Patient Information Form

[ EMAIL: [ Claim #:
Cell: -
Phone: ( ) -
First Name: M.I. Last:
Address: City: State: Zip:
Age: Sex: DOB: / / Marital Status: [_|S[_JM[_Jw[_]D | Spouse:
SS#: - - Occupation: Employer:
Work Phone: ( ) - Work Address:

Referred By:

Person Responsible for this Account:

Contact in Case of Emergency:

Phone: ( ) -

MEDICAL/FAMILY HISTORY

Please indicate which conditions have been experienced by marking the appropriate boxes:

S=SELF M= MOTHER F=FATHER
S M F S M F S M F
1 [ [ AIDs/HIv 1 [ [ Indigestion (] [ [ Multiple Sclerosis
(][] Anemia [ ][] [] pislocated Joints [] [] [] Muscular Dystrophy
L] L] L Arthritis [] L] L] Epilepsy [ ][] [] Neck Pain
(][] [] Asthma [] [] [] spinal Surgery [ ] ] ] Numbness
I:‘ I:‘ I:‘ Back Pain I:' I:‘ I:‘ Headaches I:‘ I:' I:' Osteoporosis
[ ][] [] Bladder Trouble [ ][] [[] Heart Trouble [ ][] [] poor Circulation
[ ][] [[] Bone Fracture [ ][] [[] Reproductive Disorders [ ][] [] Artery Occlusion
[ ][] ] cancer [ ] [] [] High Blood Pressure [ ][] [] bVT (peep vein Thrombosis)
[ ][] [] chest Pain [ ][] [] High Cholesterol [ ][] [] Aneurysm
[ ][] [] concussion [ ][] ] Kidney Disease [] [] [] vertigo/Dizziness
][] ] convulsions 1 [J ] Bowel Control Loss [ ][] [] venereal Disease
|:| |:| |:| Diabetes |:| |:| |:| Thyroid Disease |:| |:| |:| Hepatitis
|:| |:| |:| Stroke/TIA (Transient |:| |:| |:| Pacemaker/Defibrillator |:| |:| |:| Colitis/Crohn's Disease
Ischemic Attack/Mini Stroke) |:| |:| |:| Drug/Alcohol Dependency |:| |:| |:| Mental Illness

Have you been treated by a physician for any health condition in the last year? |:| Yes |:| No
Describe Condition:

Date of Last Physical Exam:

SURGICAL HISTORY

1. Date:

2. Date:

3. Date:

Do you have a metal implant? [ | Yes [ ] No Ever been gunshot?[ ] Yes [ ]| No
ACCIDENT HISTORY

1.[ ] Job [ ] Auto [ ] Other: Date:

2.[ ]Job [ ] Auto [ ] Other: Date:

3.[ ] Job [ ] Auto [ ] Other: Date:
Patient’s Signature: Date: / /




Jewell Chiropractic
Dr. John Frink, D.C

Patient Complaints
PLEASE ASK RECEPTIONIST IF YOU NEED ASSISTANCE

Using the provided symbols, please indicate the
areas your pain affects: PLEASE LIST MAJOR COMPLAINTS
ACHE: AMAAAA - BURNING: ----------
NUMBNESS: 000000 PINS & NEEDLES: .....ccc...
STABBING: //////]/] OTHER: XXXXXXXX

Symptoms are worse in: |:| Morning |:| Afternoon |:| Night
When and how did your symptoms occur (What were you doing
when the pain began)?

Please mark an “X” on the line indicating the
severity of your pain:

Date Occurred: / /
1< »10 | Symptoms/Complaints: [ ]comeand Go [ _]Are Constant
No Pain Worst Pain Possible | Symptoms have persisted for how many: hour(s)
day(s) week(s) month(s) year(s)

Symptoms developed from: |:|Job related Injury [_]Auto Accident [_]Other Accident [ ]iliness [_]Unknown Cause [_]Gradual onset

What does your pain prevent you from doing?

Have you ever had these symptoms before? [ JYes [ |No  When?

Radiological Studies done in the past 2 years (Xrays, MRI, CT scans etc)? Y N

If Yes, When and where were they performed?

Name and Location of Doctor(s) previously seen for present condition(s)?

1.

2.

Are you allergic to any medications? |:| Yes |:| No If Yes, which ones?

Are you taking any medications? |:| Yes |:| No If Yes, please provide us with a complete dosage list

Are you pregnant or think you may be pregnant? |:| Yes |:| No Date of last menstrual Period:

Smoking Status: | ] Never Smoked [ | Former Smoker | ] Occasional Smoker [ ] Everyday Smoker

Alcohol Consumption: |:| Never |:| Minimal (less than 1 drink per week) |:| Moderate |:| Every day

Fees are payable at the time x-rays, examination and treatments are received, unless other arrangements are made in advance. X-rays remain the property of this clinic

Patient’s Signature: Date:




Complaint: NECK PAIN

AGGRAVATING FACTORS?

