For office use only

Date:
Patient # Type:
Name: Date of Birth: Age:
First Middle Last
Address: - SSNit:
City State Zip code
Email Address: Referred to our office by:
Telephone: Home: - Work: Cell: B
Date of Injury or Accident If any: Insurance: Attorney:
Marital Status: S M D Sep. W  Spouse: DOB: SS#
In Case of Emergency, please give the name of a relative or close friend NOT living with you.
Name: = Relationship to Patient:
Address: Home#: — Cell #:
Recent X-rays/ MRI/CT? YES NO Place Taken:
Allergies: N 'Y Explain: Smoke: N Y How much:
Please list all MEDICATIONS/ surgeries and/or hospitalizations:
Family History: Disease, Relative (Mother, Father, Aunt, Uncle etc.)
Disease Relative Disease Relative Disease Relative
Heart Disease T Stroke Asthma o
[1 Sudden Death High Blood Press. B [ Seizures
Cancer 0 Diabetes other

Please list the symptom(s) which caused you to schedule an appointment today:

What activities are you unable to do OR have some difficulty doing because of the symptoms listed above?

Sitting ___Standing __ Bending __ Walking ___Lifting __Reaching

___Slecping ___ Reading ___ Exercising ___Traveling Other:

‘What is your occupation?

Please describe or list the main activity/activities with your occupation:

PLEASE READ: I understand and agree by signing below that my health and accident insurance policies are an arrangement between an insurance carrier and myselif. I
understand that this Clinic will prepare any necessary reports and forms to assist me in making collections from the insurance company and that any amount authorized
to be paid directly to the Clinic will be credited to my account upon receipt. However, I dearly understand and agree that all services rendered to me are charged
directly to me and that I am responsible for the payment of these services in full. I also understand that if I suspend or terminate my care in office, any and all
outstanding charges for professional services rendered to me will become immediately due and payable by myself personally at the full retail price. I also agree to pay
any delinquency or legal fees that may occur if I do not pay my bill in a timely fashion and it is placed in collections or court.

SIGNATURE: DATE:

(Signature of Parent/Guardian required if patient under age 18)




Patient Name:

CONSTITUTIONAL EYES CARDIOVASCULAR RESPIRATORY
O DenyAll O DenyAl [0 DenyAll [J DenyAll
3 Chills [J Blindness [0 Angina O Asthma
[ Drowsiness O Blumred Vision [0 ChestPain [0 Bronchitis
[0 Fainting [0 Cataracts O Claudication O DryCough
[0 Fatigue [0 Change in Vision O Heart Murmur 0 Productive Cough
O Fever O Double Vision O Heart Problems [0 Coughing up Blood
O Night Sweats O DryEyes [0 High Blood Pressure [ Difficulty Breathing
[0 Weakness [0 EyePain [J Low Blood Pressure O Difficulty Sleeping
O Weight Gain [d Field Cuts [0 Orthopnea [J Hemoptlysis
[0 Weight Loss O Glaucoma [J Palpitations [ Pneumonia
[0 Sensitivity to Light O Shortness of Breath O Sputum Production
O Tearing [0 Swelling of Legs [0 Wheezing
[0 Wears Glasses [0 Varicose Veins
INTEGUMENTARY GASTROINTESTINAL GENITOURINARY
[0 DenyAll O DenyAll [O DenyAll
[0 Breast Lumps /Pain [0 Abdominal Pain O Birth Control Therapy
[ Change in Nail Texture O Belching [0 Burning Urination
O Change in Skin Color J Black, Tarry Stools O Cramps
O Eczema O Constipation O Erectile Dysfunction
O Hair Growth [0 Diarrthea O Frequent Urination
O HairLoss O Heartburn [0 Hesitancy / Dribbling
1 History of Skin Disorders O Hemorrhoids O Hormone Therapy
O Hives O Indigestion O Irregular Menstruation
[0 Itching [0 Jaundice [0 Lack of Bladder Control
[1 Paresthesia [0 Nausea [0 Prostate Problems
] Rash [0 Rectal Bleeding [0 Urine Retention
[d Skin Lesions ] Abnormal Stool Caliber O Vaginal Bleeding
[0 Abnormal Stool Color O Vaginal Discharge
[J Abnormal Stool Consistency
O Vomiting
O Vomiting Blood ENDOCRINE
O DenyAll
O Cold Intolerance
NEUROLOGICAL PSYCHIATRIC O Diabetes
0 Deny All O Deny All [0 Excessive Appetite
O Change in Concentration [d Agitation [J Excessive Hunger
O Change in Memory O Anxiety [J Excessive Thirst
[0 Dizziness O Appetite Changes O Goiter
[0 Headache [0 Behavioral Changes O HairlLoss
O Imbalance O Bipolar Disorder [0 Heatintolerance
[0 Loss of Consciousness O Confusion [d Unusual Hair Growth
0 Loss of Memory [0 Convulsions O Voice Changes
[0 Numbness [Od Depression
O Seizures O Homicidal Indication HEMATOLOGIC / LYMPHATIC
[ Sleep Disturbance O Insomnia O DenyAll
O Slurred Speech [0 Location Disorientation 0 Anemia
[ Stress [0 Memory Loss [0 Bleeding
[0 Strokes [0 Substance Abuse [0 Blood Clotting
O Tremors O Suicidal Indication O Blood Transfusions
[3 Time Disorientation [0 Bruise Easily
3 Lymph Node Swelling

BREAUX*BREGE
CHIROPRACTIC

For office use only

Patient #

Type:

Today's Date:

Please check the signs and/or symptoms related to the following body systems you now have or have experienced in the past.

MUSCULOSKELETAL

DOO0OO0oO0OO0OOoOoO0ooooon

Deny All

Arthritis

Neck Pain
Decreased Motion
Gout

Injuries

Joint Pain

Joint Stiffness
Locking Joints
Back Pain

Muscle Cramps
Muscle Pain
Muscle Twitching
Muscle Weakness
Swelling

ENMT

0000000000 Oo0O00OoO0OO0O0OoOoOooOooooan

Deny All

Bad Breath
Dentures
Deviated Septum
Difficulty Swallowing
Discharge

Dry Mouth

Ear Drainage

Ear Pain
Frequent Sore Throats
Head Injury
Hearing Loss
Hoarseness

Loss of Smell
Loss of Taste
Nasal Congestion
Nose Bleeds
Post Nasal Drip
Sinus Infections
Runny Nose
Snoring

Sore Throat
Ringing in Ears
TMJ Problems
Ulcers

ALLERGIC / IMMUNOLOGIC

ooooo

Deny All

History of Anaphylaxis
lichy Eyes

Sneezing

Specific Food Intolerance



