PATIENT PERSONAL/CONFIDENTIAL DATA

Date

Name

Address

City State Zip

Home Phone Work Phone

Cell Number e-mail
SexOM O F Age Birthdate

[] single [ Married [] Widowed [ Separated [ Divorced

Patient’s SS#

Employer

Occupation

Employer’s Address

Spouse/Parent Name

INSURANCE INFORMATION

Who is responsible for this account?

Insured’s
Birthdate SS#

Relationship to Patient

Ins Co ID#
Is patient covered by additional insurance? Yes __ No
Ins Co ID#

ASSIGNMENT AND RELEASE

1, the undersigned certify that 1 (or my dependant) have insurance coverage
with_ and assign dircctly to Dr. John D.
Chiaf, D. C. all insurance benefits, if any. otherwise payvable to me for
services rendered. | understand that | am financially responsible for all
charges whether or not paid by insurance. | hereby authorize the doctor to
release all information necessary to secure the payment of benefits. |
authorize the use of this signature on all insurance submissions.

Spouse/Parent Employer

Responsible Party Signature Date

Spouse/Parent Work Phone

In case of an emergency Contact:

Phone

Whom may we thank for referring you?

Medications:

PLEASE DESCRIBE PRESENT MAJOR COMPLAINTS:

Please Rate Your symptoms (1-10, with 1 being least serious and 10 being worst)

1.

2.

3.

4.

5.

6.

SYMPTOMS DEVELOPED FROM: QJOB INJURY QAUTO ACCIDENT QOTHER QILLNESS JUNKNOWN

WHEN DID YOUR SYMPTOMS APPEAR?

SYMPTOMS ARE WORSE:OMORNING QAFTERNOON QONIGHT SYMPTOMS: DQCOME & GO UOCONSTANT
SYMPTOMS HAVE PERSISTED FOR # HOUR(S) DAY(S) _ WEEK(S) __ MONTH(S) __ YEAR(S)

HAVE YOU EVER HAD THIS BEFORE: ONO

WHEN?

NAME AND LOCATION OF DOCTORS PREVIOUSLY SEEN FOR PRESENT CONDITION(S):

PLEASE CHECK THE ACTIVITIES THAT AGGRAVATE YOUR CONDITION:
CIBENDING QREACHING QSTRAINING AT STOOL QCOUGHING QSITTING QTURNING HEAD
QLIFTING QSNEEZING OWALKING ULYING DOWN QSTANDING

PLEASE CHECK THE ACTIVITIES THAT RELIEVE YOUR CONDITION:
UBENDING QSITTING QLIFTING QSTANDING QLYING DOWN OTURNING HEAD UREACHING OWALKING




NAME DATE

PLEASE CHECK ANY ADDITIONAL SYMPTOMS YOU MAY BE EXPERIENCING:

Oblurred vision dbuzzing in ears Ucold feet Ucold hands Ocold sweats Qconcentration loss confusion
Oconstipation Odepression /weeping spells Udiarrhea Udizziness Oface flushed Ofainting Qfatigue Dfever Ohead
seems too heavy headaches Qinsomnia Wlight bothers eyes Qloss of balance Qloss of smell Qloss of taste Qlow
resistance to colds muscle jerking Lnumbness in fingers numbness in toes Opins and needies in arms Qpins and
needles in legs Oringing in ears shortness of breath Ostiff neck stomach upset d none

ARE YOU PREGNANT ONO QOYES DATE OF LAST MENSTRUAL PERIOD
ME_D|CAL HISTORY (Please indicate which conditions you have had by marking appropriate boxes).

a AIDS Q convulsions a HIV/ARC O poor circulation
[l anemia O diabetes O kidney disorder O hepatitis

Q arthritis O indigestion O bowel controlloss 0O rheumatic fever
U bladder trouble O dislocated joints O menstrual cramps U rheumatism

O bonefracture QO epilepsy O multiple sclerosis O scarlet fever

a cancer O Germanmeasles 0O muscular dystrophy O sinus trouble

O chest pain O headaches O neck pain O tuberculosis

O concussion O heart trouble O nervousness O venereal disease
d asthma U reproductive disorders U numbness

O back pain O high blood pressure Q polio

Have you been treated by a physician for any health condition in the last year? QYes QONo

Describe Condition Date of Last Physical Exam

SURGICAL HISTORY:

1. Date:
2. Date:
3. Date:

Have you ever had a metal implant? OYes QONo

| hereby authorize and release the doctor and whom ever he may designate as his assistants to administer treatment, physical
examination, x-ray studies, laboratory procedures, chiropractic care or any clinic services that he deems necessary in my case; and |
further authorize him to disclose al! or any part of my (patient's) record to any person or corporation which is or may be liable under a
contract to the clinic or to the patient or to a family member or employer of the patient for all or part of the clinic's charge, including and
not limited, to hospital or medical services companies, insurance companies, workers compensation carriers, welfare funds or the
patient's employer.

Patient's Signature: Date:

The Fee for treatment X-rays is for analysis only. The film itself is the property of this office. Once films are used for
treatment purposes they cannot be released. Copies may be made if necessary and only with advance two-week notice.
The PRE-PAID fee for these copies is $10.00 for each film.

Patient's Signature: Date:

0000000 cccccccccceeeDO NOT WRITE BELOW THIS LINEeeocececcoccccocococsccccoe

Doctor’s Signature Patient Accepted  Yes _ No