|:| Anger

Pick ANY: |:| Arising from chair/sitting
HOW OFTEN? [ Intermittent (0-25%) . [ I Bending
PICK ONE: | [ ] Occasional (26-50%) % Eﬁlsl;:ﬁg % G e
L Frequent (51-75%) [ ] Reclining [ ] Climbing Stairs
D Constant (75-100%) [] Repetitive Movement : Coughing
: Sneezing : Depression
SEVERITY? [ mild [ standing [ Driving
PICK ONE: | [ ] Mild to Moderate [ | Stooping [ ] Elevation
|:| Moderate [ ] Straining at Toilet [ ] Emotional Upset
[ ] Moderate to Severe ; Stress ; Exercising
[ | severe || Swimming || External Rotation
i Very Severe ; Throwing ; In/Out of Bed
|| Turning Head Left || In/Out of Car
MOVEMENT DIFFICULTY? | |_] Inflexible - \TA‘/”I“IJ_”g Head Right - 'L’_‘]fte_ma' Rotation
X alkin iftin
PICK ANY: D Restricted i Walkin§ Uphill i Lookigng Down
D Spasm [ ] Looking Up
[ ] stiffness
|:| Cramps RELIEVING FACTORS? [ ] chiropractic Adjustment
Pick Any: | [_] Advil
SENSATIONS? [ ] crawling [ ] Aspirin
PICK ANY: | [ | Dead [ ] Resting [ ] cold
|:| Numb [_] Rubbing Heat Liniment [ ] Exercise
[ ] Pins & Needles [_] Rubbing Mineral Ice [ ] Heat
[ | Prickly [ ] sitting [ ] Hot Showers
|:| Tingling [ ] Sleeping [_] Pain Pills
[ ] Tylenol [ ] Reclining
PAIN TYPES? — Achy Please draw in where you are affected using the provided symbols.
: — Please mark an ‘X’ on the line indicating the severity of your pain.
PICK ANY: | Burning ACHE: AMMAAAA  BURNING: coemmecme
|| Dull NUMBNESS: 000000 PINS & NEEDLES: .........
|| Electric Shock
[ ] Excruciating STABBING: //////// OTHER: XXXXXXXX
|:|Exquisite
|:| Hurting
[ ] Numb Ache
[] Pounding
[ ] Pulsating
Area of Pain? Down to:
Pick ONE: | Generalized in:
Localized in:
Migrating to:
Radiating to:

Shooting into:

NAME:

A

1 - No Pain

DATE:

[
»

10- Worst Pain Possible




Complaint: LOW BACK PAIN

AGGRAVATING FACTORS?

|:| Anger

Pick ANY: |:| Arising from chair/sitting
HOW OFTEN? [ Intermittent (0-25%) Trui % Ee”d"“g
PICK ONE: Occasional (26-50%) uming arrying
— [ ] Pushing [ ] Climbing Ladder
|| Frequent (51-75%) [l — — -
%) L Reclining Q Climbing Stairs
D Constant (75-100% Repetitive Movement | [ | Coughing
|| Sneezing || Depression
SEVERITY? |:| Mild [ ] standing [ ] Driving
PICK ONE: | [ ]| Mild to Moderate [ ] Stooping [ ] Elevation
|:| Moderate [ ] Straining at Toilet [ ] Emotional Upset
|| Moderate to Severe |_| Stress __| Exercising
[ | severe | Swimming || External Rotation
: Very Severe L Throwing || In/Out of Bed
|| Turning Head Left || In/Out of Car
MOVEMENT DIFFICULTY? | [_] Inflexible | wrlnk'_“g Head Right | || 'L’_‘]fte_ma' Rotation
- - __| Walking __| Lifting
PICK ANY: % Restricted || Walking Uphill || Looking Down
Spasm || Looking Up
[ ] stiffness
|:| Cramps RELIEVING FACTORS? [ ] chiropractic Adjustment
_ Pick Any: | [_] Advil
SENSATIONS? || Crawling [ ] Aspirin
PICK ANY: | | | Dead [ ] Resting [ ] cold
|:| Numb [ ] Rubbing Heat Liniment | [_] Exercise
[ ] Prickly [ ] sitting [ ] Hot Showers
- [ ] sleeping [_] Pain Pills
|:| Tingling —
[ ] Tylenol [ ] Reclining
5 — Please draw in where you are affected using the provided symbols.
PAIN TYPES: — AChy_ Please mark an ‘X’ on the line indicating the severity of your pain.
PICK ANY: || Burning ACHE: AMAAA  BURNING: coemmememe
|| Dull NUMBNESS: 000000 PINS & NEEDLES: .........
|| Electric Shock
[ ] Excruciating STABBING: ///////] OTHER: XXXXXXXX
|:|Exquisite
|:| Hurting
[ ] Numb Ache
Pounding
|| Pulsating
Area of Pain? Down to:
Pick ONE: | Generalized in:
Localized in:
Migrating to:
Radiating to:

Shooting into:

NAME:

A

1 - No Pain

DATE:

[
»

10- Worst Pain Possible




Jewell Chiropractic

579 South Indiana Ave., Suite C
Englewood, FL 34223
Ph: (941) 474-4944 & (941) 474-2475

RECEIPT NOTICE OF PRIVACY PRACTICES (HIPPA)
WRITTEN ACKNOWLEDGEMENT FORM

Dr. John Frink, D.C.

I have read a copy of Jewell Chiropractic's Notice
(PRINT NAME)

of Patient's Privacy Practices.

Signature of Patient, Parent or Legal Guardian:

(SIGNATURE)

(DATE)



