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	Date Of Birth
	
	Patient Name                  (First)                            (Middle)                                (Last)

	
	
	

	Primary Insurance Policy
                                                                                      
	
	Secondary Insurance Policy (If Applicable)

	Primary Policy Holder Name
Self          Parent          Spouse

	
	Secondary Policy Holder Name
Self          Parent          Spouse

	Primary Policy Holder Date of Birth
	
	Secondary Policy Holder Date of Birth 

	
 Single     Married     Divorced     
	
	
 Widowed			
	
	
                  Male          Female

		

	Home Phone         Primary Number?
	Cell Phone              Primary Number?
	Email Address

	

	Address	                       City                                  State                                   Zip Code


	Emergency Contact Name (if patient is a minor)
	
	Emergency Contact Number (if patient is a minor)



	

	
	
Legal Assignment of Benefits and Release of Medical and Plan Documents
In considering the amount of medical expenses to be incurred, I, the undersigned, have insurance and/or employee health care benefits coverage with the above captioned, and hereby assign at clinic’s request, and convey directly to Minster Chiropractic Center LLC all medical benefits and/or insurance reimbursement, if any, otherwise payable to me for services rendered from such doctor and clinic. I understand that I am financially responsible for all charges regardless of any applicable insurance benefit payments. I hereby authorize the doctor to release all medical information necessary to process this claim. I hereby authorize any plan administrator or fiduciary, insurer and my attorney to release to such doctor and clinic any and all plan documents, insurance policy and/or settlement information upon written request from such doctor and clinic in order to claim such medical benefits, reimbursement or any applicable remedies. I hereby authorize the doctor to release any and all medical information to other healthcare providers involved in my care including but not limited to my primary care physician. I authorize the use of this signature on all my insurance and/or employee health benefits claim submissions.
I hereby convey to the above name doctor and clinic to the full extent permissible under the law and under any applicable insurance policies and/or employee health care plan, any claim, chose in action, or other right I may have to such insurance and/or employee health care benefits coverage under any applicable insurance policies and/or employee health care plan with respect to medical expenses incurred as a result of the medical services I received from the above named doctor and clinic and to the extend permissible under the law to claim such medical benefits, insurance reimbursement and any applicable remedies. Further, in response to any reasonable request for cooperation, I agree to cooperate with such doctor and clinic in any attempts by such doctor and clinic to pursue such claim, chose in action or right against my insurers and/or employee health care plan, including, if necessary, bring suit with such doctor and clinic against such insurers and/or employee health care plan in my name but at such doctor and clinics expenses.
			
	



Patient Information Update
______________________________________________________________________     ___________________
Patient Name:      (First)                                  (Middle)                                          (Last)			  Date of Birth


1. Primary Care Physician/ Family Doctor:   _______________________________________

2. Do you have a history of cancer personally (yourself, not a relative)?  Yes    No   
	If yes, please specify type and year diagnosed:  ______________________________
3. Do you have any implanted electrical devices? (Pacemaker, Spinal Stimulator, Defibrillator)  Yes   No
	If yes, please specify:   __________________________________________________
4. Are you currently pregnant?  Yes    No    Not Sure
	If yes, how many months? ______________________
5. What type of care have you already received for your current condition?
 None        Chiropractic       Physical Therapy        Dry needling         Acupuncture          Massage                                                                    Medical Doctor/ Orthopedist        Surgery       Medication/ Injections       Other- please specify:________________________
6. Are you currently taking any prescription medications?  Yes    No   If so, please list:
i. _____________________________________     iv. _____________________________________
ii. _____________________________________      v. _____________________________________
iii. _____________________________________     vi. _____________________________________
7. Please list any surgeries you have had (especially related to the spine or joints):
Surgery: ________________________________________     Date/ Year performed: _________________
Surgery: ________________________________________     Date/ Year performed: _________________
Surgery: ________________________________________     Date/ Year performed: _________________
Surgery: ________________________________________     Date/ Year performed: _________________
8. Have you had any imaging performed of the area(s) you are asking the doctor to examine or treat? 		
Check all that apply:          X-Ray            MRI            CT Scan            Ultrasound           None
* If yes, please specify:
        Imaging Type:                     Body Area:                       Facility/Hospital name:                                    Date/Year:
i. ______________           _____________          _____________________________      _____________  
ii. ______________           _____________          _____________________________      _____________        
iii. ______________           _____________          _____________________________      _____________              

