CHIROPRACTIC REGISTRATION AND HISTORY

PATIENT INFORMATION INSURANCE INFORMATION
'Date . Who is responsible for this _account?
: SS/HIC/Patient D # Relationship to Patient
_ Patient Name Insurance Co.
Last Name
Group #
: First-Name Wikl Tntiad Is patient covered by additional insurance? [[]Yes [JNo
Add
parase Subscriber’s Name
kol Birthdate ss#
Cit ) .
A Relationship to Patient
_ State Zip
- Insurance Co.
Sex M F Age
= L g Group #
Fijhdate ASSIGNMENT AND RELEASE
[ Married ] Widowed [ Single ] Minor I certify that I, andfor my dependent(s), have insurance coverage with
! . and assign directly to
[ Separated [7] Divorced [[] Partnered for years Name of Insurance Company(ies)
Patient Employer/School Dr. all insurance benefits, if
o . any, otherwise payable to me for services rendered. | understand that | am
ccupation financially responsible for all charges whether or not paid by insurance. | authorize
Employer/School Address the use of my signature on all insurance submissions.
The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
Employer/School Phone ( ) benefits or the benefits payable for related services. This consent will end when
, my current treatment plan is completed or one year from the date signed below,
Spouse’s Name
Birthdate i — .
Signature of Patient, Parent, Guardian or Personal Representative
SS#
Spouse'’s Employer " Please print name of Patient, Parent, Guardian or Personal Representative
‘Whom may we thank for referrin u? — _
¥ g yo Date Relationship to Patient
PHONE NUMBERS ACCIDENT INFORMATION
Cell Phone ( ) Home Phone ( ) Is condition due to an accident? [] Yes [] No Date
Best time and place to reach you Type of accident [JAuto [JWork [[JHome []Other
JIN CASE OF EMERGENCY, CONTACT : y
To whom have you made a report of your accident?
Name Relationship [J Auto Insurance [] Employer []Worker Comp. []Other
Home Phone ( ) Work Phone ( ) Attorney Name (if applicable)
PATIENT CONDITION
Reason for Visit
When did your symptoms appear? @
Is this condition getting progressively worse? []Yes. [JNo [ Unknown
Mark an X on the picture where you continue to have pain, numbness, or tingling.
" Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)
Type of pain: [[] Sharp ] Dull ] Throbbing [ Numbness [JAching  [] Shooting
(] Burning [] Tingling [] Cramps [ stiffness ~ [] Swelling [] Other
How often do you have this pain?
Is it constant or does it come and go?
Does it interfere with your [] Work  [] Sleep  [] Daily Routine [ ] Recreation
Activities or movements that are painful to perform [] Sitting [] Standing [] Walking [T] Bending [ Lying Down
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) HEALTH HISTORY

* What treatment have you aifgady.i':rééei\ie'd _fplf--'your'cohditio_n? [] Medications [ Surgery [ Physical T herapy. -

. [] Chiropractic Services . [] None “[[] Other

* Name and address of other doctor(s) who have treated you for your condition

~.Date of Last: . Physical Exam ___ Spinal X-Ray Blood Test _
Spinal Exam Chest X—Ray Urine Test
Dental X-Ray MRI, CT-Scan, Bone Scan

Place a mark on “Yes” or “No” to indicate if you have had any of the following:

AIDS/HIV [OYes []No Chicken Pox [OYes [JNo Liver Disease [OYes [INo Rheumatoid Arthritis (] Yes [] No

