Chiropractic Case History/Patient Information

Date: Patient # Doctor: Frank Bowling, D.C.
Name: Social Security # Home Phone:
Address: City: State: Zip.
E-mail address: Cell Phone: Carrier:

Age: Birth Date: Race: Maritat M S W D

Occupation: Employer:

Employer's Address: Office Phone:

Spouse. Occupation: Employer:

How many children? Names and Ages of Children:

Name of Nearest Relative: Address: Phone:

How were you referred to our office?
Family Medical Doctor:

When doctors work together it benefits you. May we have your permission to update your medical doctor regarding
your care at this office?

Please check any and all insuranc

erage that may be“applicable in this case:

n Major Medical & Worker's Compensation

icaid = Medicare =z Auto Accident
n Medical Savings Account & Flex Plans

Name of Primary Insurance Com
Name of Secondary Insuran

AUTHORIZATIONAND_RELEASE: | authorize payment of insurance benefits dirsstly
chiropractic office. | authorize~the—doctor to release all information neces
physicians and other healthcare providers and Pz 5

responsible for all costs of chiropractic care, reg
or terminate my schedule of care a
immediately due and paya

£ e chiropractor or
cessary to communicate with personal
e payment of benefits. | understand that | am
ance coverage. | also understand that if | suspend

Ny fees-ferprofessional services will be

The patient understands and agrees to allow this chiropractic office to use their Patient Health Information
for the purpose of treatment, payment, healthcare operations, and coordination of care. We want you to
know how your Patient Health information is going to be used in this office and your rights concerning
those records. If you would like to have a more detailed account of our policies and procedures concerning

the privacy of your Patient Health Information we encourage you to read the HIPAA NOTICE that is
available to you at the front desk before signing this consent. The following person(s) have my permission
to receive my personal health information:

Patient's Signature:
Guardian's Signature Authorizing Care:

Date:
Date:




HISTORY OF PRESENT AND PAST ILLNESS:

Chief Complaint: Purpose of this appointment.

Date symptoms appeared or accident happened.
s this due to: Auto___ Work Other

Have you ever had the same or a similar condition? 7 Yes 1 No If yes, when and describe:

Days lost from work: Date of last physical examination:
Do you have a history of stroke or hypertension?

Have you had any major illnesses, injuries, falls, auto accidents or surgeries? Women, please include information
about childbirth (include dates):

Have you been treated for any health condition by a physician in the last year?
If yes, describe:

nYes wNo

What medications or drugs are you taking?

Do you have any allergies to any medications? n Yes 1z No
If yes, describe:

Do you have any allergies of any kind? = Yes = No
If yes, describe:

Do you have any Congenital Condition? ___Yes ___ No If YES, Describe

Women: Are you pregnant?

Have you had or do you now have any of the following symptoms/conditions? Please indicate with the letter N if
you have these conditions now or P if you have had these conditions previously.

N = Now P = Previously
Headaches Frequency Loss of Balance
Neck Pain Fainting
Stiff Neck Loss of Smell
Sleeping Problems Loss of Taste
Back Pain Unusual Bowel Patterns
Nervousness Feet Cold
Tension Hands Cold
Irritability Arthritis
Chest Pains/Tightness Muscle Spasms
Dizziness Frequent Colds
Shoulder/Neck/Arm Pain Fever
Numbness in Fingers Sinus Problems = .
Numbness in Toes Diabetes

High Blood Pressure
Difficulty Urinating
Weakness in Extremities

Indigestion Problems
Joint Pain/Swelling
Menstrual Difficulties



Breathing Problems
Fatigue

Lights Bother Eyes
Ears Ring

Broken Bones/Fractures
Rheumatoid Arthritis
Excessive Bleeding
Osteoarthritis
Pacemaker

Stroke

Ruptures

Eating Disorder

Drug Addiction

Gall Bladder Problems
Ulcers

Weight Loss/Gain
Depression

Loss of Memory
Buzzing in Ears
Circulation Problems
Seizures/Epilepsy
Low Blood Pressure
Osteoporosis

Heart Disease
Cancer

Coughing Blood
Alchoholism

HIV Positive
Depression

SOCIAL HISTORY

Please indicate beside each activity whether you engage in it:

OFTEN= "O"

Vigorous Exercise
Moderate Exercise
Alcohol Use

Drug Use

Tobacco Use

Caffeine

High Stress Activity

SOMETIMES="S" NEVER="“N"

Family Pressures
Financial Pressures
Other Mental Stresses

Other (specify)




CONSENT TO CHIROPRACTIC ADJUSTMENTS AND CARE

[ (We) hereby request and consent to the performance of chiropractic adjustments and other
chiropractic procedures on me or on . by

Frank Bowling. D.C. and/or other licensed doctors of chiropractic who may be emploved by or engaged
in practice in the Bowling Chiropractic Center. P.C.

I'have had the opportunity to discuss with Frank Bowling. D.C. and/or other clinic personnel the
nature and purpose of chiropractic adjustments and other procedures. 1 understand that the practice of
neither chiropractic or medicine is an exact science and that my care may involve the making of
Judgments based on the facts known to the doctor at the time: that it is not reasonable to expect the
doctor to be able to anticipate or explain all risks and complications; that an undesirable result does not
necessarily indicate an error in judgment: that no guarantee as to resuhs has been made to nor relied
upon by me. and [ wish to rely on the doctor to exercise Judgment during th

¢ course of the procedure
which he/she feels at the time. based upon the facts then known. is in my best interests.

I have also been advised that although the incidents of complications associated with chiropractic
services is very low. anyone undergoing adjusting or manipulative procedures should know the
possible hazards and complications which may be encountered or result.
limited to. fractures. disk injuries. strokes. dislocations. sprains.
aberrations unknown or reasonably undetectable by the doctor.

rare
These include. but are not
and those which relate to physical

I'have read or have had read to me the above Consent.
to ask guestions about its content. and by signing below. agree t
chiropractic procedures.

I have also had and have an opportunity
o the chiropractic adjustments and other

OFFICE USE ONLY
PATIENT INFORMED BY':

Patient’s Name

e e e i

Staff Signature SRR

Patient’s Signature - i

Relationship/Authority if not signed by Patient ~



Name (Please Print)

Mark an “x” in areas of pain or symptoms (on image on right),
if any, or list here:

Rate your pain or symptoms, if any, on a scale from “0” to “10™;

List surgeries or conditions that might affect the adjustment

(example - screws or plates in spine or other procedures
the doctor should know about):

Services requested today:

Chiropractic Adjustment - $20
Intersegmental Traction (“roller” table) - $10

Spinal Decompression (“stretcher” table) - $30
Cold Laser - $20

Check or Credit Card Fee - $5

Total amount paid:

Please read carefully and sign:

| understand that all adjustments and other services at Bowling Chiropractic Center are considered
“weliness visits,” and will be cash in advance at time of service (additional $5 for checks or credit cards).
Wellness care is not covered by any insurance companies, Medicare or Medicaid. No receipts, notes or
other paperwork will be given for purposes of insurance reimbursement or tax deduction. The only

condition cared for will be vertebral subluxation (spinal misalignment) for the purpose of reducing nerve
interference and restoring normal tone in the nervous system.

Patient or Guardian Signature Date

Thank you for trusting us with your health. We will always do our very best to justify that trust.
- Dr. Bowling and staff.



