Silver Chiropraciic & Wellness

CONFIDENTIAL PATIENT CASE HISTORY
This questionnaire was designed to provide important facts regarding the history of your pain or condition. The information you
provide will assist in reaching a diagnosis and determining the source of your problen. Please take the time and answer cach
question as completely as possible, Please sign each page.

PATIENT INFORM'AT;ON*&***&***7’#;’:7‘:ﬁ*ﬁ*k*****ﬁs‘:"ﬁ'****i’:'k:'n‘:-;‘u'n?z*r'n': SRk RREREREA SR A L ERA YRR

(Underline} DR/ MR/ MRS/ MISS/ MS: TODAYS DATE: / /

FIRST NAME: LAST NAME: MIBDDLE PNIT:
ADDRESS: CITY/STATE: VAL

HOME PHONE: AGE: BIRTHDATE:__/ /7 SOC.SEC#.___ [ _ _ (.
CELL PHONE EMAIL

MARITAL STATUS: MARRIED/ SINGLE/ DYVORCE/ WIDOW (PLEASE CIRCLE} # OF CHILDREN:

QOCCUPATION: EMPLOYER: WORK#H,

SPOUSE’S NAME: SPOUSE'S EMPLOYER: WORK##:

FAMILY PHYSICIAN: ADDRESS: PHONE#
FAMILY DENTIST: ADDRESS: PHONE. ___

HEALTH INFORMATION R ek sRw RERRERE SRR A AR A AR R RS R RN R R RF AR AR AR RN ARG AR A CARL SRS

WHAT ARE THE CHIEF COMPLAINTS FOR, WHICH YOU ARE SEEKING TREATMENT
(IN ORDER OF IMPORTANCE WITH ] BEING MOST IMPORTANT )

i. 4, 7. 0.
z. 3. 8. i1
3 6 9. 12,

How long have you ha{i this condition(s)?
Have you had this condition in the past?

is this condition getting progressively worse?

YES] ] NO{ ] CONSTANT{[ ] COMES AND GOES| ]
Is this condition interfering with your:

WORK[ 1 SLEEP[ ] DAILY ROUTINE[ 1 OTHER:
How long has it been since you reaily felt good? '
Other Doctors who treated this condition
Date of last physical examination
List surgical operation and years

SIGNATURE: X Date:




Silver Chiropractic & Wellness

List any medications that have caused an allergic reaction

List any currently being taken: 1. 2, 3

4, 3. o.

Are you wearing: [ Sole lifis { JHee) lifis [ Jinnersoles | JArch supports [ jPacemaker
Have vou ever been in an ayio accident? { JYES [ I1NO When?

Describe:

Have you had any other personal injury or aceident? [ JYES { JNO When?

Deseribe:

Are you pregnant? [ 1YES [ ] NO [ 1 MAYBE

List treatments you have had for this problem and all health professionals that you are currently seeing:

PHYSICIANS S.PECIALTY TREATMENT & APPRON. DATES
i.
2.
3.
4.
5
6.

PATIENT SIGNATURE: X DATE:
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*PLEASE CHECK THE FOLLOWING CONBITIONS THAT APPLY T0 YOUR MEDICAL HISTORY

ALLERGIES:
[ ] Hay Fever
[ ] Food Allergies:

{ 1 Allergic to:

ARTHRITES:
[} Gout

[ ] Osteoarthritis: Specify Joint:

{ 1 Rheumatoid Disease
[ 1 Other:

ENDOCRINME DISORDERS:
[ 1 Diabetes

[ ] Hypoglycemia

[ 1 Perathyroid Disease

[ ] Thyroid Disease

[ 1 Other:

EYE DISORDERS:
{ ] Glaucoma

[} Ocular Herpes
[ 1 Other:

RBIV DISORDERS:

[ ] Tested HIV Positive
f 1 Aids

I ] Other;

KIDNEY/URINARY DISORDERS:

{ ] Bizdder Infections
{ ] Blood in urine

[ } Kidney Discase

[ 1 Sugarin Urine

[ 1 Other:

MUSCLE DISORDERS:

{ ] Muscular Dystrophy

[ 1 Muscle Shaking (tremors)
[} Muscle Spasms or Cramips
f ] Other:

NERVE DISORDERS:
{ ] Cerebral Palsy

{ ] Epilepsy

[ ] Neuralgia

{ 1 Muliple Sclerosis
[ 1 Parkinson's Driscase
[ 1 Stroke

[ } Othenr

SIGNATURE: X

ARTIFICTAL IMPLANTS:
{ ] Heart pace maker
[ 1 Heart Valve

[ 1 Joini replacement: specify joint & side:

[ 1 Other:

BLOOD DISORDERS:
[ ] Anemia

{ ] Bleeding Easily

{ 1} Hemophilia

{ } Leukemia

{ 1 Sickle Cell Anemia
{ 1 Other:

HEARTICIRCULATORY DISORDERS:

[ ] Arterigscleresis

[ ] Congenital Heart Disorders (at birth)
[ ] Coronary Artery Disease

[ ] Heart Murmur

[ 1 Heart Palpitations

i ] Bigh Blood Pressure

{ 1 Low Blood Pressure

{ 1 Poor Circulation

I 1 Rheumatic Fever

[ 1 Other;