Alcoholism [OYes [[JNo Diabetes [OYes [CJNo Measles [OYes [ONo Rheumatic Fever []Yes []No
Allergy Shots [OYes [JNo Emphysema [JYes [1No Migraine Headaches[]Yes []No Scarlet Fever [dYes [No
Anemia [1Yes [ONo Epilepsy [OYes [INo Miscarriage CYes [JNo Stroke [JYes [1No
Anorexia [dYes [JNo Fractures [OYes [[JNo Mononucleosis [JYes [JNo Suicide Attempt [dYes [1No
Appendicitis [lYes [1No Glaucoma [OYes [JNo Multiple Sclerosis [JYes [[JNo  Thyroid Problems [JYes [No
Arthritis [JYes [INo  Goiter [OYes [INo Mumps [Yes [INo  Tonsillitis O Yes []No
Asthma [(JYes [JNo Gonorrhea . [dYes [No  Osteoporosis dYes [JNo Tuberculosis OYes []No
Bleeding Disorders [OYes [INo Gout- [JYes [INo Pacemaker [JYes [JNo  Tumors, Growths [JYes []No
Breast Lump O Yes []No . Heart Disease [JYes [No Parkinson's Disease[ ] Yes [JNo  Typhoid Fever [ Yes []No
Bronchitis [dYes [ No Hepalitis‘ [OJYes [JNo Pinched Nerve [OYes [IJNo Ulcers lYes []No
Bulimia [OYes [INo Hernia [OYes [INo Pneumonia [OYes [JNo Vaginal Infections [JYes [JNo
Cancer [JYes [ No He-miate'd Disk [OYes [No Polio ' [dYes [INo Venereal Disease []Yes []No
Cataracts [JYes [ONe Herpes [JYes [ No Prostate Problem [J]Yes [JNo Whooping Cough []Yes []No
Chermical High Cholesterol []Yes [INo Prosthesis [JYes [JNo  Other

Dependency [JYes [JNo Kidney Disease [DYes [[JNo Psychialric Care [JYes [JNo
EXERCISE WORK ACTIVITY HABITS
[ None [ Sitting : [C] Smoking Packs/Day
[J Moderate [] Standing [[] Alcohol Drinks/Week
[] Daily [[] Light Labor [ Coffee/Caffeine Drinks Cups/Day
[] Heavy (] Heavy Labor [ High Stress Level : Reason

Are you pregnant? []Yes [JNo Due Date

Injuries/Surgerieé you have had Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

_ MI_EDECA'_I'ION_S ' ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name

Pharmaéy Phone ( )




WORKEr COMPENSATION INFORMAaiION

Date _
PATIENT INFORMATION
Name Birthdate Soc. Sec.#
Address
Telephone. Occupation

EMPLOYER

Employer Name

Employer Address

Employer Telephone Injury Verified By (For Office Use)

Contact Person

WORKER COMPENSATION CARRIER (FOR OFFICE USE)

Worker Compensation Carrier

Carrier Address,

Carrier Phone Number ] Coverage Verified by,

Adjuster's Name Claim Number

INJURY INFORMATION

Date of Injury Time Oam  OPM

Place of Injury.

Accident reported to employer? [OYes [JNo Name of person you reported accident to

Give full description of how accident happened

Have you lost time fromwork?  [JYes [INo How much?

Other doctors seen for this condition:
Doctor's Name Diagnosis
Were X-Rays taken? [JYes [JNo Other Tests? [JYes [INo

If yes, by whom? Please list test(s) and result(s)

Any previous Worker Compensation injuries? [OYes [No Date(s) of previous injuries

Describe previous Worker Compensation injuries

AUTHORIZATION

I clearly understand and agree that all services rendered to me are charged directly to me and that | am personally responsible for payment in the
event that my claim for Workers Compensation benefits is denied.

Patient's Signature Date
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MY W W AanigiiinG
Department of Industrial Relations :
DIVISION OF WORKERS' COMPENSATION

EMPLOYEE’S CLAIM FOR
WORKERS’ COMPENSATION BENEFITS

If you are injured or become ill because of your job, you may be
entitled to workers’ compensation benefits. T

Complete the “Employee” section and give the form fo your
employer. Keep the copy marked “Employee’s Temporary
Receipt” until you receive the dated copy from your employer.
You may call the Division of Workers' Compensation at
1-800-736-7401 if you need help .in filling out this form or in
obtaining your benefits. An explanation of workers’
compensation benefits is included on the back of this form.

