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HAS THIS OR SOMETHING SIMILAR HAPPENED IN THE PAST?     YES     NO       IF YES, PLEASE EXPLAIN:  __________________________________ 

HAVE YOU BEEN TREATED BY A MEDICAL DOCTOR FOR THIS CONDITION?        YES        NO 

HAVE YOU BEEN TREATED BY A CHIROPRACTOR FOR THIS CONDITION IN THE PAST?       YES        NO 

PAST MEDICAL HISTORY: 

ACCIDENTS:  _________________________________________________________________________________________________________________________ 

FRACTURES:  ________________________________________________________________________________________________________________________ 

SURGERY: ___________________________________________________________________________________________________________________________ 

HOSPITALIZATION:  _________________________________________________________________________________________________________________ 

ALLERGIES?  _________________________________________________________________________________________________________________________ 

REVIEW OF SYSTEMS:  DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING DISEASES, MEDICAL CONDITIONS OR PROCEDURES?  

Heart Attack/Stroke  Fatigue  Stomach/digestion  Hepatitis  

Fibromyalgia  Alcohol/Drug Abuse  Venereal Disease  Glaucoma  

Shingles  Cancer  Neck Pain  Severe/Frequent Headaches  

High/Low Blood Pressure  Prostate problems  Rheumatic Fever  Artificial Bones/Joints/Implants  

Ulcers/Colitis  Fainting/Seizures/Epilepsy  Sinus Problems  Mitral Valve Prolapse  

Difficulty Breathing  Menstrual problems  Lower Back Problems  HIR+/AIDS/ARC  

Anemia/Diabetes  Kidney Problems  Tuberculosis  Arthritis  

Anxiety/Depression        

 

MEDICATIONS (PLEASE LIST NAME AND DOSAGE, INCLUDING VITAMINS AND SUPPLEMENTS): 

MEDICATION/VITAMIN/SUPPLEMENT NAME DOSAGE MEDICATION/VITAMIN/SUPPLEMENT NAME DOSAGE 

    
    
    
    
    

Social History: 

DO YOU EXERCISE?    Yes    No    WHAT TYPE?______________________________________________________________________________________  

HOW OFTEN?  ______________________________________________________________________  HOURS PER WEEK: ____________________________ 

DO YOU USE TOBACCO?    Yes    No   HOW MUCH? ________________________________  FOR HOW LONG?  ________________________________ 

DO YOU DRINK ALCOHOL?    Yes    No     HOW OFTEN? ______________________________ TIMES PER WEEK: _____________________________ 

Family History: 

IS THERE A FAMILY HISTORY OF ANY OF THE FOLLOWING?  PLEASE NOTE IF MOTHER, FATHER, SISTER, BROTHER, GRANDPARENTS. 

  Family member 

 Cancer  

 Heart disease  

 Neurological problems  

 Stroke  

 Diabetes  

 Tuberculosis  

 Other  

 



Insurance Information 
 
Patient Name: ________________________________________________________  DOB: _______________ 

Primary Insurance Company Name: ____________________________________________________________ 
 
Are you the Policy Holder?   Yes    No    If “YES”, STOP.  IF “NO” PLEASE COMPLETE THE 
FOLLOWING: 
 

1. Insured’s Name: _______________________________________________________________________ 

2. Insured’s Date of Birth: _________________________________________________________________ 

3. Insured’s Employer: ___________________________________________________________________ 

 
Secondary Insurance Company Name:  __________________________________________________________ 

1. Insured’s Name:   _______________________________________________________________________ 

2. Insured’s Date of Birth:   _________________________________________________________________ 

3. Insured’s Employer:  ___________________________________________________________________ 

 
AUTHORIZATION AND RELEASE: I authorize the payment of insurance benefits to the 
Chiropractor. I authorize the doctor to release all information necessary to secure the payment of 
benefits. I understand that this is not a guarantee of benefits and that I am responsible for all costs of 
chiropractic treatment, regardless of insurance coverage.  
 
