PATIENT PERSONAL/CONFIDENTIAL DATA

Nu. Date:
Paticnt: Date of Birth:
llome Address: City: State: Zip:

Social Security No.: Homec Phone: Work Phone:

Employer: Address:

Name of Spouse: 88 No.: ) : No. of Children:

Spouse’s Employer: Address: Marital Status:

How did you learn of this clinic?

Nearest relative not living with you? Phone:

Wheo is responsible for payment? [ Sclf O Spouse O Other:
PRIMARY INSURANCE: SECONDARY INSURANCE:

Insured: 3 Insured B
Name ol Company: Name of Company:

Address: _ Address:

ID & Group No.: ID & Group No.;

Phone No.: PPhone No.:

Purpose of this appointment and list your complaints:

Date of illness: ~ Time: 1AM 1 PM  Location:
How did accident occur? 1 Auto 3 Onthe job  J Other:

Please describe the circumstances and what makes the condition(s) better or worse:

Other Doctor seen for this condition:

Ilave you been treated by a Doctor for any health condition in the last year? O Yes [ No

If ves, please describe:

INSURANCE INFORMATION
1 understand and agree i health and aceident insurance policies are an agresment betwezn an insurance carrier and mysell, Furtherinore, Tunderstand Ut this Chiropractic Ollice will

prepare any pecessary reports and forms to gssist me in making collecton from the insuraace ¢

y amount authorized 1w be puid directly o (i

Chirepractic Qffce will 2e

credited o my account upon receipt. How

e, Lelearly enderstand and e charged dicectly o me und that | um personally responsible tor payment, [ also
understand that if [ suspend or erminate my care and traatment, any fees tor professional services rendered to me will be immediutely duz and payablz.
Signature Physician: _ Signature Patient: = ==

CONSENT OF PROFESSIONAL SERVICES AND RELEASE OF INFORMATION
T hereby authorize and selease the doctor and whomever he/she may desigraze as his'her assistants to adminiswer treateent, physical examination, X-Ray studies, lahoratory procedures,
chiropracti

cara or ary clinic services that he/she deems necessary in my case: and 1 further authorize him/er to disclose all or part of my (patient's) rec

Is 10 any person ar corpora-

tior which is or may be Hable under a contract to the clivic or to the pats

¢ or Lo family member ar emplover of the patient for z part of the clinic's charge, including. and ot limited w,

hospitz L or imedical services companies, insurance companies, workers compensation carriers. welfare funds, ar the patiear’s evployer

Patient’s Signature:

Parent’s or Guardian’s Signature:

Aitkens Family Chiropractic 13047 Kansas Ave., Bonner Springs, KS 66012 (913) 441-4050



HEALTH (QUESTIONNAIRE

Priase CHECK MARK Eacu of THE ConpiTIONS BELOW THAT YOUR ARE CURRENTLY EXPERIENCING OR HAVE EXPERIENCED IN THE Past

Date:
Patient: No.:
MUSCULOSKELETAL GENITO-URINARY GASTRO-INTESTINAL
SYSTEM SYSTEM SYSTEM
1 Low back pain a Bladder trouble A Poor appetite
: o II Excessive urinalion J Excessive hunger

[ Mid back pain et =

o ; W U Scanty urination 1 Difficult chewing

I Pain between shoulders O Painful urinati 3 Difficult swallowine

O Neck pain ainlul urination ifficult swallowing

U Arm problems
I [Leg problems
[ Swollen joints
[ Painful joints
L Stift joints

(1 Sorc muscles
0 Weak muscles
Id Walking problems
J Spasms

1 Broken bones
I Shoulder pain

I Discolored urine
[ Prostate problems

FEMALE
[ Vaginal discharge
1 Vaginal bleeding
11 Vaginal pain

O Lumps in the breast

1 Excessive thirst
-1 Nausea

1 Vomiting blood
=1 Abdominal pain
= Diarrhea

A Constipalion

I Black stool

1 Bloody stool

4 [Hemarrhoids

I Liver trouble

ARE YOU PREGNANT?

1 Gall bladder problems
I Weight trouble

QJYES dNO
SYMPTOM LOCALIZATION
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P Pain T ___ Tender
N __ Numb H __ Hypoesthesia

S Spasm

Pain Index

Least 1 2345678 9 10Worst

I.ist Medications:

4 Acid reflex

NERVOLUS SYSTEM
I Numbness
I Loss of feeling
L Paralysis
L IDizziness
I Fainting
1 Headaches
[ Muscles jerking
L Convulsions
Id Forgetlulness
I Confusion
O Depression
1 Insomnia

HABITS
U Cigarettes
1 Alcohol Abuse
1 Coffce or Tea
i1 Exercise
J Drug Abuse
|

Patient’s Signature:

CARDIO-VASCULAR

SYSTEM

1 Pacemaker

I Chest pain

U Pain over heart

4 Dilficull breathing

I Persistent cough

Id Coughing phlegm

[ Coughing blood

I Rapid heartbeat

[ Blood pressure problems

I Feart problems

I T.ung problems

J Varicose veins

EYE, EAR, NOSE
AND THROAT
1 Eye strain
[ Eye inflammaltion
I Vision problems
[ Ear pain
I Ear noises
[J Ear discharge
O Hearing loss
I Nose pain
I Nose bleeding
[ Nose discharge
L1 Difficult breathing thru nose
L Sore gums
(J Dental problems
L Sorc mouth
1 Sore throat
1 Hoarseness
1 Difficult speech
 Sinus
< Allergy
A Jaw pain

[.ist Surgeries:

Patient Accepted”? 1 Yes

Aitkens Family Chiropractic

1 No

Daoctor’s Signature:

13047 Kansas Ave., Bonner Springs, KS 66012

(913) 441-4050



