
CHIROPRACTIC PATIENT REGISTRATION & HISTORY

PATIENT INFORMATION

Today's Date: / / Sex: Male / Female

Patient Name:

INSURANCE INFORMATION

Assignment & Release

1certify that 1, and/or my dependents), have insurance

coverage with:Birthdate: / / SS#:

Address:

Citv: State: Zip:

Married: Y/N Spouse's name:

(Name of Insurance Company)

Dr. Brian E.Jones will provide all insurance benefits, if any,
otherwise payable to me for services rendered. 1

understand that 1am financially responsible for all charges
whether or not paid by my insurance. 1agree to receive all
communications in electronic format. 1also authorize 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 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.

Sign Here:

Kids: Y/N If ves. how manv:

Occupation:

Email:

Cell: ( ) - Home: ( )

In case of an emergency, contact: ( )

Whom may we thank for referring you?

(If under 18, parent/guardian sign instead)

Reason for Today's Visit:

PATIENT CONDITION

When did symptoms appear?

How often do you experience pain? Nonstop Frequently Moderately__

Rate the severity from 1 (least) to 10 (most): First time you had this pain:

Occasionally.

Are you experiencing these symptoms: Headaches Tingling Numbing Stiffness Aching Cramps.

Does it interfere with your: Work Sleep Daily Routine Recreation Sports

ACCIDENT INFORMATION

Isthis condition due to an accident? Yes / No

Please specify what type of accident: Auto Work

Has the accident been reported? Yes / No If yes, what is the claim number?

Attorneys Name: Phone Number: ( )

What was the date of injury:

Home Work Other:



Patient:

• Nervousness

a Tension

• Irritability

• Chest Pain

• Fatigue

a Dizziness

a Head too heavy

a Pins & Needles in Arms

a Pins & Needles in Legs

a Numbness in Fingers/Toes

a Shortness of Breath

a Sleeping Problems

a Depression

• Lights Bother Eyes

a Loss of Memory

u Ears Ring

u Face Flushed

• Buzzing in Ears

• Loss of Balance

a Fainting

PATIENT HISTORY

Date:

CHECK SYMPTOMS YOU HAVE:

(Mark "X" where pain symptoms are)

Other Symptoms, Remarks & Additional Information:.

Medications/drugs you are taking, if any:

• Loss of Smell

• Loss of Taste

• Diarrhea

• Feet Cold

• Hands Cold

• Upset Stomach

D Constipation

D Cold Sweats

• Fever

D Heart Trouble

D Diabetes

• Tuberculosis

D Arthritis

• Asthma

• Neuritis

D Digestive Disorders

U Sinus Trouble

LI Anemia

• Rheumatic Fever

• Cancer

DO NOT WRITE BELOW THIS LINE - DO NOT WRITE BELOW THIS LINE - DO NOT WRITE BELOW THIS LINE

History of Injury (Date of Injury/Onset:.

Surgeries

Fractures

Illnesses

Happened before?

Any position/activities offer relief? Any aggravate?

Pain worst at day/night?

What have you done for this condition?

Anyone recommend surgery?

Past History

Auto Accidents

Work Injuries








