Whom may we thank for referring you to this office?

APPLICATION FOR CARE AT THE WELL CHIROPRACTIC CLINIC
Today’s Date:
PATIENT DEMOGRAPHICS |
Name: Birth Date: - - Age: O Male O Female
Address: City: State: Zip:
E-mail Address: Home Phone: Mobile Phone:

Marital Status: O Single O Married

Employer:

Do you have Insurance: O Yes

Spouse’s Name

Number of children and ages:

Occupation;

O No

Spousels Employer

Name & Number of Emergency Contact:

Relationship:

HISTORY of COMPLAINT

Please identify the condition(s) that brought you|to this office: Primary: |

Secondary:

On a scale of 1 to 10 with 10 being the worst pain and zero being no pain, rate your
== 3 -

Primary or chief complaint is: 0-1-2
Second complaint is: 0-1-2[-
Third complaint is: D=1 = 2=

When did the problem(s) begin?

Third:

How long does it last? [J It is constant OR [ | experience it on and off during the

How did the injury happen?

4 -5-6
4-5-56
4-5-6

7 =8
o = i
- 7 — 8

above complaints by circling the number:

= '9 .= 10
= 9= 10
=9 = 10

Condition(s) ever been treated by anyone in the past? CONo [ Yes If yes,

How long were you under care:

Name of Previous Chiropractor:

What were the results?

PLEASE MARK the areas on the Diagram with the following letters to describe your
N = Numbness S = Sharp/Stabb

R = Radiating B=Burning D=Dull A = Aching

What relieves your symptoms?

day OR [ It comes and goes throughout the week

What makes your symptoms feel worse?

when: _| by whom?
O N/A
symptoms:
ng T=Tingling

Is your problem the result of ANY type of accident? O Yes, [ No




Please identify how your current condition i

part of your life:

ACTIVITIES:

ACTIVITIES OF LIK

s affecting your ability to carry ¢

FFECT:

E

put activities that are routinely

Carry Children/Groceries

Sit to Stand
Climb Stairs

Pet Care

Extended Computer Use

Lift Children/Groceries

Read/Concentrate
Getting Dressed
Shaving

Sexual Activities
Sleep

Static Sitting
Static Standing
Yard work
Walking
Washing/Bathing

Sweeping/Vacuuming

Dishes
Laundry
Garbage
Driving

Other:

List Prescription & Non-Prescription drug

O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
[ No Effect
O No Effect
O No Effect
O No Effect
[ No Effect
O No Effect
O No Effect
[ No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect

5 you take:

O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can dpo)
[ Painful (can do)
O Painful (can dp)
O Painful (can dp)
O Painful (can dp)
O Painful (can dp)
[ Painful (can do)
O Painful (can do)
[ Painful (can dp)
O Painful (can dp)
O Painful (can dp)
O Painful (can do)
[ Painful (can dp)
[ Painful (can dp)

|
[
L
[
[
L
[
[
[
[
[
[
[
[
[
[
[
[
[
[
[
[

1 Painful (limits)
O Painful (limits)
[ Painful (limits)
O Painful (limits)
1 Painful (limits)
1 Painful (limits)
1 Painful (limits)
[ Painful (limits)
[ Painful (limits)
1 Painful (limits)
11 Painful (limits)
1 Painful (limits)
1 Painful (limits)
1 Painful (limits)
1 Painful (limits)
1 Painful (limits)
1 Painful (limits)
[ Painful (limits)
[ Painful (limits)
1 Painful (limits
1 Painful (limits)
1 Painful (limits)

O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
[ Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
[ Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
[0 Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform

[ Unable to Perform




Please mark P for in the Past, C for Current

lv have, or leave blank for never

___Headache
__ Neck Pain
___Jaw Pain, TM|J

___Shoulder Pain

—Upper Back Pain ___ Chest Pain

___Mid Back Pain
___Low Back Pain
___ Hip Pain
___Back Curvature

___Scoliosis

— Numb/Tingling arms, hands, fingers

—__ Numb/Tingling legs, feet, toes

Patient or Authorized Person’s Signature

— Pregnant (Now)
___Frequent Colds/Flu
— Convulsions/Epilepsy

Tremors

__Pain w/Cough/Sneeze
__Foot or Knee Problems
___Sinus/Drainage Proble
—_Swollen/Painful Joints

____Skin Problems

Dizziness

____Fainting

___ Double Vision
___ Blurred Vision
___Ringing in Ears
___ Hearing Loss
m___ Depression
____lIrritable

— Mood Changes
___ADD/ADHD

___Allergies

Doctor’s Signature

Loss of Balance

-

L___Prostate Problems

| Impotence/Sexual Dysfun.

