FIELDS CHIROPRACTIC

L

REGISTRATION AND HISTORY

Patient | nfor mation

Insurance Assignment and Release

Date:
| certify that I, and/or my dependents have insurance
SS# coverage and assign directlyRi@ ds Chiropractic
Clinics, PA. all insurance benefits, angtherwise payablg
Last Name: to this clinic for services rendered. | understand that | am
financially responsible for all charges whether or not paid
First Name: Middle: by insurance. | authorize the use of my signature on all
insurance submissions.
StreetAddress:
Fields Chiropractic Clinics, R. may use my health care
City: information and may disclose such information to my
insurance company and their agents for the purpose of
State: Zip Code: obtaining payment for services and determining insurgnce
benefits of the benefits payable for related services.
E-mail:
Sex: M F Signature of Patient or Guardian
Birthdate:
Please Print Name
Marital Status:[1Single [ ] Married [J Divorced
[JSeparated [ Partnered
Date:
Occupation:
Employer/School: Relationship to Patient:
Spouses Name:
Spouses Birthdate: Accident I nformation
0000 0000OC0OCGCOOEOGNOGNOSOEOSNONOIO
Spouses SS#: Is condition related to an accident? [Jyes [no
Spouse Emp|0yer' Date of accident:
Whom may we thank for referring you? Type of accident: UJAuto DJWork [JHomeJOther
PhoneNumbers To whom have you made a report of your accident?
0000000000000 000000000000 [JAuto Insurance [JAttorney  [1 Employer
Home: Work:
Attorney Name:
Cell: Other:
Insurance Company:
Emergency Contact: _
InsuranceAdjuster:
Relationship:

Phone Number:

Phone Number:

Claim Number:




Patient Condition

Reason for Visit:

When did your symptomsappear ?

I sthiscondition getting progr essively wor se? yes no

Ratethe severity of your pain on ascalefrom 1 (least) to 10 (severepain).
1 2 3 4 5 6 7 8 9 10

Typeof Pain: (Pleasecircleall that apply)

Sharp Dull Throbbing Numbness Aching Shooting
Burning Tingling Cramps Stiffness Swelling Other

How often doyou havethispain? (Pleasecircle) Daily Weekly Monthly Yearly
I sthepain constant? yes no Doesthepain comeand go? yes no

Doesthepain interferewith: work  sleep daily routine recreation

Activitiesor movementsthat arepainful to perform;
sitting standing walking bending lying down driving

What treatments, if any, haveyou already received for your condition?
medical surgery physical therapy chiropractic other

Nameof other doctor (s) who havetreated you for your condition.

Pleasecircleany of thefollowing condition(s) that you havehad:

AIDS/HIV Cancer Herniated Disc Parkinsors Disease ~ Tumors
Alcoholism Chemical Dependency Herpes Pinched Nerve Ulcers

Allergy Shots Diabetes High Blood Pressure  Polio Venereal Disease
Anemia Emphysema High Cholesterol Prostate Problem Whooping Cough
Anorexia Epilepsy Kidneys Disease Prosthesis

Appendicitis Fracture Liver Disease Psychiatric Care

Arthritis Goiter Migraine Headache = Rheumatoidirthritis

Asthma Gout Miscarriage Stroke

Bleeding Disorders Heart Disease Multiple Sclerosis SuicideAttempt

Breast Lump Hepatitis Osteoporosis Thyroid Problem

Bulimia Hernia Pacemaker Tuberculosis

EXERCISE WORKACTIVITY HABITS PREGNANT

None Sitting Smoking

Moderate Standing Alcohol Yes / No

Daily Light Labor Coffee/Caffeine

Heavy Heavy Labor High Stress Due Date:

INJURIES/SURGERIESY OUHAVE HAD: LIST ALL CURRENT MEDICATIONS




