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Patlent Information -

Data

Patient Name

Last Name'
First Nama . Middle iniflal
Address_
City
State Zip
E-rail
Sex OOM [OF Age
Birthdate
[ Married {7 Widowed [1 Single 1 Minor

[} Separated [ Divorced [ Partnered for years

Qccupation

Patient Employer/School

Employer/Schoot Address

Empioyer/School Phone ( )

Spouse's Name

Birthdate

Insurance.

#:

ASSIGNMENT AND RELEASE
| certify that i, and/or my dependent(s), have insurance coverage with

and assign directly to

Name of Insurance Company(les)
e < i
Dr_oefeMI T _ all insurance benefits,

“If any, otherwise payable to me for services rendered, | understand that | am

financlally responsible for all charges whether or not paid by insurance. |
authorize the use of my signalure on all insurance submissicns.

The above-named doctor may use my health care informalion and may disclose
such information to the abeve-named Insurance Company{les) and their agents
for the purpose of obtaining payment for gervices and determining insurance
benefits or the beneflts payable for related services. This consent will enu when

"my current treatment plan is completed or one yaar from the date signed balow.

e

E

SpOLISLG'S Employer

Signature of Patiept, Parent, Guardian or Parsenal Representative

Whom may we thank for referring you?

Pleage prinl name of Patient, Parent, Guardian or Personal Representative

Date Relationship to Patient

Phone Numbers

Home Phone (_______)

Coli Phone ( ) ‘ =

Best fime and place to reach ybu ;

N CASE OF EMERGENCY, CONTACT i
Name

Reiationship

Home Phone ( )

Work Phone { ).

Accident Information

[s condition due to an accident? (] Yes [] No

Date

1 Type of accident (3 Auto ClWork [JHome [JOther

To whom.have you made a report of your accident?
[} Auto Insurance [7] Employer [JWorker Comp. []Other

Attorney Name (if applicable)

- Patient Condition

Reason for Visit

When did your symptoms appear?

Is this condition getting progressively worse? [JYes [JNo [ Unknown
Mark an X on the picture where you continue to have pain, numbnass, or tingling.
Rata the severity of your pain on & scale from 1 (least pain) to 10 {severs pain)

Type of pain: [I8harp  [JDul (O Throbbing (] Numbness [ Aching [ Shooting
. [3Burning [ Tingiing [J Cramps {7 Stiffness [ Swelling (] Other

How often do you have this pain?

I5 It constant or-does it come and go?

Doss it interfere with your [[JWork. [0 Slesp [ Daily Routine

] Recreation

Activities or movements that are painful to perform [ Sitting [ Standing ] Watking {7 Bendlnu M Lvina Down




What treatment have you already-racelved for ydur condition? [ Medications [ -Surgery [ Physical Therapy
(7 Chiropractic Services  [J'None {7 Other
Name and address of other docter(s) who have treated you for your condition
Date of Last:  Physicat Exam_ ' Splnal X-Ray Biood Test
Spinal Exam Chest X-Ray Urlﬁe Tost
DentdrX-Ray MRI, CT-8¢an, Bong Scan [
Place a mark on "Yeg" or "No” to Indicate If you have h_ad any of the following:
AIDSMIV: (e [Ne™ Dldbategi: i [Yes LINo . Migrale o L oo R Flves. [TINo
Alcoholism QYes [ONo  Emphysema [JYes I No ""H‘B'_aﬂaches- [TVes. (I'No OVYes [INo
Allergy Shots  [IYes ([JNo:~ Epllapsy C)Yes [ONo Miscarlage a Yﬂ? "ONo giroke DYes [JNo
Anamia Clves [ONo  Fraclures Clves [TINo M_"_”"”“""WS'S CYes [INo g eie Atternpl  [JYes [INo
Anorexia [CYes [JNo  Glaucoma [IYes [JNo MultipleScleresis [1Yes CINo  yporid problems [JYes ) No
Appendiuilis [lYes [JNo  Golter [JYes [JNo Mumps L (Yes OINO.  rongyis CiYes [)No
Arthritis ClYes [INo  Gonorrhea [JYes [JNo Oateoporasls - [JYes. [INO- . «quermiogis (JYes [ No
Asthma ClYes [INe  Gout CJYes [JNo Pacemaker DYes [INo Tumers,:Growths {JYes [} No
Blaeding Heart Disease  [JYes [JNo  Farkinson's Typhold Fevar  [JYes [JNo
Disorders Oves CINO  pgnathi v N Disease CIYes (JNo -
epailtis [CIYes [ No Pinched N v N Ulcers OvYes {7 No
Breast Lump [dYes {JNo Harnla CYes [JNo nched erve D» os [JNo Veoinal Infacti ¥ N
, . - Rnaumanla ClYes [ No ginacn a_c_: fons [) Yas U ¢
Bronchilis OYes [ Ne : A . o - . ,
: . Hernlated Disk . [¥es. [J.Ne, Polle” [l Yos <CYNG Ven_f_area! Digbgsg L CYes [2) No
Bulimia (OYes [INo Herpes Clves [} No Whooplng Cough [JYes [J.No
Cancer ClYes [ No Prostate Problem [JJYes [ No
High Cholesterol [JYes ([ No o | Other
Cataracts ClYes (ONo rosthesls CYes [JNo
Kidney Disease [JYas [ No £ ——
Psychlatric Care  [J Yes [] No
Chamical Liver Disease CYes [JNe :
Dgpendency  [OJYes [JNo Moas! Oves LN Rheumatold
68 o
Chicken Pox OYes [JNo easles ‘ Arthritls CYes []No
EXERCISE WORK ACTIVITY ‘HABITS |
[] None [ Sltting 7} Smoking Packs/Day
(] Moderate {7 standing [0 Algohol Drinks/Week R
[ Dally D Light Labor - [ Cotfee/Calteina.Drinks Cups/Day ._.
(7 Haavy [0 Heavy Labor ] H!gh Stress Level ~ Reason
Ara you pregnant? [JJYes [J No Due Date {
injurigs/Surgeries you have had Descriptlon Date
Falls
Head Injuries
Brokan Bones
Distocations - -
Surgerles
. . ' - _
o YMedications ~{ . Allergies - |Vitamins/Herbs/Minerals
Pharmacy Nathe
Pharmaoy Phone )




Chiropractic Nutrition Solutions Pllc
1931 Richmond Ave Houston, TX 77098

Patient’s Affirmation of Receipt of HIPPA Privacy Rights

I hereby acknowledge receipt of Chirorpactic Nutrition Solutions HIPPA statement.

Affirmed,

Patient Name

Date

Cancelation/Reschedule Policy ;

You are required to provide a minimum of 24 hours’ notice to cancel or reschedule
an appointment. If you cancel, reschedule, or don’t show up for your appointment,
Chiropractic Nutrition Solutions has the right to charge and collect a $60 fee. We
understand life happens and will take into consideration extenuating circumstances
on a case by case hasis.

By signing below, you acknowledge that you have read and understand this policy.

Printed, Last Name, First Name

Signature

Date