LIVER DISEASE:

[ 71 Cirrhosis of the Liver
[ ] Hepatitis A (intectious)
[ 1 Hepatitis B {serum)

[ 1 Other:

LUNG/RESPIRATORY DISORDERS:
[ J Asthma

{ ] Chronic Colds
[ 1 Emphysemsa

[ ] Frequent Cough
f ] Lung Cancer

[ 1 Shortness of Breath .
[ 1 Tuberculosis

[ } Other:

TOMACH/INTESTINAL DISORDER:
] Bloating

] Colitis

1 Constipation

1 Frequent Gas
1 Gallibladder Problems
1 Heartburn

s
[
{
[
[ 1 Frequent Diarrhea
{
{
{
{

] Ulcers [ ] Other:
DATE:
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Please mark your areas of pain on the figures befow.
Have you ever suffered from:
[ ]Dizziness
[ ] Backaches
[ 1 Heart Trouble
[ 1 Diabetes
[ T Arthritis
{ 1 Headaches
[ 1 Asthma
{
{
{
[
[
[

e
o

Rt

1 Neuritis
1 Digestive Disorders
1 Nervousness
1 Sinus Trouble
] Neck Pain
1 Other:

IR EREE R AR R AR R RS R RN R RN A AR AN R TR E AR AR R A RARE RN R AR R ERRE AR A h R R AR SRRk

FAMILY HEALTH INFORMATION

(Many health problems are the result of hereditary spinal weakness; thus information about your family members will give us a
better picture of your total health picture.)

Father:

Mother:

Sister:

Brother:

Other:

PLEASE THINK...1s there anything else the doetor should know about you?

SIGNATURE: X DATE:




Stlver Chiropractic & Wellness

.....

Health Insurance:
Subscriber

Name / Number: Group #

Secondary Health Insurance:

Subscriber

Name / Number: . Group#

Automobile

Insurance:;

Date & Time of Accident: Name of the insured:
Policy #: Claim #:

Name of Adjuster:

If you do not have your own insurance, do you live with anybody who does?
Name of the Insured: How are you related?
Policy #: Claim #:

1 understand and agree that health and accident policies are an arvangement between an insurance carrier and myself
Furthermore, | understand that Sitver Chiropractic & Wellness will prepare any necessary reports and forms to assist me in
making collection from the msurance company and thal any amount authorized to be paid directly to Sihver
Chiropractic & Wellness will be cradited to my account on receipt. However, 1 clearly understand and agree that ali services
rendered to mie are charged directly te me and that I am personatly responsible for pavment. 1 also understand that if T suspend or
terminate my care and treatment, any fees for professional services rendered to me will be immedintely due 2nd payable.

PATIENT SIGNATURE: X

GUARDIAN or SPOUSE’'S SIGNATURE: X
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AUTHORIZATION for MEDICAL INFORMATION

This authorization or photocopy hereof, will authorize you to furnish all
information you may have regarding my condition while under your observation
or treatment, including the history obtained, x-ray and physical findings diagnosis
and prognosis. You are authorized to provide this information.

X
SIGNATURE DATE
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ASSIGNMENT OF BENEFITS

The undersigned patient hereby assigns the benefits of insurance with
fo:

{Insurance Company)
Silver Chiropractic & Wellness and its physician Dr. Shane H. Silver for services rendered to the

undersigned patient and covered under policy with
{Insured’s Name)

(insurance Company Namce}
The undersigned further agrees to pay any applicable deduciible or co-payment not covered by

insurance.

PATIENT SIGNATURE: X DATE:

The undersigned hereby accepts assignment of insurance benefits for services rendered to

and to be paid directly to me under

{Patient’s Name)
Insurance coverage and benefits.

(insured's Named

{Poctor’s Signature) {Date}

Witness)
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Shane H. Silver, D.C.

CONSENT FOR TREATMENT

I hereby authorize your practice and whomever the doctor may designate as his assistant to
perform examination, physiotherapy, physical therapy and perform non-invasive diagnostic tests
and, if any unforeseen condition arises in the course of the procedures calling for judgment,
procedures in addition to or different from those non complicated. I further request and authorize
this office to perform whatever my treating doctor deems advisable. The nature and purpose of
these procedures have risks involved and the possibility of complications has been fully
explained to me. I acknowledge that no guarantee has been made to me as the result that may be

obtained.

DATE:

SIGNATURE: X




Medical Information Release Form

(HIPAA Release Form)

Mame: Date of Birth: ! !

Release of Information

1 | authorize the release of information including the dlagnosls, records;
examination rendered to me and ciaims information. This-information may be re[sased
to: _

[ ] Spouse

[ 1 Child{ren)
[ | Other

{1 inforrnation is not to be released to anyone.

This Release of Information will remain in effect until terminated by me in writing.

Messages

Please call []myhome [Imywork [} my cell Number:

if unable to reach me:
[ 1 you may leave a detailed message
{] please ie:—}ve‘ a ressage asking me to return your call

{1

The best time {o reach me is  (day} ~ between (fime)

ng ned: Date: / {

Wt’mess . Date:  / /




