CAPSTONE CHIROPRACTIC CLINIC

CONFIDENTIAL PATIENT INFORMATION

NAME________________________________________    DATE___________________________  SEX_______   MARITAL STATUS________ DOB________________    AGE______     HOME PHONE (____)_________________________     OTHER (____)_________________________

ADDRESS_________________________________________________ CITY____________________ STATE______ ZIP CODE______________

SS#___________________________________________________________________________________________________________________________

                                                                OCCUPATION                                       COMPANY                       ADDRESS                                                                                                  WORK NUMBER

_______________________________________________________________________________________________________________________________

GUARDIAN/SPOUSE’S FULL NAME                               GUARDIAN/SPOUSE DOB                        GUARDIAN/SPOUSE SS#                             GUARDIAN/SPOUSE EMPLOYER                              PHONE NUMBER

NAME OF NEAREST RELATIVE (NOT YOUR SPOUSE)_________________________________________PHONE__________________________

WHO REFFERED YOU TO OUR OFFICE?________________________________________________________________________________________

IS YOUR VISIT DUE TO AN ACCIDENT?   YES____NO____ (IF YES PLEASE ASK FOR INJURY REPORT SHEET)

PRESENT COMPLAINT________________________________________________________________________________________________________

BRIEFLY DESCRIBE YOUR SYMPTOMS________________________________________________________________________________________

HAVE YOU SEEN OTHER DOCTORS FOR THIS CONDIDTION___________________________________________________________________

PERSONAL MEDICAL HISTORY (IF ANY OF THE FOLLOWING ARE RELEVANT TO YOUR MEDICAL HISTORY, PLEASE CHECK THE ACCOMPANYING  BOX)

	· CANCER
	· MUSCULAR DYSTROPHY
	· RHUEMATIC FEVER
	· DIGESTIVE DISORDERS

	· POLIO
	· MULTIPLE SCLEROSIS
	· SCARLET FEVER
	· SINUS TROUBLE

	· TUBERCULOSIS
	· CONVULSIONS
	· NERVOUSNESS
	· BACKACHES

	· HIGH BLOOD PRESSURE
	· EPILEPSY
	· ASTHMA
	· NUMBNESS

	· HEART TROUBLE
	· CONCUSSION
	· DIZZINESS
	· ARTHRITIS

	· DIABETES
	· HEPATITIS
	· GERMAN MEASLES
	· VENEREAL DISEASE


DESCRIBE ANY OPERATIONS AND THE DATES______________________________________________________________________________

HAVE YOU BEEN TREATED BY A PHYSICIAN FOR ANY HEALTH CONDITION IN THE LAST YEAR?    ____YES  ____NO

DESCRIBE CONDITION_______________________________________________DATE OF LAST PHYSICAL EXAM______________________

ARE YOU TAKING ANY MEDICATION?_______________________________________________________________________________________

ARE YOU ALLERGIC TO ANY MEDICATION?__________________________________________________________________________________

ARE YOU PREGNANT? __Y  __N   DATE OF LAST MENSTRUAL PERIOD________________________________________________________

DO YOU HAVE INSURANCE?   ___Y  ___N   COMPANY_______________________________________ ID#_______________________________

I UNDERSTAND AND AGREE THAT HEALTH AND ACCIDENTAL INSURANCE POLICIES ARE AN ARRANGEMENT BETWEEN AN INSURANCE CARRIER AND MYSELF. FURTHERMORE, I UNDERSTAND THAT THIS OFFICE WILL PREPARE ANY NECESSARY REPORTS AND FORMS TO ASSIST ME IN MAKING COLLECTION FROM THE INSURANCE COMPANY AND THAT ANY AMOUNT AUTHORIZED TO BE PAID DIRECTLY TO THIS OFFICE WILL BE CREDITED TO MY ACCOUNT UPON RECEIPT. I PERMIT THIS OFFICE TO ENDORSE CO-ISSUED REMITTANCES FOR THE CONVEYANCE OF CREDIT TO MY ACCOUNT. HOWEVER, I CLEARLY UNDERSTAND AND AGREE THAT ALL SERVICES RENDERED TO ME ARE CHARGED DIRECTLY TO ME AND THAT I AM PERSONALLY RESPONSIBLE FOR MY PAYMENT. IT IS MY UNDERSTANDING THAT MY CREDIT MAY BE CHECKED IF CORNERSTONE CHIROPRACTIC CLINIC EXTENDS CREDIT TO ME AND I ALSO UNDERSTAND THAT IF I SUSPEND OR TERMINATE MY CARE AND TREATMENT, ANY FEES FOR PROFESSIONAL SERVICES RENDERED TO ME WILL BE IMMEDIATELYDUE AND PAYABLE UNLESS PRIOR ARRANGEMENTS ARE MADE. I HEREBY AUTHORIZE THE DOCTORS AT CORNERSTONE CHIROPRACTIC AND WHOMEVER THEY MAY DESIGNATE AS THEIR ASSISTANTS TO ADMINISTER TREATMENTS AS THEY DEEM NECESSARY AND I ALSO AUTHORIZE THE RELEASE OF ANY INFORMATION ACQUIRED IN THE COURSE OF MY EXAMINATION OR TREATMENT. I CERTIFY THAT THE ABOVE INFORMATION IS TRUE AND CORRECT.

PATIENT (PARENT OR GUARDIAN) SIGNATURE_____________________________________________________
