
INFORMATION/ APPLICATION FOR CARE 

The following information is needed in order to better serve you. Please complete all questions. If you need help please ask 
the receptionist. PLEASE PRINT 

FIRST NAME _ _ _ _ _ _ _ _  _ LASTNAME _ _ _ _ _ _ _ _ _ _ _ _ _  MIDDLE _ _ _ _ _ _ _ _  _ 

BIRTHDATE _ _ _ _ _ _ _ _ _  AGE _ _ _ _ _ _ _  MARITAL STATUS: S M  W D GENDER:M F UNSPECIFIED 

D HOME _ _ _ _ _ _ _ _ _  O w o R K  _ _ _ _ _ _ _ _ _ _  ---L...J CELL _ _ _ _ _ _ _ _  _ 

ADDRESS. _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  CITY _ _ _ _ _ _  STATE. _ _ _ _ _ _  ZIP _ _ _ _  _ 

EMAIL ADDRESS. _ _ _ _ _ _ _ _ _ _ _ _ _ _  WORK EMAIL _ _ _ _ _ _ _ _ _ _ _ _ _  _ 

EMPLOYMENT STATUS □ EMPLOYED □ FT STUDENT□ PT STUDENT □ OTHER □ RETIRED □ SELF EMPLOYED 

PRIMARY CARE PHYSICIAN _ _ _ _ _ _ _ _ _ _ _ _ _  REFERRED TO OUR OFFICE BY: _ _ _ _ _ _ _ _ _  _ 

IS YOUR CONDITION DUE T O  AN ACCIDENTI Y E S _ _  NO DATE OF ACCIDENT _ _ _ _ _ _  _ 

TYPE OF ACCIDENTI AUTO _ _  WORK/ON J O B _ _  A T  H O M E _ _  OTHER _ _ _ _ _ _ _  _ 

HAYE YOU EVER BEEN IN AN AUTO ACCIDENT? PAST Y E A R _  PAST 5 YEARS OVER 5 Y E A R S _  N E Y E R _  

I (WE) AGREE TO PAY FOR SERVICES RENDERED TO ABOVE MENTIONED PATIENT AS THE CHARGE IS INCURRED. I 
UNDERSTAND AND AGREE THAT HEAL TH & ACCIDENT INSURANCE POLICIES ARE AN ARRANGEMENT BETWEEN AN 
INSURANCE CARRIER AND MYSELF AND THAT I AM PERSONALLY RESPONSfBLE FOR PAYMENT OF ANY AND ALL 
SERVICES COVERED OR NOT COVERED. I ALSO UNDERSTAND IF I SUSPEND OR TERMINATE MY CARE AND TREATMENT, 
ANY FEE FOR PROFESSIONAL SERVICES RENDERED TO ME WILL BE IMMEDIATELY DUE AND PAY ABLE. 

PATIENT'S SIGNATURE. _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ DATE _ _ _ _ _ _ _ _ _ _  _ 

OR GUARDIAN SIGNATURE _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ DATE _ _ _ _ _ _ _ _ _  _ 

NOTICE TO OUR NEW PATIENTS: FULL PAYMENT FOR SER VICES RENDERED IS DUE AT THE END OF EACH VISIT. IF 
FOR ANY REASON THIS REQUEST CANNOT BE MET, ARRANGEMENTS SHOULD BE MADE IN ADVANCE BEFORE SEEING 
THE DOCTOR. 



HISTORY OF PRESENT ILLNESS/CONCERN CC# _ _  _ 

AS A NEW PATIENT, PLEASE COMPLETE THE FOLLOWING INFORMATION BELOW TO THE BEST OF YOUR ABILITY, SHOULLD YOU HAVE 
MULTIPLE AREAS OF CONCERN (NECK, BACK, HEADACHES, TREMORS, VERTIGO..)

_ 

_ 

_ 

_ 

DESCRIBE THE PROBLEMS/SYMPTOMS THAT YOU ARE EXPERIENCING. _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

WHEN  DID THIS PROBLEM BEGIN? _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

IF THlS A REOCCURRENCE OF AN EXISTING CONDITION, WHEN DID THE PROBLEM ORIGINALLY BEGIN? _ _ _ _ _ _ _ _ _ _ _ _  HOW HOW DID YOUR 

SYMPTOMS START (lE... TRAUMA, UNKNOWN}! _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

HOW OFTEN ARI: YOU EXPERIENCING SYMPTOMS? (CIRCLE ONE) 

A. CONSTANTLY (76-100% OF THE DAY) 
B. FREQUENTLY (51-75%  OF THE DAY) 
C. OCCASJONAI.LY (26-50% OF THE DAY) 
0 . INTERMITTENTLY (0•25%  Of TI-IE  DAY) 

QN.t.TURE OF YOUR SYMPTOMS & INDICATE ON OtAGAAM 

A. SHARP 
B, SHOOTING 
C. DULL ACHE
D. NUMB 
E. BURNING 
F. TINGLING

INDICATE THE  AVERAGE INTENSITY OF YOUR 

SYMPTOMS: HOW ARE YOUR SYMPTOMS CHANGING? 

A.GETTING BETTER 
8.NOT CHANGING
C . GETTING WORSE 

NOHE 1 2 3 4 5 6 7 8 9 10 UNBEARABLE 

WHAT TESTING HAVE YOU  HAD FOR THIS CONDITION? 

 MRI 
CT SCAN 
EKG 

X-RAYS 
L.AB0RATORY WORK 
OTHER! _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ 

_ 

WHAT MAKES THE CONDITION BETTER? _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

WHAT MAKES IT WORSE? _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

DOES IT AFFECT YOUR ABILITY TO SLEEP OR WAKE YOU  AT NIGHT? YES                              NO 

HHOW MUCH HAS THIS CONDITION INTERFERED WITH YOUR ACTIVITIES OF DAILY LIVING ( INCLUDING WORK, SOCIAL, SELF/FAMILY CARE)

A.NOT AT ALL. B.A LITTLE BIT C . MODERATELY D.QUITE A BIT E. EXTREMELY

PLEASE LIST ANY OTHER PROVIDERS (MEDICAL DOCTOR, PHYSICAL THERAPIST, CHIROPRACTOR, ETC...) THAT YOU HAVE CONSULTED FOR THIS CONDITION. 
LIST THE APPROXIMATE ATE OF THE LAST VISIT, DIAGNOSIS AND THEIR CONTRACT INFORMATION. (USE BACK IF NECESSARY

1. 

2. 

PLEASE INCLUDE ANY OTHER RELEVANT HISTORY/INFORMATION REGARDING THIS COMPLAINT. _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
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