NAME____________________________________
DATE___________________

ADDRESS_________________________________HOME PHONE________________

CITY_________________STATE______WORK/CELL PHONE___________________

AGE_____SEX_____DOB_________OCCUPATION/EMPLOYER________________

(circle one) MARRIED   S   W   D     CHILDREN____SPOUSE____________________

HOW DID YOU HEAR ABOUT US?_________________________________________

HAVE YOU HAD CHIROPRACTIC CARE BEFORE?
Y/N

FOR WHAT PROBLEM?__________________________________________________

MAJOR COMPLAINTS TODAY:___________________________________________

HOW DID YOUR PROBLEM BEGIN?_______________________________________

HAVE YOU HAD THIS OR SOMETHING SIMILAR IN THE PAST? Y/N

WERE YOU TREATED BY ANOTHER DOCTOR FOR THIS CONDITION? Y/N WHO AND WHEN?__________________________________________________

FAMILY PHYSICIAN:_________________________ SEND THEM A REPORT? Y/N

WILL THIS CASE BE COVERED BY INSURANCE? Y/N CARRIER:____________

HAVE YOU HAD ANY ACCIDENTS/FALLS RECENTLY? Y/N WHEN?_________

ARE YOU TAKING MEDICATION, HERBS, VITAMINS, OR OVER THE COUNTER PRODUCTS? Y/N PLEASE LIST THEM:___________________________

________________________________________________________________________

BROKEN BONES? DISLOCATIONS? Y/N PLEASE LIST_______________________

WHAT OPERATIONS HAVE YOU HAD AND WHEN?_________________________

________________________________________________________________________

LAST MENSTRUAL PERIOD?_____________PREGNANT?_____________________

DO YOU HAVE ANY HEALTH PROBLEMS NOT COVERED ABOVE? (IF SO, PLEASE LIST THEM)_____________________________________________________

DO YOU EXERCISE REGULARLY? Y/N WHAT KIND? _______________________

DO YOU SMOKE, DRINK ALCOHOL OR COFFEE? Y/N (PLEASE LIST WITH AMOUNT) ______________________________________________________________

PATIENT SIGNATURE___________________________________DATE__________

SOCIAL SECURITY NUMBER_________________________________

ASSIGNMENT OF INSURANCE BENEFITS/ PAYMENT AGREEMENT/ RELEASE OF INFORMATION
I authorize and direct that payment be made directly to Maximum Chiropractic for any and all insurance benefits or reimbursement for services rendered.  I authorize the release of any information concerning my health and health care services to my insurance company, pre-paid health plan, or Medicare.  I understand that there is no guarantee that my insurance companies or pre-paid health plan will cover or pay for all of my charges.  Notwithstanding denial, reduction of benefits or failure to pay for any reason, I understand that I am responsible for all remaining charges.  All co-payment and deductibles are due at the date of services rendered.

_________________




_____________________________

Date 






Signature

INFORMED CONSENT
I do hereby give my consent to the performance of conservative noninvasive treatment to the joints and soft tissues.  I understand that the procedures may consist of manipulations/adjustments involving movement of the joints and soft tissues.  Physical therapy and exercises may also be used.  
Although spinal manipulation/adjustments are considered to be one of the safest, most effective forms of therapy for musculoskeletal problems, I am aware that there are possible risks and complication associated with these procedures.  

I understand the risks and benefits associated with chiropractic treatment.  Any questions I have had regarding these procedures have been answered prior to signing this consent form.  
________________




______________________________

Date






Signature

