WELCOIVIE

Patient Information

Medical History

Full Name

Address

Mailing Address

E-Mail

Phone Cell Phone
Sex: UM UF Age Birthdate

Patient SS#

Occupation

Employer

Employer Phone

May We Call You At Work?

Spouse’s Name

Occupation

Spouse’s Employer

Health Insurance [1Yes [INo Company

Insured’s Name

Insured’s SS # & Date of Birth

Insurance ID#

Group# Coverage Date

How were you referred to our office? Please specify,
Doctor Family/Friend

Other

Surgeries or Hospitalizations: If none, please check here: ( )

Year

Year

Year

Year

Year

Year

Medications: (Please list all the medicines or vitamins you are

currently taking)
For What Condition?

For What Condition?

For What Condition?

For What Condition?

For What Condition?

For What Condition?

For What Condition?

For What Condition?

Medication Allergies

Are there any other conditions or symptoms that may be related to
your major problem? [ Yes [1 No If yes, please explain

Accident/Injury History

AUTO, date(s) & brief description:

WORK, date(s) & brief description:

OTHER, date(s) & brief description:

Broken bones/Dislocations: (Dates):

Any other diseases, major illnesses, or injuries not indicated on
this form either in the past or the present. [] Yes [1 No If yes,
please explain

What treatment have you already received for your condition?
[1 Medication [ Surgery [ Physical Therapy [ Chiropractor

Other

Personal Physician

May we send a report to your personal physician? [] Yes [] No

Specialists You Have Seen and Dates

For women only:
Date of last exam
Are you pregnant? [] Yes [1 No [] Unsure
Nursing?[] Yes [1 No  Taking birth control?[] Yes [1 No
Vaginal Bleeding?[] Yes [] No  Circle: Normal or Abnormal
Vaginal Discharge?[] Yes [1 No Color
Missed or Abnormal Periods?(] Yes [ No




Symptoms

Mark an X on the picture where you continue to
have pain, numbness or tingling. Draw a line to the #
circled below for the pain in each area.

No 123456 7 8 910  Extreme

Pain pain
Circle # to indicate your level of pain

Reason for this visit?

For Doctor Use Only

Is this an existing problem or a new problem?

When was the first time you noticed this problem?

How frequent? [] Constant [] Daily [] Intermittent [ Night Only
How long does it last? [1 All Day [] Few Hours [] Minutes
Is there anything you can do to relieve the problem? [ Yes [] No

If yes, describe

If not, what have you tried that didn’t help?

What makes the problem worse? [ Sitting [ Standing
[1 Lying [1 Bending [ Twisting Other

How would you describe the pain? [] Aching [1 Sharp [] Dull

[J Throbbing [ Tingling [J Burning [] Stabbing Other

Do you experience : [ Pain or numbness in the arms [ Pain or
numbness in the legs

Is the pain worse in [] A.M. [1 P.M [] Both

Does the pain wake you up at night? [] Yes [] No

What kind of bed do you sleep on?

Firm Mattress

Memory foam Mattress Other

What position do you sleep in? ] Side [1 Back [ Stomach

How old is your bed?

Pillow Top Mattress Waterbed

Doctor’s Signature

Date

I authorize my insurance company or other coverage to pay
directly to, OR, if my current policy prohibits direct payment
to doctor, then I hereby instruct and direct you to make check
to me and MAIL to the following:
Pinnacle Physical Medicine & Rehab
Ted Showalter, D.C,
8106 Standifer Gap Rd. Ste B
Chattanooga, TN 37421
(423) 855-5053

I understand and agree that health and accident policies
are an arrangement between an insurance carrier and myself
not between me and this office. I authorize this chiropractic
clinic to release any medical information and to complete any
usual and customary reports and forms at no charge to assist
in collecting from my insurance company. I understand that
any amount paid to this office will be credited to my account
upon receipt.

I clearly understand and agree that all services rendered to
me are charged directly to me and that I am personally
responsible for payment. I also understand that if I suspend
or terminate my schedule of care as determined by my doctor,
any fees for professional services will be immediately due and
payable.

I certify that that I have read and understand this
information to the best of my knowledge. The questions have
been accurately answered. I understand that providing
incorrect information can be dangerous to my health.

Patient/Guardian Signature Below:

Date