You should also have received a pamphlet from your employer
describing workers’ compensation benefits and the procedures to
obtain them.

Any person who makes or causes to be made any knowingly |
false or fraudulent material statement or material representation §
| for the purpose of obtaining or denying workers' compensation
benefits or payments is guilty of a felony.

Ejeparramenro de Relaciones Industriales
DIVISION DE COMPENSACION AL TRABAJADOR

PETICION DEL EMPLEADO PARA BENEFICIOS
DE COMPENSACION DEL TRABAJADOR

5i Ud. se ha lesionado o se ha enfermado a causa de su trabajo, Ud. tiene
derecho a recibir beneficios de compensacién al trabajador.

Complete la seccion “"Empleado” y entregue la forma a su empleador.
Quédese con la copia designada “Recibo Temporal del Empleado”
hasta que Ud. reciba la copia fechada de su empleador. Si Ud. necesita
ayuda para completar esta forma o para obtener sus beneficios, Ud. puede
hablar con la Division de Compensacién al Trabajador lamando al
1-800-736-7401. En la parte de atrds de esta forma se encuenira una
explicacion de los beneficios de compensacién al wabajador.

Ud. también deberia haber recibido de su empleador un folleto describiendo
los beneficios de compensacién al trabajador lesionado y los
procedimientos para obtenerlos.

Toda iaquella persona que a propdsito haga o cause que se produzca
cualguier declaracion:o representacion material falsa,o fraudulenta
con el fin de obtener 0 negar beneficios o pagos de compensacion a

trabajpdores lesionados es culpable de un crimen mayer “lelonia”.

Employee: Empleado: ' &

1. Name. Nombre.

Today’s Date. Fecha de Hoy.

2. Home Address. Direccién Residencial.

3. City. Ciudad.
4. Date of Injury. Fecha de la lesion{accidente).

o State. Estado.

Zip. Cédigo Postal.

Time of Injury. Hora en que ocurrié. a.m,

5. Address and description of where injury happened, D}reccién/luga{ dénde occurié el accidente.

6. Describe injury and part of body affected. Describa la lesion y parte del cuerpo afectada,

7. Social Security Number, Nimero de Segnro Social del Empleado.

8. Signature of employee. Firma del empleado.

Employer—complete this section and give the employee

9. Name of employer. Nombre del empleador.

a copy immediately as a receipt.

Empleador—complete esta seccién y déle inmediatamente una copig al .empleado come recibo.

10. Address. Direccidn,

11.Date employer first knew of injury. Fecha en que el empleador supo por primera vez de la lesién o accidente.
12.Date claim form was provided to employee. Fecha en que se le entregd al empleado la peticién,
13.Date employer received claim form. Fecha en que el empleado devolvié la peticién al empleador.

| 14.Name and address of insurance carrier or adjusting agency. Nombre y direccion de la compaiiia-de seguros o agencia administradora de Seguros.

15.Insurance Policy Number. El niimero de la péliza del Seguro.

17.Title, Tftulo.

16.Signature of employer representative. Firma del representante del empleador,

18. Telephone. Teléfono.

Employer: You are required to date this form and provide copies to
your insurer or claims administrator and to the employee, dependent

one working day of

or representative who filed the claim within
receipt of the form from the employze.

SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY

Original (Employer;s Copy)
DWCForm 1 (REV. 1/94)

Empleador: Se requiere que Ud. Jeche esta forma y que provéa
copias a su companiia de seguros, administrador de reclamos, o
dependienteirepresentante de reclamos y al empleado que hayan
presentado esta peticidén dentro del plazo de pn dig hdbil desde el
momenlo de haber sido recibida la forma del empleado.

EL FIRMAR ESTA FORMA NO SIGNIFICA ADMISION DE
RESPONSABILIDAD

ORIGINAL {Copia del Empleador)
DWC Forma 1 (REV. 1194)




