Chiropractic Registration and History

                    Patient History

Date _______________

Social Security #_______________________________

Patient Name _________________________________

                                         First, Middle, Last

Address ______________________________________

____________________________________________

E-Mail ______________________________________

Sex             _____ Male                _____ Female

Age ________


Birthdate ___________

____ Married    ____ Widowed    ____ Single

____ Minor       ____ Separated   ____ Divorced

____ Partnered

Employer _____________________________________

Occupation ___________________________________

Employer Address ______________________________

____________________________________________

Employer Phone ________________________________

Spouse’s Name _________________________________

Spouse’s Employer ______________________________

Whom may we thank for referring you? _______________

____________________________________________

Cell Phone ____________________________________

Home Phone __________________________________

Best time and place to reach you ____________________

____________________________________________

In case of emergency, contact:

Name _______________________________________

Home Phone __________________________________

Work Phone __________________________________

Relationship __________________________________



      Patient Condition

Reason for visit ________________________________

___________________________________________

When did your symptoms appear? ___________________

___________________________________________

Is this condition getting progressively worse?

____ yes     ____ no     ____ unknown

Rate the severity of your pain on a scale from 1 (least pain)

to 10 (severe pain) _____

Type of pain:  ____ Sharp     ____ Dull     ____ Throbbing

____ Numbness     ____ Aching     ____ Burning     

____ Shooting     ____ Tingling     ____ Cramps     



____ Stiffness     ____Swelling     ____ Other



How often do you have this pain? _________________


Is it constant or comes and goes? __________________



Does it interfere with your, ____ Work     ____ Sleep



____ Daily Routine     ____ Recreation?



Activities or movements that are painful to perform,



____ Sitting     ____ Standing     ____ Walking



____ Bending     ____ Lying down?

                        Insurance Information



Who is responsible for this account? ________________



__________________________________________



Relation to patient ____________________________



Insurance Company ___________________________



Group # ___________________________________



Additional insurance? __________________________



Subscriber’s Name ____________________________



Birthdate _____________  SS # ________________



Relation to patient ____________________________



Insurance Company ___________________________



Group # ___________________________________



                        Assignment and Release



I certify that I, and/or my dependent(s) have insurance 



coverage with _______________________________



and assign directly to Chiropractic Solutions of Gainesville



all insurance benefits, if any, otherwise payable to me for



services rendered. I understand that I am financially 



responsible for all charges whether or not paid by insurance.



I authorize the use of my signature on all insurance 



submissions. Chiropractic Solutions of Gainesville may use 



my health care information and may disclose such 



information to the above mentioned insurance company(ies)



and their agents for the purpose of obtaining payment for



services and determining insurance benefits or the benefits



payable for related services.



__________________________________________



  Signature of Patient,Parent,Guardian or Representative



__________________________________________



                                  Please print name



__________________              _________________



                Date                                   Relation to Patient


        Health History

What treatment have you already received for your condition?

____ Medications    ____ Surgery    ____ Physical Therapy

____ Chiropractic    ____ None        ____ Other

Name of other doctor(s) who have treated you for your 

Condition ____________________________________

Date of last:  Physical Exam _______   Blood Test ______

Spinal x-ray ______   Chest x-ray ______ 

Urine Test ______   MRI,CT or Bone scan ____________

Place a check mark if you have had any of the following:

Allergies ____
       Fever ____
                    Chills ____


Fatigue ____
     Cancer ____
   Thyroid Disease ____

Drug Abuse ____
   Diabetes ____
        Loss of Sleep ____

Gas ____
                  Nausea ____
             Vomiting ____
                 Ulcers ____
   Jaundice ____
                 Hernia ____


Diarrhea ____   Constipation ____        Hemorrhoids ____
    Cough ____               Asthma ____           Pneumonia ____
 Tuberculosis ____
                               Pain over heart ____


Previous heart trouble ____                 Ankle swelling ____


Varicose veins ____     Stroke ____                Itching ____


Bruising easily ____                           Change in moles ____


Skin Cancer ____                           Frequent urination ____


Painful urination ____                         Blood in urine ____


Kidney Disease ____                       Urinary infection ____


Breast Lump ____                         Venereal Infection ____


Sexual Difficulties ____               Irregular heartbeat ____

Weakness ____
   Tremors ____
           Twitching ____

Headache ____
  Fainting ____
            Dizziness ____

Convulsions ____                            Epilepsy/Seizures ____

Mental Disorder ____                                   Arthritis ____


Nervousness ____
                                 Sinus Trouble ____

Pain in the eyes ____                                    Deafness ____

Difficulty starting urine flow ____          HIV/HepC ____

Get up at night to urinate ____              Appendicitis ____

Difficulty Swallowing ____                 Poor Appetite ____

Difficulty breathing ____                Dental Problems ____

Pain over abdomen ____                      Spitting Blood ____
Inability to control urination ____     Liver Problems ____

Gall Bladder Problems ____                Poor Digestion ____ 


Spitting Phlegm ____              Black or Bloody Stools ____

Women Only:   Painful periods ____  Excessive flow ____

Irregular cycles ____             Vaginal burning/itching ____

Hot Flashes ____

           Date of last period ____

Date of last pap smear ____          Are you pregnant? ____

Exercise:   None ____       Moderate ____        Daily ____

                Heavy ____

Work Activity:   Sitting ____                       Standing ____

                   Light Labor ____                Heavy Labor ____

Habits:       Smoking ____                               Alcohol ____    

Coffee/Caffeine Drinks ____             High stress level ____



Please list any injuries/surgeries you have had: 



(describe and list dates)



Falls _____________________________________



Head Injuries _______________________________



Broken bones ________________________________



Dislocations ________________________________



Surgeries ___________________________________



                         Accident Information



Is this condition due to an accident? ________________



Date ______________________________________



Type of accident:  Auto ____    Work ____     Other ____



To whom have you made a report of your accident?



Auto Insurance ____  Employer ____  Worker comp.___



Attorney name (if applicable) _____________________



            Medication/Supplements/Allergies



Medications: ________________________________



__________________________________________



__________________________________________



Allergies:___________________________________

__________________________________________

Vitamins/Herbs: _____________________________

__________________________________________

__________________________________________

      Pain Chart

Please mark an “x” on the picture where you have pain,

numbness, or tingling.



