@ ! EVEREST CHIROPRACTIC CLINIC
! CONFIDENTIAL PATIENT INFORMATION

Name
(Last) (First) (M)
Social Security No. Birthdate Age

Marital: OSingle OMarried OSeparated ODivorced OWidowed Number of Children:

Address Apt#
City State Zip
Home phone Cell phone Email
Occupation Employer
Employer’s Address Office Phone Ext
Name of Husband or Wife Employer
Race / Ethnicity: CIWhite/Caucasian  [Hispanic/Latino/Spanish ~ [JAsian O Black/African American
O Native Hawaiian [JAmerican Indian O Other
Language: OEnglish OSpanish OAsian O Other

HOW DID YOU FIND OUT ABOUT OUR CLINIC ?

O YellowPages O Sign O Internet OO Ad (Please state where)

O Other person’s recommendation (Please list their name)

O Other (Please Specify)

PLEASE LIST YOUR MAIN COMPLAINT

What treatment have you received for this problem ?

Is condition due to: Work Injury OYes [ONo Auto Accident OYes [No Other Accident OYes [ONo

If yes checked above: Date of Injury Did you miss time at work? Yes ONo

PLEASE PRESENT YOUR INSURANCE CARD TO BE PHOTOCOPIED

Name of person responsible for payment

Are You Insured? OYes [ONo Insurance Company Name

Please note we cannot guarantee payment by any insurance company or government program.
Any Unpaid portion of an insurance claim is the patient’s responsibility. All past due
accounts are subject to a 1.5 percent monthly finance charge and rebilling charges.

PATIENT SIGNATURE = DATE

(If patient is a minor, signature of parent or guardian authorizing treatment)

(PLEASE FILL OUT BACK OF THIS FORM) =



¥

REVIEW OF SYSTEMS ( Please check the box if You currently have or have experienced recently)

CARDIOVASCLUAR RESPIRATORY NEUROLOGICAL MUSCULOSKELETAL SKIN

OShortness of Breath OCough CIHeadaches OlJoint Pain, Swelling ORash/Sores
CChest pain OCoughing Blood ODizzy Light-headed [OMuscle Pain OLesions
ORapid Heartbeat OShortness of Breath CTremors shaking OBack Pain Olcthing/Burning
OSwelling feet/ hands COOWheezing OONumbness OCold Hands/Feet

HEALTH HISTORY _(Please check the box if You were ever diagnosed with, or suffered from these conditions)
OAIDS or HIV Virus OCancer OHigh Blood Pressure ClHepatitis/Liver Problems CBack Problems
OMuscle/Nerve Disorders OHeart Disease =~ CDiabetes ORespiratory /Asthma ONeck Problems
ODizziness / Vertigo OHeart Attack OHeadache/Migraine OEpilepsy / Seizures OLung Disease
OStomach Problems OStroke OKidney Problems O Arthritis OBowel Problems

ODepression/Anxiety OAlcohol Issues  OODrug/Substance Abuse
Have you suffered from any other serious disease or medical problem? (Please describe):

FAMILY HISTORY (Please check the box if any Family Member has been diagnosed with any of the following.)
OCancer OHigh Blood Pressure OHeart Attack OStroke OKidney Problems

COHeart Disease  [Diabetes ORespiratory/ Lung problems OHepatitis/Liver Problems

History of any other health problems that run in your family?

Please list your: Current height Current weight
Have you ever broken a bone? [OYes [ONo  Have you ever been hospitalized for any illness or surgery? OYes [ONo
Have you been treated by a doctor for any health conditions in the last year? O0Yes [CINo

Name of your family physician Clinic Name:

Have you ever been involved in a car accident or other serious accident or fall? OYes [ONo
Any serious accidents or falls within the last year? OYes [INo

List your current prescription medications and non prescription medications you are currently taking: 1 None

List your current Allergies (medications, other ): 1 None

List; vitamins, minerals or herbal supplements you are taking: 1 None

HEALTH HABITS

Do you smoke cigarettes or tobacco?  [ONever OFormer Smoker OCurrent Smoker _ packs per day

Caffeine drinks; coffee, soda, tea, etc? [No O1-2 per day O3-5 per day 06 or more per day

Do you drink alcohol? ONo [J1-3 drinks / week O4-10 drinks / week 011 or more drinks /week
Do you use Street/Recreational Drugs? [INo OYes

Do you exercise regularly? ONo [1-2 times per week 3 or more times per week

Rate the current level of stress you feel. 1-10 ( 10 being the highest level of stress)

FEMALE ONLY:
Are you pregnant [IYes [ONo

SIGNATURE = DATE

Everest Chiropractic Clinic S.C. 5406 Alderson St. Weston, W1 54476




EVEREST CHIROPRACTIC CLINIC, S.C. VAS ANALOG PAIN SCALE

Name: Date:

Mark the area on your body where you feel the described sensation. Use the appropriate symbol.

Numbness - ---- Pins & 00000 Burning xxxxx Stabbing ///// Aching (((((
————— Needles 00000 Pain  xxxxx Pain I Pain  (((((

—

&S
£,

No Pain 0 1 2 3 4 3 6 7 8 9 10 | Unbearable

Pain
Circle'your pain estimate
How often do you experience your symptoms? How Are your symptoms changing?
O Constantly (76-100 % of the day) O Getting Better
O Frequently (51-75% of the day) OO0 Not Changing
OO Occasionally (26-50 % of the day) O Getting Worse

O Intermittently (0-25 % of the day)




