CHARNEY CHIROPRACTIC, BACK REHAB & WELLNESS

PLEASE PRESENT APHOTO I.D. & INSURANCE CARD(S) TO BEPHOTOCOPIED!

CONFIDENTIAL PATIENT INFORMATION

Date

Name Home Phone
Address Cell Phone
Age Birth date Marital M S W D
City State Zip Number Of Children
SS# Primary email
Occupation Employer
Address Office Phone
City State Zip Office email
Name of Spouse/Guardian Occupation
Employer Office Phone
Primary email Cell Phone
Local Emergency Information:
Name Primary Phone
Relationship Cell Phone
Have You Ever Suffered From: [J Dizziness (d Tuberculosis [ Asthma O Sinus Trouble
(d Backaches 1 Arthritis [ Neuritis 1 Anemia
1 Heart Trouble d Headaches (d Digestive Disorders 1 Rheumatic Fever
(d Diabetes (d Numbness d Nervousness 4 Cancer

Purpose Of This Appointment:

Other Doctors Seen For This Condition:

Have You Been Treated For Any Other Health Condition By A Physician In The Last Year? J Yes J No

Describe:

What Medication Drugs Are You Taking?

Remarks And Additional Information

AreYou lnsured? O Yes [ No

Insured’s Name

—PAYMENT IS EXPECTED AT TIME OF VISIT —

Company

I hereby authorize treatment to patient by the above physician and/or any affiliated chiropractic staff member(s). | further authorize release of
any and all medical and/or charge information as is necessary for third party reimbursement. | authorize direct payment from said insurer(s) to
this practice. | accept responsibility for payment of all charges incurred as well as attorney’s fees of 33 1/3% and any other related costs of

FINANCIAL AGREEMENT AND INSURANCE ASSIGNMENT

collections should such action become necessary.

Patient/Guarantor

Relationship To Patient

PLEASE COMPLETE THE INFORMATION REQUESTED ON THE REVERSE SIDE

Date

IF YOU'RE HERE FOR AN ACCIDENT RELATED INJURY,

Patient Intake Form 012- REV 01/09



Confidential Patient Information — Page 2

IF YOUR INJURY IS ACCIDENT RELATED , PLEASE COMPLETE THE FOLLOWING QUESTIONS

JAM OPM

Name
Date of accident Hour
How did the accident occur? (4 Auto Collision

If Not An Auto Collision, Please Describe The Circumstances:

d On-The-Job Injury

Location

4 Other

Did you report the injury to your foreman or employer? [ Yes O No

Did he/she (they) recommend care at our office? 1 Yes 1 No

If auto accident, were you... O Driver O Passenger [ Pedestrian

If auto accident, were you struck from... 1 Front 1 Behind 1 Rightside 1 LeftSide 1 Parked
Did your car strike the other(s) involved? 0 Yes 1 No

Did the other car strike you? 0 Yes O No d Undetermined

List the extent of your injuries as you know them:

Did you require post-accident hospitalization? 0 Yes O No

CHECK THE SYMPTOMS YOU HAVE NOTICED SINCE THE ACCIDENT BELOW:

[J Headache [ Chest pain

(J Neck pain 1 Dizziness

(J Neck stiff 1 Head seems too heavy
(1 Sleeping problems [ Pins & needles in arms
(J Back pain [ Pins & needlesin legs
(d Nervousness 1 Numbness in toes

[d Tension [ Shortness of breath

Symptoms other than above:

0

a
a
U
a
a
U

Fatigue
Depression

Lights bother eyes

Loss of memory
Earsring

Face flushed
Loss of balance

Fainting
Loss of smell
Loss of taste

Feet cold
Hands cold
Stomach upset

a
a
a
1 Diarrhea
a
a
a

[ Constipation
[ Cold sweats
1 Fever

0

U duu

Have you lostany daysof work? 1 Yes 1 No

Dates Missed:

Insurance Companies Involved:

My car insurance company Claim#
Insurance company of person responsible for injuries Claim#
Adjusters name
Do you have an attorney that has advised you in thiscase? [ Yes 1 No
Attorney’s name

IN THE EVENT OF AN EMERGENCY - WHO SHOULD WE CONTACT?
Name: Home Phone
Relationship: Work Phone

Cell Phone

Patient Intake Form 012- REV 01/09



PATIENT QUESTIONNAIRE

Please answer YES or NO to the following questions.
Your answers will help us complete your medical history.

