JENSEN N CHIROPRACTIC

WELCOME

About You

Teday's Date;

Wame

What vou prafer fo be called: Amaw ] Fomale
Birih Diate: { { hga: a54

aing Address Insurance Info

Driver's Licensed:
Home Phane & Co. Namae:

Other Phane #: Address

Referred By:

Employer Phone #:

Emgloyer's Address: Insured’s S57:

City Stals i Group & {Flan, Local, ar Policy #)
Insurad's Name:

Ocupation:

Work Phane #; E-mail: - Relation:

Marital Status: I Single [ Married ] Divorced : Cate of Birth: I
) Separated | Widowed Insured's Employer:

. Tease inioem ronk i esk ol 224 Wy rarce Goarce
Spouse’s Nama:

Reason For Visit

The reason for this visitis a result of (please circle): work sports, sufo, trauma, chronic
Explain what happened -

Please describe the pain & its location:

When did condition begin?

g this condition gettingworse? 1 Yes 1Mo I Constant [ Comes & Goes
I this condition interfering with your (please clrcla):  work, sleep, or daily routine
If s, please explain:

Have you had this or similar conditions in the past? ] Yes 1 No

If 20, please explain:

Have you ever been trealed by a Medical Physician for this condition? _1Y¥es Mo
If s0, where?

Have you ever been treated by a Chiropractor before? [l Yes ] No
If s0, whom? Phane #:




In The Event Of Emergéncy

Who should we contact:
Relation:
Home Phone &,
Work Phone #:
Wha is your Madical Doctar? _

Health History ~ Account

Are You Taking Any Of The Following Medications? I n f 0

J Here Bills 1 Pain Kilers [including aspinn} 0 Stimulants

2 Muscle Relawars 0 Blood Thinners O Trenquilizers 21 Insudin

Qtharis]: PERSOMN ULTIMATELY RESPOMSIBLE FOR ACCOUNT

Havo yaw avor hod sy of the fellewlag diseasos/modical oonditions[s)?
Huart Warmar Name:
Arthrial Valaes
Hepails
Eanaa Billing Addrass:
Anemia
RAheramalio Faser

UloErsCelis ‘ SSH#

hthma
Chemaierags OL.&:
oo Wark Phone &

Foymeni Method: _1Cash  _1Chack

Hawm SackBleke
Conganital Hean Defas
BlrohalTvug Ahass
HI + L

O

Heart Surp (P acemacer
- Wil Yake Prolapess

Relation:
varprna| Crseasn

Genglas
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Sawiia'Fivgpuen Hised st ¥ idney Sabbaray
Hinus Problems
[ty Brealhing
friicial Bones o

Fainiingd Sain reaiE pigiiy
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L w1 B Prodsiesmes

Piease list any ofher senous medical condition(s) you have ar
aver had:

Plaase list anything that you may be allergic to:

Credit Card- Enter card # above (if accepted)

LIl pravicus surgeres/treatmants with dates

| hereby authonze essignment of

- : insurance rights and benefits
List any PAST serious accidents with dates: . mawy to the ;Euuider for services

- ] rendered (if offered at this
Family Health History: - office.)

Do you smoke? O Na [ Yes/How Much? __How Long? ___
Ara you wearing:

I HeelLifts 1 Sole Lifis 3 Inner Soles 0 &rch Supports
What iz the age of vour maliress?
Iz it comfortabla? [ Yas 1 Mo
For Womaen: Are you taking Birth Contral? LI Yes 1 Mo
Areyou Pregnant? O Mo O Yes/How Long?

Mursing? JY¥es 1Mo

WV bl pay b el weth Uy By puss ey ey aurs=icey. The best el seyieey dig Dased oo d Digoady, ol aidestanding
bebween pravider and patient,

W Cwur policy reguires paymant in full fior &l senvices renderad at the time of visil unlass other arrangemants have been made with the business
MBraper. i BECOun 18 Ral pesd wilhin S0 QaYE of e ane 4l serics and na fnancial arrangemants hae boen made, pou will be responsiol lm
lagel feas, collaction agancy fees, and eny other expenses ncumed in coflecting your accaunt

B | aushoriza the staffto periamrm any necessary sarvices neaded during diagnosis and treatmend, | also aetherize the provider and or managed
cara arganization, bo releass any intormatian requered Ba process insiranca claims

B | urdarsiand the abova informatian ard guarantae this form was compleled cormecily 10 k& best of my knowledge &nd unoarsiand itis my
rasponsibility 1o infarm this affice of any chanpes im my madical slatus

Signalure: Dain: ! l




JENSEN %" CHIROPRACTIC

STty PAIN CHART

ABOUTYOU |

Mame: File #

What is your current weight; 3., and height, ] Inches,
Please describe your condition:

Signature

Please mark area(s) of injury or discomfort as shown in the example below. Mark all areas with the appropriate
symbols and indicate the degree of pain wsing a scale from 1 (discomfort) to 10 (extreme pain),

Dascription: » Numbness Pins & Neadles Burning Aching Stabbing
Symbol: » MMM PPPP BBEB AbA4 5555

Circde any area of pain nol represented by a symbal.

RIGHT

DOCTOR'S NOTES




SURGERY:

SYKPTOMS:
Alergy

Chills
Cormulsons
Diabafic
[Nzzimass
Fairling
Fatique

Fever
Headachs
Loes of Sleep
Loss of Waight
Mermusness
Weurakjia
MNumibness
Sweats
Wheszing

MUECLE & JOINT:
Bach Acha

Faufy Posture
Foal Troubie
Herma

Pain Betwean Shouldars
Fainul Tail Bane
Spinal Curvabure
Shiff Meck

Tremors

Swiollen Joints

CARDIO-VASCULAR:
Harcening of Arieries
High Blood Pressure
Lo Blood Pressure
Pain Char Heart
Pardytic Stroke

Poor Circutation
Preveous Heart Stroke
Rapid Beating Hearl
Slow Beating Heart
Swalling of Ankles
Fraciures

Hypaghycamia
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WHEMN:

GASTRC-
INTESTINAL:

Belching or Gas
Colitis

Codon Troubla
onstipasan
Digrrhea

Difficult Digestion
Excessna Hunger
Gall Bladder Troubla
Hemarmoids (Ples)
Intastinal Weoems
Jaundics

Liver Trouba
Nausea

Pain Cwer Slomach
Poor Appetite
Womiting of Bleod
Licars

EEMNT.

Glasses

Asthra

Crassed Eyas
Deafness

Dental Decay
Earache

Ear Discharga
Ear Moisas
Enlarged Glands
Enlarged Thyraid
Eye Pain

Faiing Vision
Far Sightedness
Frequant Colds
Hay Fewvar
Hoarseness
um Trouble
Masal Obsbruchion
Mose Bleads
Mear Sighiedness
Sinus Infection
Soar Throal
Tonsillitis
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WHAT KIND:

RESPIRATORY;

Chest Pain
Chronic Cough
Difficult Breathing
Spitling Lp Blood
Spitting Up Phlegm

SKIN

Baiks

Brumsss
Drynesgs

Hives or Alengy
Itchirg
Sansitive Skin
Skin Eruptions
Vanoose Veing

Eed Westing

Blond in Urine

Frequent Udnation
Inabdity 1o Control Urine
Kidney Infection ar
Shores

Painful Urinalizn
Prosiste trauble

Pus in Liring

FOR WOMEN ONLY

Congasted Breast
Cramps o Backache
Excessiva Flow

Hod Flashes

Irrequtar Cycle

Lumpes in Braast
Menopausal Symplomes
Painul Mensinustion
Previcus Miscamage
Vaginal Discharge
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