_Z Patient Information

Name:

2 Insurance

(First) (Initial)  (Last) (Name called by)

Address:

(City) (State) (Zip Code)
Birthdate: Age: _ [Male OFemale
Social Security # / /

Occupation:

Employer:

Parents Name(if a minor):

Osingle OMarried CIDivorced Clwidowed USeparated
Spouse’s Name:

# of Children:___ Name(s)

Who is responsible for this account?

Relationship to patient

Insurance company

Insurance ID number

Group / Claim number

Is patient covered by additional insurance? LYes CINo
Insurance company

Subscriber # and name

Birthdate Group #

Please present insurance card(s) so we can put a copy in your file.

How were you referred to Fixen Chiropractic?

OlPatient O Physician

OYellow Pages Ointernet CIRadio LINewspaper [ISign
Clother

3 Accident Information

Is your condition due to an accident? CINo ClYes
Date of accident:
Type of accident? LJAutomobile C0Work ClHome LlOther

4 Contact Information
Home phone

Cell phone

Work Phone Ext
Email

Best way to reach you: CHome Ccell Cwork CIEmail

IN CASE OF EMERGENCY, CONTACT:

To whom have you reported the accident? E:Etei: onship

Uinsurance IZlWorker’s_Comp LIEmployer ClOther Home Phone

Attorney Name (If applicable) Cell

5 Patient Condition

What is your major symptom/problem?

When did your symptoms begin?

Have you had this problem before?

Is your condition getting progressively worse? LlYes LINo B Burning

Is this problem: Clconstant Clcomes and goes f\i\h;f/ Stabbing
How does it Feel? LIBurning CSharp CIShooting CIDull CJAching LIStiff D Dull

Tingling LThrobbing CISwelling ClOther

Please mark the area(s) affected on the diagram to the right with the
type of pain associated (see box at top right of diagram).

Circle below the severity of your pain on a scale of 0 to 10:

(Nopain) 0 1 2 3 4 5 6 7 8 9 10 (Severepain)

What makes your condition better?

What makes your condition worse?

Does it interfere with your OWork OSleep ODaily CDRoutine CIRecreation Right ' Left
Activities/movements that are painful to perform: OSitting CIStanding
Walking OOBending OLying down CIDriving LReading LlGetting Up

Right




6 Health History

What other treatments have you had for this condition?

OChiropractic OOrthopedic CONeurologist CIPhysical Therapy COIMedication CSurgery
Name of other doctors who have treated you for this condition
Describe the other doctor’s treatment for your condition

Previous Chiropractic care? ONo OYes Date OLocal OOut of state
Date of Last: Physical Exam Spinal x-ray MRI
Spinal Exam Dental x-ray CT- Scan

List any Medications you are taking
Vitamins / Herbs / Minerals
Females: Are you Pregnant CIYes CINo Beginning of last menstrual cycle
Check any of the following conditions you have had:

OAIDS/HIV ODigestion problems OInsomnia OSciatica
DAllergies OEarache OlIrregular cycle OShingles
OlAnxiety/Depression OEar ringing OKidney problems OSinus infection
OArm/shoulder pain OEpilepsy OLeg pain OStroke
OlArthritis OGout OLow back pain OsTD
OAsthma OHeadaches ONeck pain OThyroid problem
OBladder problems OHeadaches - Migraine OOsteoporosis OTMm]
CBreast Lump LHeart Disease OPace Maker OVertigo/Dizziness
CCancer OHemorrhoids OPinched Nerve
OChronic fatigue OHerniated disk OPoor circulation
LDeafness OHigh blood pressure OProstate problems
LIDiabetes OHigh Cholesterol ORheumatoid Arthritis
Stressors Exercise

L0 Smoking Packs/Day CINone

I Alcohol Drinks/Week (OModerate

L1 Coffee/Caffeine Drinks Cups/Day ODaily

O High Stress Level Reason OHeavy
Have you had any: Description Date
Automobile accidents
Surgeries

Broken bones
Falls/Head injuries

7 AUTHORIZATION

Insurance verification and authorization is not a guarantee of payment. I understand that I may be
responsible for any balance that is not paid by insurance. I authorize Fixen Chiropractic/Quentin Fixen D.C.
to release any information regarding my treatment to any insurance company in effort to receive
reimbursement for services provided. I authorize the use of this signature on all insurance submissions.

Signature Date Parent (if patient is a minor)