1. Do you have a Pacemaker or Metal Vascular Implant?.................. O Yes O No
2. Areyou taking any Blood Thinning Medications?.............c.cc.coeu.. O Yes O No
3. Have you been diagnosed with Hemophilia?............ccccoovininnnns O Yes O No
4. Do you get headaChes? ... O Yes O No

If Yes, How Often?

5. Do you have DIabetes? ... O Yes O No

6. Coldness, numbness, tingling or burning in arms or hands?......... O Yes O No

7. Coldness, numbness, tingling or burning in legs or feet?.............. O Yes O No

8. Have you had a Stroke? ..o O Yes O No
If Yes, Date Of Stroke:

9. Have you had an MRI test of the Neck or Low BackK...................... O Yes O No

10. Have you had a CT scan of the Neck or Low Back?...........c............ O Yes O No

11.  History Of Spinal SUIgery? ...t O Yes O No

If Yes, What Level:
Any Fusion Or Hardware?:

12. History of Peripheral Nerve SUrgery........c.cccociininienencne e O Yes O No
Circle Area:  Arm Hand Leg Foot

13, Cigarette SIMOKING .....ccooiiiiiiiiiieeieee e O Yes O No
Pack/Day: Number Of Years:

14, AICONOIUSE ..ot O Yes O No
How Much: How Often: Number Of Years:

Patient Name: Date:

Signature:

Patient Questionnaire 013- REV 01/09



Patient Questionnaire — Page 2
Name Q g

List All Medications You Are Currently Taking:

Indicate Where Your Pain Is & The Type Of Pain You Feel At The Present Time:

Stabbing Burning Pins & Needles Numbness Throbbing
//7// XXXX 0000 —=== ++++

Right Left Left Right

FRONT BACK

Mark the level below that most accurately represents your pain
No Pain =0 10 = Unbearable

Right Now: 0 1 2 3 4 5 6 7 8 9 10
Average Pain: 0 1 2 3 4 5 6 7 8 9 10
At Best: 0 1 2 3 4 5 6 7 8 9 10
At Worst: 0 1 2 3 4 5 6 7 8 9 10
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PATIENT HEALTH & WELLNESS QUESTIONNAIRE Name:

The answers to this questionnaire may be very important to your Doctor in helping you achieve optimal health. Date:
FAMILY HISTORY ¢ DO YOoU OR A FAMILY MEMBER SUFFER FROM ANY OF THE FOLLOWING: Work: Home:
Your BROTHERS
You SPOUSE  CHILDREN  PARENTS  SISTERS Cell:
Fatigue —Low Energy or Stamina . . ... ... ... ... ... a a a 4 a
Compromised Immune System (Frequent Colds Or Flu). . 4 a W W a email:
Stress, Anxiety, Nervous Tension. . ................. N 0 a a a
Insomnia (Sleeplessness). . .. .................... a a a Qa a2 Best Time To Reach You:
Rt RN | YoUr PERSONAL HEALTH & WELLNESS GOALs:
High Cholesterol. .............. ... ... ... ..... a a a 3 a (d Improve Overall Health & Well-Being
HighBlood Pressure. . .......................... a a a a a (1 Remove Environmental Toxins & Toxic Risk Factors
Heart Attack, Heart Disease or Stroke . . .. ........... A a A 4 A [ Reduce Risk of Heart Disease & Stroke
CanCer. . ot a 0 a a 0 (d Reduce Risk of Cancer
Allergies —Asthma, Hay Fever or Bronchitis. .. ........ a O a 4 a [ Improve Energy & Stamina
Food Sensitivities or Food Allergies. ... ............. | D | d 4 (4 Improve Compromised Immune System
Chronic Headaches or Migraines. . .. ............... N o N ;] a 1 Reduce Stress, Anxiety and Nervous Tension
ADD/ADHD orAutism ........ ... ... ... ..., d a d D a 3 Improve Sleep
Poor Memory, Concentration or Alzheimer’s ... ... .. .. a g a Q a 1 Weight Loss - Weight Maintenance
Mmm:wa _,_A_\_ooa Swings oﬂ,\__:_sz_a\ _ m - ﬁ .......... W w W M M [ Stabilize Glucose Levels e Diabetes/Hypoglycemia
, Pre-Menopause or Menopausal Symptoms .. . . ..
Depression, Withdrawal or Despondency ............ a a a a a M H&M” mmﬂmmmw“_m:a
Poor Vision, Blurred Vision or Macular Degeneration ... .1 a | | A O Relieve Allergy/Asthma Symptoms
Joint Pain, Arthritis or Sports Injuries. . .. ............ a a a a a O Improve Mental Alertness, Memory & Concentration
Leg Cramps, Muscle Twitching or Muscle Weakness . . . . 1 U a | U O Relieve PMS Symptoms
Tremors Or Trembling In Hands, Feet, Eyelids or Tongue. . 4 a a a a O Relieve Pre-Menopause or Menopausal Symptoms
Diminished Touch Sensation or Aversion To Touch. . . . .. a a a 4 a
Bleeding Gums, Bad Breath or Metallic Taste in Mouth .. d a | J a 3 Improve Prostate Health )
Ulcers in Mouth or Digestive Tract. . . .. ............. 0 a a Q a -l Improve ADD/ADHD or Autism Symptoms
Digestive Disorders, Heartburn or Indigestion . ... .. ... a a a a a 1 Improve Vision or Macular Degeneration
Constipation or Diarrea. . . . .......oooeuurennnn.. a a a a a 1 Reduce Joint Pain & Inflammation
FrequentUrination............................. a a a a a 3 Improve Digestive Disorders, Heartburn or Indigestion
Abdominal or Stomach Cramps ................... a | Q o | 1 Restore Aged or Damaged Skin
Skin Rashes or Skin Irritation . .. .................. a a Qa a a 3 Other:

Please continue this questionnaire on the next (back) of this page



If you are - or ever have been employed in any of the occupations below, Please List All Supplements

or if you are involved in any similar activities as hobbies, please check all that apply: You Currently Use
(4 Agricultural Products (4 Fireman (1 Nail Technician
(d Asbestos Abatement (4 Volunteer Fire Dept. (1 Paint Manufacturing
d  Auto Mechanic (d Firing Range (d Painter (Residential or Commercial)
(1 Battery Manufacturing (4 Fishermen - Longshoreman (1 Painter (Fine Art)
(1 Battery Recycling (4 Fluorescent Tube Manufacturing (4 Petrochemicals
(a1 Canning Plant (4 Foundry Worker (d Pharmaceutical Manufacturing
(a1 Carpentry (4 Glass Manufacturing (1 Plastic Product Manufacturing
(a  Ceramic Manufacturing (1 Glassblower (d  Plumbing
(d  Ceramics (Fine Art) d  Glass Artist (J  Plumbing Supply Manufacturing
(a Construction (4 Grinder Operator (1 Policeman
(d  Computer Manufacturing (d Hairdresser (1 Potter
(d  Computer (Business - Personal) (1 Hazardous Materials (4 Preservative Manufacturing
(d  Cosmetic Manufacturing (1 Home Renovation/Demolition (4 Printing
(d Cosmetologist d  Ink Manufacturer (1 Refining
(d  Cosmetic/Nail Polish User a  Jeweler (d Search And Rescue
(1 Dentist (1 Laboratory (J  Shipyard Are Your Currently Taking
1 Dental Assistant or Hygenist a  Landfill [ Ship Repairs Prescription Medications For Any Of The
(d  Dental Lab d  Landscaping 4 Shooting Instructor Following Conditions?
(1 Diesel Equipment Mechanic (1 Lapidary Artist (J  Smelting Plant O Diabetes O Heart Disease
0 o<=m3% Manufacturing (a1 Lawn Care . a mo_%::@ . O High Cholesterol O Anti-Inflammatories
(d  Dynamiter (d Lumber Processing (J Stained Glass Artist 3 HighBlood Pressure 1 Pain Killers
(1 Electronic Assembly (d  Lumber Yard (a1  Tanner
(d Electronic Component Manufacturing [ Metal Recycling (1 Tattoo Artist Other:
(d Explosives (1 Metal Sculptor (1  Tire Industry
(d Engraver (a1  Military 1  Truck Mechanic
d  Fertilizer Manufacturing Army, Navy, Airforce or Marines (1 Waste Handler
d  Fiberglass Manufacturing 1 Deployed Overseas (Check If Military) (4 Welding
(1 Fiberglass Installation (d  Mining (1 Well Digging

YES NO

Do you take nutritional supplements of any kind?. .. ... - - We appreciate the time it has taken you to complete this survey.
Do you take herbal supplements of any kind?......... a -
Are you familiar with the benefits of detoxification? . . . . a Q This information may give your doctor vital information
Do you feel that you eat a healthy diet? ............. a 0 to help you improve your overall health and well-being.
Do you exercise regularly? ....................... | |
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