______________________________________________________ _______________________________ 
(Signature of Insured Person)  (Date)  
   

For office use only below 
VERIFICATION OF BENEFITS 

Diagnosis or Chief Complaint:______________________ In Plan Benefits:_____________________________ 

Out of Plan Benefits: _______________________________________________________________________ 

Date of first visit   Modalities  

Effective Date   Does separate deductible apply to modalities  

Deductible – Family   Massage Therapy  

Deductible -Individual   X-rays  

Calendar Year – Other   Out of Pocket max  

Amount already met   Maximum visits per year  

Services covered at   Maximum amount per year  

Amount of co-payment     

      

Send claims to: ____________________________________________________________________________ 

Notes:  __________________________________________________________________________________ 

Name of benefits contacts: __________________________  Phone:_________________________________ 

Verified By:_________________________Entered By:______________________Date:___________________ 

Reviewed with Patient_________________________ Patient initials__________________________________ 



Automobile Accident Questionnaire  Date:  ________________________________ 

First Name:__________________________________  Middle Initial:_____  Last Name:__________________________________ 

Date of Birth:_____________________________  Date of Injury:__________________________ Time of Injury: ___________

Describe the events leading up to your accident?   __________________________________________________________________________ 

 _____________________________________________________________________________________________________________________________________ 

 _____________________________________________________________________________________________________________________________________ 

Select from the following list any body parts that struck an object at the point of impact: 
  Head    Face  Chest Neck   Back 
  Right Shoulder    Left Shoulder  Right Arm Left Arm   Right Leg 
  Left Leg    Right Knee  Left Knee Other 

Select the objects that were struck: 
  Windshield    Headrest  Dashboard Steering Column 
  Door Frame    Back of Seat  Rear View Mirror Seat Broke 
  Jarred or Thrown    Cannot remember  Rendered unconscious Other   

If you have been treated by any other physicians for neck or back problems, please explain:   _________________________ 

 _____________________________________________________________________________________________________________________________________ 

 _____________________________________________________________________________________________________________________________________ 

If applicable, indicate any pains or abnormal sensations you experienced immediately following the impact: 
  Headache    “Saw stars” Semi‐conscious state Right neck pain
  Left neck pain    Right mid‐back pain Left mid‐back pain Right low back pain
  Left low back pain    Right lower extremity  Left lower extremity  Right upper extremity pain
  Left upper extremity pain    Other   

Indicate any action you took immediately following the accident: 
  Went home and took it easy    Went about normal  Went to physician Went to hospital
  Doctored yourself thinking pain would go away Other  

If you were hospitalized after the accident, indicate method of delivery to hospital: 
  Ambulance    Drove    Driven by  Went home and taken later or drove yourself to 

Name of Hospital: _____________________________________________________  City/State:  _____________________________________________ 

Were you seen in the Emergency Room?  Yes    No   Length of Stay:______________ Name of Physician:  _____________________ 

Indicate any procedure performed at the hospital, including the emergency room: 
  Examination    X‐Rays    Prescription Injection Complete bed rest 
  Stitches    Therapy    Cervical collar Wounds dressed Other  

What was the name of the first physician you consulted?  ____________________________________________________________________ 

Select from the following list the type of physician this was: 
  Family Physician    Chiropractor Orthopedist Osteopath 
  Neurologist    Walk‐in Clinic Other  

Comments:   _______________________________________________________________________________________________________________________ 

 _____________________________________________________________________________________________________________________________________ 

 _____________________________________________________________________________________________________________________________________ 

Do you have an attorney?    Yes     No      If yes, please provide his/her name, address and phone number: 

 _____________________________________________________________________________________________________________________________________ 



PATIENT SPECII..IC FUNCTIONAL AI\D PATN SCALES (PSFS)

Name Date

Activity #1
(Point to one number):

Able to perform
activity without

difficulty

Able to perform
activity without

difficulty

Able to perform
activity without

difficulty

Activitv #2
(Point to one number):

0 I  2  3  4  5  6  7  8  9  10
Unable to
perform

the activity

Unable to
perform

the activity

Unable to
perform

the activity

0 |  2  3  4  5  6  7  B  9  10

Activitv #3
(Point to one number):

0 I  2  3  4  5  6  7  B  9  10

Our goal is to work together with you to "problem-solve" ways to return you to the activities
which you have told us you are either unable to perform or are giving you the most difficulty
since this problem began.

Signature

Chatman AB, Hyams SP, Neel JM, Binkley JM, Stratford PW, Schomberg A, Stabler M. The
patient-specific functional scale: Measurement properties in patients with knee dysfunction, Phys
Ther 1997:77:820-829.

In your visits here we want to know what 3 activities in your life you are unable to do or having
the most difficulty with as a result of your chief problem ( )

Please list 3 activities you are unable to perform or having the most diffibulty with because of
your chief problem

1 .

2.

.|
J .








