saks Wellness
Center.

CONFIDENTIAL PATIENT DATA

IF YOU NEED ANY ASSISTANCE COMPLETING THIS FORM, PLEASE ASK THE FRONT DESK

Today's date:

PATIENT INFORMATION

Patient's name: (Last, First, Middle Initial) S.S. #: Date of Birth: Sex:
am
aF

Mailing address: Home Phone: Primary Phone:

OHome QWork
QcCell

Mailing address Line 2: Cell Phone:

City: State: Zip Code: Email:

Occupation: Employer:

Work Phone: May we contact you at work?

QYes OUNo

Work Activities: QSit AStand OQWalk QALight Labor QHeavy Labor

Marital Status: Spouse’s Name:
QSingle QMarried QDivorced QWidowed
QSeparated QDecline to answer

Children: QYes QNo Spouse’s Date of Birth:
If yes, how many?

Would you like to receive appointment reminders? Choose ONE:
QEmail QText Message OPhone Call ANone

Preferred Language: Ethnicity: QHispanic or Latino
QEnglish QSpanish QOther QNon-Hispanic or non-Latino dDeclined to Answer

Please check ALL races that apply: QWhite QBlack or African American
OAmerican Indian or Alaska Native OAsian ONative Hawaiian/Pacific Islander ODecline to Answer

Have you ever consulted a chiropractor before? Whom may we thank for referring you?
ONo QYes; whom?

Alcohol Use: QNone QLight Drug Use: QNone QLight Exercise: ONone QDaily
OModerate QHeavy QModerate QHeavy QWeekly QMonthly QRarely
Smoking Status: QCurrent everyday QCurrent some days QFormer QNever

Start Year Quit Date

Typical eating habits:
QSkip breakfast QTwo meals a day OThree meals a day QSnacking between meals

Medications: Supplements: Allergies:




INSURANCE INFORMATION

Primary Insurance: Insured ID:

ASSIGNMENT AND RELEASE
I, the undersigned certify that | (or my dependent) have insurance coverage with
and assign directly to Dr. all insurance benefits, if
any, otherwise payable to me for services rendered. | understand that | am financially responsible for all
charges whether or not paid by insurance. | hereby authorize the doctor to release all information necessary
to secure the payments of benefits. | authorize the use of this signature on all insurance submissions.

Responsible Party Signature

Relationship Date

Primary Care Physician

Name (First and Last):
Phone Number:

Date of Last Appointment:

[ AREYOUINTERESTED IN ANY OF THE FOLLOWING SERVICESWE OFFER? |
Service YES NO

Chiropractic Care

Nutritional Therapy

Massage Therapy

Rehabilitation/Exercise Therapy

Release of Medical Information and Emergency Contact:

Please list ALL persons we may share your medical/health information with or contact if we cannot reach
you. An emergency contact is the first person medical personnel will get in touch with in the case of an
emergency.

Name (First and Last) Phone Number
*Emergency Contact

=

win

| verify the above and previous information listed regarding my health history is current and accurate.

X Date: / /

FOR OFFICE USE ONLY

HEIGHT: | WEIGHT: | BP:




HEALTH HISTORY

In general, how would you rate your overall health? CExcellent (DVery Good [0Good [Fair C1Poor

Review of Systems: Chiropractic care focuses on the integrity of your nervous system, which controls and regulates
your entire body. Please check the box beside any condition that you've had or currently have.

OAcne

[JCancer

OHeart burn

Taste

[Loss of Smell or

[OProstate Issues

OAlcoholism OCarpal Tunnel CIHigh Blood [OProsthesis
OAllergies OChicken Pox Pressure DlLiver Disease [OPsoriasis
COAnemia OConstipation [IHigh Cholesterol CMigraine ORheumatism
OAngina [ODiabetes HGlaucoma HMenopause ORheumatic Fever
OAnorexia or ODementia HGoiter HMono ORinging in Ears

