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Confidential Patient Case History
Dear Patient:

Please complete this questionnaire. Your answers help us determine if chiropractic care can help you. If we do not sincerely believe your condition will respond satisfactorily, we will not accept your case. THANK YOU.
Name
Social Security#


Address
City
State
Zip


Home Telephone
Cell Phone
Work Phone______________________________
Employer______________________________________ Type of Work____________________________________________

Date of Birth____________________ Email Address_________________________________________________________
Marital Status    ( M    ( S    ( W    ( D     Spouse’s Name


Spouse’s Business/Employer
Work Telephone


Children’s Name & Ages




	Referred by

	· Sign
	· Advertisement
	· Promotion
	· Yellow Pages
	· Other


Health Information:

Date of last physical examination: ___________________ With Whom? _____________________________________
	Have you had previous Chiropractic care?  
	· Yes 
	· No
	Whom?



What is your major complaint?


When did complaint start?


	Have you ever experienced the same or similar symptoms? 
	· Yes
	· No
	When:



Other doctors who treated this condition:


Other complaints:


	Do other family members have similar problems? 
	· Yes
	· No
	Please list:



List surgical operations and years:


	Drugs you now take:
	· Nerve Pills
	· Pain Killers
	· Muscle Relaxer
	· Blood Pressure

	
	· Insulin
	· Birth Control
	· Tranquilizers
	· Other


	Age of mattress:

	· Uncomfortable
	· Comfortable

	Have you ever been in an auto accident?
	· Past year
	· Past 5 years
	· Over 5 years
	· Never


Describe:


Have you ever had any other personal injury or job related injury?


	· Past year
	· Past 5 years
	· Over 5 years
	· Never


Describe:
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	Low Back Pain
	
	Paralysis

	
	Neck Pain
	
	Nervousness

	
	Shoulder Pain
	
	Dizziness

	
	Joint Pain/Stiffness
	
	Numbness

	
	Pain or Clicking Jaw
	
	Diabetes

	
	Arm/Leg Pain
	
	Asthma

	
	Cold/Tingling Extremities
	
	Gas/Bloating

	
	Digestive Disorders
	
	Headaches

	
	Allergies
	
	Sinus Trouble
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	Blood Pressure:  (Hi (Low
	
	Fatigue

	
	Heart Problem
	
	Loss of Sleep

	
	Urinary Problem
	
	Cancer

	
	Vision Problem
	
	Sciatica

	
	Menstrual Problems
	
	PMS/Cramps

	
	Last Period Date:

	
	Pregnant:    ( Yes       ( No        ( Not Sure?

	
	Other Problems not listed:


How Bad Is Your Pain? (0 = no pain     10 = unbearable)

0-------1-------2-------3-------4-------5-------6-------7-------8-------9-------10


Insurance Information:

Is your condition due to and auto accident or job related injury?    ( Yes        ( No

Do you have Health Insurance?  ( Yes      ( No      If Yes:

Name of Insurance:
Policy#


Does Medicare cover you?
   ( Yes       ( No
   If Yes:

Medicare #


I understand and agree that health and accident policies are an arrangement between an insurance carrier and myself. Furthermore, I understand that A&W Family Chiropractic will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any amount authorized to be paid directly to this office will be credited to my account upon receipt. However, I clearly understand and agree that all services to me are charged directly to me and that I am personally responsible for payment. I also understand that if I suspend or terminate my care and treatment, any fees for professional services rendered me will be immediately due and payable.

	I will be paying today by:
	· Cash
	· Check
	· Visa
	· MasterCard
	


Card#
Exp. Date


All accounts not paid within 90 days will automatically be put through on your credit card.

Patient’s Signature:
Date:


Guardian’s Signature:
Date: ______________________

Date:	





Patient #	





� EMBED PBrush ���





Please Mark Areas Of Pain On The Figures elow





Circle Your Symptoms





Burning


Stabbing


Sharp


Dull


Tingling


Numbness
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