What caused you to seek care in our clinic today? ____________________________________________________________
____________________________________________________________________________________________________
When/ how long ago did your complaint begin?  _____________________________________________________________
Please rate your primary pain on a scale from 0 (no pain) – 10 (worst pain imaginable)
0      1      2      3      4      5      6      7      8      9      10
Mark the area(s) where you experience pain or other abnormal sensations on the diagram below:
	Numbness
	Pins & Needles
	Burning
	Aching
	Stabbing

	===================
	*******************
	XXXXXXXXXXXXXXXXXXX
	OOOOOOOOOOOOOO
	//////////////////////////
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Please indicate if you have had the condition in the past or if you presently have the condition listed below:
	Past     
	Present
	Condition
	
	Past
	Present
	Condition
	
	Past
	Present
	Condition

	
	
	Anxiety
	
	
	
	Headache or Migraine
	
	
	
	Bedwetting

	
	
	Depression
	
	
	
	Memory Loss
	
	
	
	Bladder Infection

	
	
	Dizziness
	
	
	
	Multiple Sclerosis
	
	
	
	Kidney Infection or Stones

	
	
	Fatigue
	
	
	
	Seizure
	
	
	
	Anemia

	
	
	Fever or Chills
	
	
	
	High Blood Pressure
	
	
	
	Bleeding Disorder

	
	
	Weight Loss or Gain
	
	
	
	Irregular Pulse
	
	
	
	Fertility Trouble

	
	
	Degenerative Arthritis
	
	
	
	Stroke
	
	
	
	Prostate Disease

	
	
	Neck and Upper Back Pain
	
	
	
	Swelling in Ankles
	
	
	
	Hot Flashes

	
	
	Low Back Pain
	
	
	
	Varicose Veins
	
	
	
	Irregular or Painful Periods

	
	
	Other Joint Pain
	
	
	
	Asthma
	
	
	
	Menopause

	
	
	Numbness and Tingling
	
	
	
	Chronic Cough
	
	
	
	PCOS

	
	
	Muscle Weakness
	
	
	
	COPD
	
	
	
	Recurrent Miscarriage

	
	
	Osteoporosis
	
	
	
	Earache/ Ear Infection
	
	
	
	Brain Fog

	
	
	Rheumatoid Arthritis
	
	
	
	Impaired hearing
	
	
	
	Memory Loss

	
	
	Scoliosis
	
	
	
	Ringing in Ears
	
	
	
	Family History

	
	
	Abdominal Pain
	
	
	
	Sinus Infection
	
	
	
	Autoimmune Disease

	
	
	[bookmark: _GoBack]Colitis/ Crohn’s
	
	
	
	Vision Problems
	
	
	
	Cancer

	
	
	Constipation
	
	
	
	Diabetes Type 1
	
	
	
	Diabetes

	
	
	Diarrhea
	
	
	
	Diabetes Type 2
	
	
	
	Heart Attack

	
	
	GERD or Heartburn
	
	
	
	Hyperthyroidism
	
	
	
	Neurological Disease

	
	
	Irritable Bowel Syndrome
	
	
	
	Hypothyroidism
	
	
	
	Osteoporosis

	
	
	Liver/ Gallbladder Problems
	
	
	
	Acne
	
	
	
	Stroke

	
	
	Nausea
	
	
	
	Eczema
	
	
	
	Other:

	
	
	Ulcer
	
	
	
	Itching/ Rash
	
	
	
	Other:






I confirm that the above information is accurate to the best of my knowledge.
___________________________________________________                                    _____________
Signature of Patient/Guardian					Date
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