Bulimia ClDepression COHair Loss COMultiple Sclerosis Oscoliosis
OAnxiety ODiarrhea COOHeadache COMental Disease CIShortness of Breath
DAppendicitis OEarache DHernia HMumps OShoulder Problems
OAsthma OEczema CHerniated Disc CINeck/Back Pain OSleep apnea
OArthritis CIEmphysema CIHip Disorder CONumbness 0sTD
OAlzheimer’s CIExcessive Bruising CHypoglycemia C0Osteoporosis CISudden Weight
COJAIDS OFainting OlImpotency OPacemaker Loss/Gain
[OBed Wetting CIFibromyalgia Olinfertility O PCOS OSuicide Attempt
OBleeding Disorder CIFrequent Infections Olrregular Heart OPinched Nerve OThyroid Disorder
OBlurred Vision OFood Sensitivities CKidney Disease O “Pins and Needles” OTonsillitis
OBreast Lump CFoot/Ankle OKidney Stones OPoor Posture OTMJ Issues
[OBroken Bone Problems OKnee Injury OPoor Circulation OOTHER:
OBronchitis OHearing Loss OLow Blood OOPneumonia
OBlood Clots OHeart Disease Pressure OPolio

PATIENT HISTORY
Please describe your past surgeries:
[ISpine:
LlOther: LINone
Please describe your past accidents:
1. Accident: (Date): [JJob OJAuto [COther
2. Accident: (Date): [0Job OAuto LIOther
3. Accident: (Date): [(1Job OAuto COther
FAMILY HISTORY

OArthritis OCancer [OHeadache [OLiver Disease COMigraine OThyroid
OJAsthma [ODiabetes [OHeart Disease COLow Blood Pressure | [OOsteoporosis Disorder
OAlzheimer’s [ODementia [OHigh Blood Pressure | [Lung Disease ORheumatism HTMJ Issues
OAutoimmune disease | CIDepression [OHigh Cholesterol [OMental Disease OScoliosis HOTHER:
[OBlood Clots OFibromyalgia | OKidney Disease OOMultiple Sclerosis OStroke

| verify the above and previous information listed regarding my health history is current and accurate.

X

Date:




saks Wellness NAME:
Center.
D.0.B: DATE:

Write your WORST symptom or area of irritation on this page

Please fill out the form below to describe your current symptoms.

SYMPTOM 1

Symptom:

Area of irritation: Doctor’s notes:

Pain rating (1-10, with 10 being worst imaginable):
a1 a2 as a4 as ae6 av as a9 aio

Main impaired activity made more difficult by above symptom:

Pain Quality: Pain Pain Radiates Into: Pain Cause: Pain Duration:
Frequency: .
QAching QArm QA Fall When did symptom
OConstant first occur?
QBurning UlLeg UAuto Accident
UFrequent
UCramping UShoulder ULifting Injury
Qintermittent
UNumbness UButtock QuUnknown
dOccasional ,
QSharp And QGradual Onset Doctor’s Notes:
dShooting dRight Side
astiffness ULeft Side
QTingling UBoth Sides
Pain Pattern: Pain Aggravated By: Pain Relieved By: Prior Intervention:
Qworse in QBending QTwisting QsStretching UOTC Medicines
Morning o o
QCoughing/Sneezing QLying down ORest UPrescription medicine
UWorse in
Afternoon UGetting up from chair UsStanding ULying Down UMassage
UWorse in UWalking asitting UStanding U Surgery
Evening
QLifting Qlce QChiropractic Care
UWorse when
Sleeping OKnees Bent

Please Mark Applicable Areas for this Condition:

2543

|
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SYMPTOM 2

Symptom:

Area of irritation: Doctor’s notes:

Pain rating (1-10, with 10 being worst imaginable):
a1 a2 a3 a4 as a6 a7 us a9

aio

Main impaired activity made more difficult by above symptom:

Pain Quality: Pain Pain Radiates Into: Pain Cause:
Frequency:

UAching UArm UA Fall
UConstant

UBurning UlLeg UAuto Accident

) UFrequent . )

QdCramping QShoulder dLifting Injury
Wintermittent

ONumbness UButtock QUnknown
WOccasional

USharp And WUGradual Onset

UsShooting URight Side

Qstiffness ULeft Side

QTingling QBoth Sides

Pain Duration:

When did symptom
first occur?

Doctor’s Notes:

Pain Pattern:

Pain Aggravated By:

Pain Relieved By:

UWorse in UBending U Twisting UStretching
Morning
UCoughing/Sneezing ULying down URest
UWorse in
Afternoon UGetting up from chair UStanding ULying Down
UWorse in QWwalking asitting UsStanding
Evening
QLifting Qlce

dWorse when
Sleeping

dKnees Bent

Prior Intervention:
UOTC Medicines
UPrescription medicine
UMassage
U Surgery

UChiropractic Care

Please Mark Applicable Areas for this Condition:

:
!




