TO THE

- New Patient

OUTLINE OF PROCEDURES FOR CARE

STEP ONE:
All new patients are requested to fill out this personal
health history questionnaire.

STEP TWO:

A one-on-one consultation with the doctor will be done
to discuss your health problems and to determine
what may be the cause.

STEP THREE:

A comprehensive examination and evaluation including
those tests necessary to determine the precise cause
of your problem is given.

STEP FOUR:
The doctor will advise you if additional laboratory tests
or x-rays are needed.

STEP FIVE:

You will be given a Report of Findings at which time
the cause of your problem will be discussed. It
includes a thorough explanation of our treatment
recommendations and what results can be obtained.
You will also be advised concerning how our office
procedures work.

STEP SIX:

If you are accepted as a patient, care will begin.
Additional explanations will be given on the different
types of treatments that are available in the office.

STEP SEVEN:

An estimate of the future care that is needed will be
given and upon your acceptance, care will continue
until the personal maximum correction of your problem
has been obtained.

STEP EIGHT:

After maximum correction has been obtained, a
schedule of care will be recommended to help
prevent future problems and maintain good health.
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Confidential Patient Health Record [DATE .D. NO.
PERSONAL HISTORY
MName: Address:
City: State/Prov: Zip/Postal Code:
Home Phone: Birth Date: Age: Sex: UM OJF
Cell Phone: E-mail Address:

Social Security #

Social Insurance #

Business Employer:

Business Phone:

MName of Spouse

Spouse’s Employer

Type of Work ____

Driver's License Number:

Circle One: Married Single Widowed Divorced Separated
Type of Work:

Spouse’s Social Security #

Spouse's Social Insurance #

Business Phone

MName and Ages of Children

Referred To This Office By:

Name and Number of Emergency Contact:

Relationship:

Who Is Responsible For Your Bill, You and [] Spouse [ Workers' Comp. [] Auto Insurance [] Medicare [] Medicaid

[| Personal Health Insurance (Name)

Insured Person's Name

| Health Card #

Date of Birth

Unwanted Health Condition

CURRENT HEALTH CONDITION

Other Doctors Seen For This Condition: (1 Yes [ No Who?

Type of Treatment:

When Did This Condition Begin?

Is Condition: [] Job Related [ Auto Accident [] Home Injury [ Fall [ Other:

Date of Accident:

Results:

Has This Condition Occurred Before? [ Yes [ No

Time of Accident:

Have You Made A Report of Your Accident To Your Employer: [JYes I No
Drugs You Now Take: [ Nerve Pills [ Pain Killers/Muscle Relaxers [ Blood Pressure Medicine

O Insulin [ Other

Do You Wear A Shoe Lift? []Yes [l No
Do You Suffer From Any Condition Other Than That Which You Are Now Consulting Us?

Please Check and Describe:

PAST HEALTH HISTORY

Major Surgery/Operations: [ Appendectomy [ Tonsillectomy [ Gall Bladder [J Hernia [ Back Surgery

[1 Broken Bones [ Other

Maijor Accident or Falls:

Hospitalization (Other Than Above):

Previous Chiropractic Care: [] None [J Doctor's Name & Approximate Date of Last Visit







