WerLLness & Prysic HERAPY, ’M

2660 Woodman Center Court
Drayton, Ohio 45420

Phone: (937) 299-2900

Fax: (937) 299-9640

CONFIDENTIAL PATIENT INFORMATION

Date Full Name
Nickname/Freferred Name Telephone (Home) . bateotbith
Address Age . Sexs M F
Marital Status: & M D W
Occupation Employer Telephone (Work)
Spouse’s Name Spouse’s Oocupation
Children # Hast (ﬁié“w;'zr"mzm;ui:’iia Care Llyes LINo  When
Doctors Name Resulls
Current Complaints 1.
Insurance Company Telephone
Social Security #
Are your present problems due 1o an injury?  LINo CiYes [Onthe job  [lAuto Accident (OPersonal Injury  UOther
Have vou made a report of your accident? LINo WYes  LlVerbal LIWritten Date Reported______
To Whom? LIEmplover WwWorlkers Comp,  LlAuto Carrier LIOther
Are you now or have you been disabled? (Service or work)? LiNo Yes When

PLEASE GIVE MOST CURRENT DATE

Spinal Exam
Disc Exam

SEVERITY OF PAIN
Listregion of pain and circle severity number.

{1=least, 10=grealest)
MNeck

Last Physical

PLEASE LIST DOCTORS

SEEN AND DATE

[S2
123 456 78 9 10
MARK PAIN AREA
et Buming
LEFT { - FCHT 0oo Slabbing BICGHT
.- Sharp
1] Constant
‘3% 1,
< P23 45 6 7 89 10
123456 7 8 9 10
3,
128 45 6 789 10
4.
| 2 3 456 7 8 9 10
5.

123 45 6 7 89 10

Please mark area of pain on the drawing using the code Ilwit@d &h@ve.

HABITS EXERCISE FAMILY HISTORY
Q Smoking Packs/Day - Ol None Diabetes Heart Kidney Cancer Back
d Drinking /i[c;@haj bd Moderate  Mother (d Lk L LJ ]
O Coffee U W“ ay L4 Daily Father ] . o o O
Sleeping m rs/Night Typer_____ Br hmy Noof o L Lt d L
08 ”“ S — or, Noof L L L [ L
MMM YO WMWM‘M OF THEFOLLOWING DISEASES?
. hay Appendicitis 28RY Aremia o 412‘:‘9,9 Heart Disegse 716.9  Adhritis
Rt Frieumonia _PBhEG Measles 42939 Goiter/Thyroid o 716.9 Epilepsy
541 Hheumatic Fever fumps 4299 influenza 71689 Mental Disorder
541 Polio Chicken Pox 4299 Heurisy _ 7169 Lumbago
541 Tuberculosis Diabetes 4295 G H.LV/Positve/ALD.S.
B4 Whaoping Cough Cancer O A4P89 Venereal Infection _ (ther




DPERATIONS AND PROCEDURES

DATE DATE DATE
i Vaccinatli e Tubes in Ears Sinus
e Tonsillectomy _ Appendectormy e Hernia
e Gall | e Female mqam ___________________________________ Thyroid
e Back Operation e Fectal surgery L Stomach
it Dther Other

Car  ClRecreational UVehicle  LISporis

List any accidents or falls and dat

Cschool LIOther
List any broken bones (fractures) or dislocations:
Ever on crutches? Lo dYes Why?

Have you ever had any spinal taps or spinal injections?  [Wes [INo  Were you ever knocked unconscious?  (lYes LN
# o

How fong?
Have yvou ever had a lapse of memory?  LlYes LINg

Have you ever had X-rays taken?  Llko  WYes  When?
By Whom?
For what ailments were these Xera
Do you suffer from aryy condition other than for which you are now consulting us?

Are you presently taking any medication - prescriplion or over the-counter? LMo

=N

fknown?

Piease list:

OFFICE USE ONLY

Hatient Nearest Helative: Fhone
b understand and agree thal health mmﬁ accident insuranc re an arrangement between an insurance carrier and mysell. Furthermore, |
understand that the Doctor's K”) ffice m/x Drepare *my 7@ gerts eports and forms 1o assist me in making (,C“»Hu;ti(m from the insurance company and
that any amount authorized to be pald dir unt on receipt However, | clearly understand and agree

v {0 the Doctor s Office will be credited to Y AC
that all services rendered me are charged direclly to me and that | aro personally responsit w for payr n@m | also understand that if | suspend or
terminate my care and treatment, any fees for professional servi :

il be immediately due and paydble
b hereby authorize the Doctor(s ) to examine and treat my con rough the use of Chiropractic Health Care, and | give
authority \or these proceduras 1o be perfar mm. tis un aid the Doctor(s) for x-rays is for examination only and the
x-ray negatives wi H remain the property of this off 2 h@v my 'm seen al any time while a patient of this office. The Doctor(s)
will not be held responsible for any pre-exist mq I

conditions nar for any medical INOsis

Patient's Signature X Diarte
Guardian or Spouses signature authorizing care X Date






