UNITY FAMILY CHIROPRACTIC CENTER

CONFIDENTIAL PATIENT INFORMATION

(Please Print)

PATIENT LAST NAME: _________________________ FIRST NAME: _____________________________

ADDRESS: _________________________ CITY: ______________ STATE: ____ ZIP: ________________

PHONE (HOME): _________________________ PHONE (WORK): _______________________________

DRIVERS LICENSE #: _____________________________________ NO. CHILDREN: _______________

SPOUSE’S NAME: _________________________ SPOUSE’S EMPLOYER: ________________________

EMAIL ADDRESS: _____________________________________________________________________

SEX: M    F     STATUS: M S W D     DOB: ___________     SOC SEC #: ________-______-__________

PATIENT’S EMPLOYER: ___________________________ OCCUPATION: _______________________

ADDRESS: _________________________ CITY: ______________ STATE: _____ ZIP: _____________

EMPLOYED: FULL   PART   RETIRED   NOT EMPLOYED     STUDENT: FULL   PART   

REFERRED BY: ________________________________

INSURANCE INFORMATION:

PRIMARY-




SECONDARY-

Type: _________________________________    
Type: __________________________________          

Group          Private



Group          Private

Membership/Cert# _____________________
Membership/Cert# ______________________

Policy/Group # _________________________
Policy/Group # __________________________

AUTOMOBILE ACCIDENT ONLY:

Insurance Company: _______________________ Claim # _______________ Policy # ______________

Address: ____________________________________________ Phone # __________________________

City: _______________ State: ________ Zip: ______________ Adjuster’s Name: __________________

Attorney’s Name: ___________________ Contact Name: _________________ Phone: _____________

Address: ______________________________________________________________________________

RELEASE AND ASSIGNMENT

I authorize release of any information necessary to process my insurance claims and assign and request payment directly to my physicians.

Patient’s Signature: _________________________________ Date: ___________________________

PATIENT HISTORY

PLEASE FILL IN ALL SPACES THAT APPLY; INFORMATION IS CONFIDENTIAL.

CHECK ANY OF THE FOLLOWING SYMPTOMS YOU HAVE EXPERIENCED IN THE PAST 12 MONTHS:

__BROKEN OR FRACTUED BONES

__AUTO ACCIDENTS


__0-1 YRS. AGO


__1-5 YRS. AGO


__5 YRS. +

__ARTHRITIS

       



__DIABETES

       

__CONVULSIONS, EPILEPSY      

__SKIN PROBLEMS
       

__CANCER

       

__FREQUENT COLDS, FLU     

__DEPRESSED

       

__IRRITABLE

       

__ANEMIA

       

__ALLERGIES, SINUS
       

__EXCESS STRESS
       
__EATING DISORDERS
       

__TROUBLE SLEEPING
       
__TROUBLE CONCETRATING




__LEARNING DISABILITY

__HEADACHES
__NECK PAIN OR STIFFNESS
__NUMBNESS, TINGLING OR PAIN IN ARMS, HANDS OR FINGERS
__JAW PAIN OR CLICKING (TMJ)
__SHOULDER PAIN
__DIZZINESS

__RINGING IN EARS

__HEARING LOSS

__BLURRED OR DOUBLE VISION

__UPPER BACK PAIN, STIFFNESS

__MID BACK PAIN, STIFFNESS

__LOW BACK PAIN, STIFFNESS

__PAIN WITH COUGH, SNEEZE

__HIP PAIN

__NUMBNESS, TINGLING OR PAIN IN BUTTOCKS, LEGS OR FEET
__FOOT TROUBLE

__CHEST PAIN OR ASTHMA

__HEART PROBLEMS

__STROKE

__HIGH/LOW BLOOD PRESSURE

__LIVER TROUBLE

__GALL BLADDER TROUBLE

__DIGESTIVE TROUBLE

__PROSTATE PROBLEMS

__KIDNEY TROUBLE

__HORMONAL, MENSTRUAL PROBLEMS OR PMS

__EAR INFECTIONS

__AIDS, HIV

WHICH OF THE ABOVE IS THE WORST? __________________________________________________________
ON A SCALE FROM 1-10 (10 BEING WORST), HOW WOULD YOU RATE YOUR CHEIF COMPLAINT(S)? _______________________________________________________________________________________________
WHEN DID THIS CONDITION BEGIN? ____________________________________________________________
_______________________________________________________________________________________________
HOW IS THIS AFFECTING YOUR WORK, SLEEP, DAILY ACTIVITIES? ________________________________
_______________________________________________________________________________________________
HAVE YOU LOST WORK DAYS? __YES __NO   IF YES, HOW MANY? _________________________________
HAVE YOU CONSULTED ANOTHER DOCTOR FOR THESE CONDITIONS? __YES __NO.  

IF YES, WHEN? __________________ NAME: _______________________________________________________
HAVE YOU HAD A SIMILAR CONDITION BEFORE? __YES __NO  

IF YES, WHEN? _________________________________________________________________________________
IS THE CONDITION:  __JOB RELATED __AUTO ACCIDENT __HOME INJURY

 __FALL __OTHER _____________________________________________________________________________
HAVE YOU MADE A REPORT OF ACCIDENT TO YOUR EMPLOYER? __YES __NO __N/A

HAVE YOU EVER BEEN TO A CHIROPRACTOR BEFORE? __YES __NO  

IF YES, WHEN? _______________________ NAME: __________________________________________
WHAT WAS YOUR EXPERIENCE LIKE? ___________________________________________________________
_______________________________________________________________________________________________
WHAT WAS THE REASON FOR YOUR INTIAL VISIT? _______________________________________________
_______________________________________________________________________________________________
DID YOU FOLLOW THROUGH WITH THE CARE? __________________________________________________
IF NOT, WHY DID YOU STOP YOUR CARE? _______________________________________________________
WHEN WAS YOUR LAST AUTO ACCIDENT? _________________ ANY BEFORE THAT? _________________
_______________________________________________________________________________________________
ANY OTHER ACCIDENTS, INJURIES OR FALLS? ___________________________________________________
_______________________________________________________________________________________________
WHAT ILLNESSES, SURGERIES OR HOSPITALIZATIONS HAVE YOU HAD? __________________________
_______________________________________________________________________________________________
WHAT DRUGS DO YOU TAKE NOW? (Prescription and Non-Prescription): _______________________________
_______________________________________________________________________________________________
DO YOU OR A FAMILY MEMBER HAVE A HISTORY OF ANY HEALTH CONDITIONS, INCLUDING BUT NOT LIMITED TO STROKE, HEART DISEASE, CANCER, DIABETES, HIGH BLOOD PRESSURE, ETC.?__________________________________________________________________________________________
_______________________________________________________________________________________________
FEMALES: ARE YOU PREGNANT? __YES __NO __NOT SURE

WHAT ARE YOUR HEALTH GOALS? _____________________________________________________________
_______________________________________________________________________________________________
HOW DO YOU EXPECT TO ACHIEVE THESE GOALS? ______________________________________________
_______________________________________________________________________________________________
