Greene
Chiropract;(c

COMMITED TO GETTING YOU WELL

PLEASE FILL OUT COMPLETELY AND SIGN WHERE INDICATED

PATIENT INFORMATION

Last Name First Name Middle Initial Nickname
Street or Mailing Address City State Zip Code
Gender: (JMale (JFemale Date of Birth: No of Children: Home phone:
Marital Status: (JS (OM (OD (OJW (Other Spouse Name: Cell phone:

Soc. Sec. No: Driver's License #: State Issued: Work phone:
Currently employed? (DYes ([INo Occupation: Employer:

E-mail: Referred By:

Your email will NOT be shared with any 31 parties, and is used for general office announcements and promotions.

Closest relative besides your spouse: Day Time Phone:

INSURANCE INFORMATION

Do you have health insurance? (DYes (No If yes: Name of Company: (Please provide your member card)
Is your visit related to a work injury? (*) [JYes (ONo If yes: Name of Company: Injury date:
Is this visit related to an auto accident? (*) (JYes [ONo If yes: Name of Company: Accident date:

(*)Please provide Insurance Company Information:

Phone number: . Claim #: Contact person:

INSURANCE MEMBER OR RESPONSIBLE PARTY FOR PAYMENT

Last Name First Name Middle Initial Nickname
Street or Mailing Address City State Zip Code
Gender: (JMale (JFemale Date of Birth: Home phone:
Relationship to Patient: Cell phone:

Soc. Sec. No: Driver's License #: State Issued: Work phone:
Currently employed? (DJYes (JNo Occupation: Employer:

| authorize the release of any medical information necessary to processing this claim and all future claims. | also
authorize payment of medical benefits to undersigned provider or supplier for these services and all future claims.

X

Please sign

/ understand and agree that health/accident insurance policies are an arrangement between an insurance carrier and me. | understand
and agree that all services rendered fto me and charged are my personal responsibility for timely payment. | understand that if | suspend

or terminate my care/treatment, any fees for professional services rendered to me will be immediately due and payable.

Patient signature Date:

Or Guardian’s signature Date:




Patient Name:

1. Is today's problem caused by: o Auto Accident o Workman's Compensation

2. Indicate on the drawings below where you have pain/symptoms

3. How often do you experience you'r symptoms?

o Constantly (76-100% of the time) o Occasionally (26-50% of the time)
o Frequently (51-75% of the time) o Intermittently (1-25% of the time)
4. How would you describe the type of pain?
o Sharp o Numb
o Dull o Tingly
o Diffuse o Sharp with motion
o Achy o Shooting with motion
o Burning o Stabbing with motion
o Shooting o Electric like with motion
o Stiff o Other:
5. How are your symptoms changing with time?
o Getting Worse o Staying the Same o Getting Better

6. Using a scale from 0-10 (10 being the worst), how would you rate your problem?
0 1 2 3 4 5 6 7 8 9 10 (Pleasecircle)

7. How much has the problem interfered with your work?

o Not at all o A little bit o Moderately o Quite a bit o Extremely
8. How much has the problem interfered with your social activities?

o Not at all o A little bit o Moderately Quite a bit o Extremely
9. Who else have you seen for your problem?

o Chiropractor o Neurologist o Primary Care Physician

o ER physician o Orthopedist o Other:

o Massage Therapist o Physical Therapist o No one

10. How long have you had this problem?

11. How do you think your problem began?

12. Do you consider this problem to be severe?
o Yes o Yes, at times o No

13. What aggravates your problem?

14. What alleviates your condition?

15. What concerns you the most about your problem; what does it prevent you from doing?

16. What is your: Height Weight DOB Age

Occupation

17. How would you rate your overall Health?
o Excellent o Very Good o Good o Fair o Poor



Patient Name:

18. What type of exercise do you do?
o Stenuous o Moderate o Light o None

19. Indicate if you have any immediate family members with any of the following:
o Rheumatoid Arthritis o Diabetes o Lupus
o Heart Problems o Cancer o ALS

20. For each of the conditions listed below, place a check in the "past" column if you have had the condition in the past. If you
presently have a condition listed below, place a check in the "present" column.
Past Present Past Present Past Present

o o Headaches | o High Blood Pressure o o Diabetes

o o Neck Pain | o Heart Attack mi o Excessive Thirst

i o Upper Back Pain i o Chest Pains i o Frequent Urination
o o Mid Back Pain o o Stroke i o Smoking/Tobacco Use
m] o Low Back Pain O o Angina O O Drug/Alcohol Dependance
o o Shoulder Pain o o Kidney Stones i o Allergies

o o Elbow/Upper Arm Pain | o Kidney Disorders i o Depression

O o Wrist Pain m o Bladder Infection m o Systemic Lupus

o o Hand Pain o o Painful Urination o o Epilepsy

o o Hip Pain o o Loss of Bladder Control o 0O Dermatitis/Eczema/Rash
| o Upper Leg Pain | o Prostate Problems o o HIV/AIDS

i o Knee Pain i o Abnormal Weight Gain/Loss

o o Ankle/Foot Pain o o Loss of Appetite For Females Only

o o Jaw Pain o o Abdominal Pain i o Birth Control Pills

o o Joint Pain/Stiffness o o Ulcer i o Hormonal Replacement
o o Arthritis o o Hepatitis mi o Pregnancy

O o Rheumatoid Arthritis m o Liver/Gall Bladder Disorder

m o Cancer m o General Fatigue

o o Tumor | o Muscular Incoordination

o o Asthma o o Visual Disturbances

i o Chronic Sinusitis i o Dizziness

] o Other:

21. List all prescription medications you are currently taking:

22. List all of the over-the-counter medications you are currently taking:

23. List all surgical procedures you have had:

24. What activities do you do at work?

o Sit:

o Stand:

o Computer work:
o On the phone:

o Most of the day
o Most of the day
o Most of the day
o Most of the day

o Half the day
o Half the day
o Half the day
o Half of the day

o A little of the day
o A little of the day
o A little of the day
o A little of the day

25. What activities do you do outside of work?

26. Have you seen a chiropractor before? ONo  OYes

27. Have you ever been hospitalized? o No o Yes
If yes, why?

28. Have you had significant past trauma? o No o Yes

29. Anything else pertinent to your visit today?




PATIENT ACKNOWLEDGEMENT OF
RECEIPT OF NOTICE

| hereby acknowledge receipt of the Notice of Privacy Practices for Greene Chiropractic
regarding my health information. | have been informed and understand the manner in which my health
information shall be maintained, utilized and disclosed by Clinic and my respective rights contained
there in. | also understand that the Notice furnished to me is subject to change at any time. | am aware
that | may obtain a current copy of this Notice at any time by contacting Christopher Greene, D.C.,
1145 S. Camino del Rio, Suite #120, Durango, CO 81303, 970-375-1590.

My signature herein below constitutes full acknowledgement that | have furnished a copy of the
Notice of Privacy Practices for Greene Chiropractic.

Patient Signature Date
Patient’s Legal Representative Date
if required

If signed by patient’s legal representative, please state representative’s relationship to patient:




