fees, which are incurred from the transaction.

If the patient has an outstanding balance from services not covered by the insurance company, patients will receive a bill outlining charges.  Upon receipt, payment is due within 30 days.  After 30 days, it is the clinic’s policy to turn unpaid accounts over to a collection agency. 

Cancellation Policy: “A Missed Appointment is a Loss to Everyone” 

We require 24 hour notice to cancel appointments!  Those cancelled with less notice may incur a $25.00 charge.


AUTHORIZATION 

I certify that I have read and understood the above information and answered all questions accurately to the best of my knowledge.  I authorize this office to release any information deemed necessary during the course of my treatment to third party payers and/or involved health practitioners, and I hereby release you of any consequence thereof.  I authorize and request my insurance company to pay insurance benefits directly to this office for my care.  I understand that if my insurance pays less than the actual bill for service, I agree to be personally responsible for payment of all services rendered on my behalf or my dependents.  I understand that I am responsible for all co-payments and non-covered services.  I agree that a photocopy of this agreement shall serve as the original.  I have received and read the NOTICE OF PRIVACY PRATICES (HIPPA) and I have been provided with a copy of such.
Patient’s Signature_________________________________________________      Date:__________________

Print Name________________________________________________________________________________
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