L Digestive Problems
L Colon Trouble

1 Diarrhea/Constipation
| Menopausal Problems

| Menstrual Problem

PMS

o —

| Bed Wetting
L Learning Disability
_IL__Eating|Disorder

_L_Trouble Sleeping

Date Completed

Date Form Reviewed

__ Ulcers
___Heartburn
___Heart Problem
___High Blood Pressure
__ Low Blood Pressure
___Asthma

___ Difficulty Breathing
___Lung Problems
___Kidney Trouble
___Gall Bladder Trouble
___ Liver Trouble

___Hepatitis (A,B,C)




Patient HIPAA Consent Form

The Department of Health Services has established a “Frivacy Rule” to help ensure that
personal health care informatipn is protected for privacy. The Privacy Rule was also
created in order to provide a standard for health ¢are prqviders to obtain their patient's
consent for uses and disclosures of health information abdut the patient to carry out
treatment, payment or healthcare operations. As our patjent, we want you to know that
we respect the privacy of your personal medical records|and will do all we can within the
required laws, to secure and protect that privacy. We strive to always take reasonable

i i nd necessary, we provide
ent or healthcare operations,

=1

the minimum necessary information about treatment, pa
in order to provide health care that is in your bestinterests. We also want you to know
that we support your full access|to your personal medical records with in the state and
federal laws. We may have indirect treatment relationships with you (such as
laboratories or scans centers that interact with our doctofs|and not patients), and may
have to disclose personal health information for purposes pf treatment, payment or
health care operations. These|entities are most often not required to obtain patient
consent. You may refuse to ¢ ntsent to the user of disclosure of your personal health
information, but this must be in writing. Under this law, we [have the right to refuse to
treat you, should you choose to refuse to disclose your Rersonal Health Information
(PHI). If you choose to consent |n this document, lat some future time, you may request
to refuse all or part of you PHI| You may not revoke actigns that have already been
taken which relied on this or a|previously signed consent. |f you have any objections to
this form, please ask to speak|with our HIPAA Complian¢s Officer. You have the right to
review our privacy notice, to request restrictions and revoke consent in writing after you
have reviewed our privacy notice. However, we are not gbligated to alter internal
policies to conform to your request.

o~

PRINT NAME:

SIGNATURE: DATE




Informed Consent to Care

You are the decision maker for you
you in making informed choices. TH
understanding and agreement rega

health care. Part of our role is t
is(process is often referred toa
ng the care we reco mend,

D provide you with information to assist
informed consent” and involves your

benefits and risks associated with

o

as vertebrae. Potenti
and inflammation in

Uding, but no
ase in symptoms, lack o improvi
scarring from electrical stimulation and from hot of cold therapies, in
and ice, fractures (broken bones), disg injuri

strokes, there is a rare byt serious conditi
change in the wall of an artery that
lead to a stroke. This occurs in 3-4 of e
Patients who experience this conditig
chiropractor with neck pain and headg
a stroke. As chiropractic can involvea
been reported that chiropractic care
stroke is exceedingly rare and is esti
adjustments. It is also important that

e of these patients will experience
justing the cervical s

edures. Likely, you have tried m
Ot limited to: self administered

ny of these approaches already.
€, over-the-counter pain relievers,

Patient Name:

are from all providers it
{|chiropractic care from

sical therapy, bracing, injections
re other opinions about your
read to me, the above consent, |

ion to care. | have also had an

gree with the current or future
for my circumstance. | intend this

ice for my present condition and for
this offige.

Parent or Guardian Name:

Signature:

Date:

Parent or Guardian Signature:

Date:




