Welcome To Aaragon Chiropractic

Patient Information . Financial Policy Agreement
Dalc gt 1 wnderstand that with the exesption of work-rolated Snjuries, I
B ’ A o ultiately responsible for the payment of the services
Name rendered to me at Aaragon Chiropractic,
{Las!)
(First) (M.L) {Bignatore)
Address )
) Tnsurance Provider
Clty ol
State Zip | Are you taking medications?
F-mail Prescriptioms:
Sex UM OF Age Birthdate
Statns (JMarred [0Single 1'Widowsd 0 Diverced [ Separated
MHumber of Children Ages
Qccupation
Employer/School
Address
Daily Habits
Spouse's Name ,
pouse's Birthdat — pecksaday
5 s © {1 O Drink Alcohol Jrimks & day
Sponse’'s Employer Y Drink Caffeme/Coffee drinks a day
Primary Care Physician il How is your...
. . B [ StressLevel:  High Moderte  Low  Nope
Previons Chiropractor H © Worlc Activity: Sittipg Standing light Lahor Heavy Labor

Whom may we thank for referring you? O Exercise Level: Heavy Daily Moderale None

Phone Numbers N i Health History

Home Work - B} Please check all that apply:

Call or other h A Diabeti

Best time and place to reach you: ‘ O High Blood Pressure

In case of copergency: l g?mast Implants

Name : 53 0 Currenily Pregnant

il When did you last feel good?
. -__-_ s et e ey ey B R TS T R R R t‘“—““' z
Paticnt Condition

Major complaint
| Other complaings

Wheh did your symptome appear?

15 this condition getting progressively worse? O Yes [Ne
15 it constant or docs it come and go?
Rate the severity of vour problem on g scale from 1 (least) 10 10 (severe pain)

Type of symptoms: O8kerp [Dull  OThrobbing (MNyrobmess DOAching
Oshootang [Burning HTingling DOStiffness DOther
Does it interfere with your: OWork O Sleep 0O Dwily Routine [ Recreation

Mark on the picture where you continne to have symptoms ] F-Fuin ¥-MNwmboos S=Spasm T=Finghing




Falls/Av.  Jdents/Injuries/Surgeries you hav  Lad:
Descriptions Draics

Falls
Broken Bones
Dislocations

Surperes

Dates of previous car accidents:

Plcase check your current symploms:

0 Headache O Trrtakaliry 0 Wombaess in Toes [ Face Flushed 0 Cold Hands / Fest
[ Neck Pain 0 Chesi Pain £ Shortness in Breath (Buzzing in Ears [1 T4 Pain
O Neck Staff O Dizziness 0 Fatigue 0 T.oss of Balance O Storaach Tpsct
O Drepression U Fainting 0 Constipation / Diarthea 0 Slecping Problems 0 Head Seems to Heavy
{Eow Back Padn U Cold Sweats [ Pios & Needles In Armns D Light Bothers Byes 0 Shoulder Pam
O MNervousness  [Fars Ringing OFins & NeedlesmLegs £ Logs of Momory O Mumbeess in Fngers
0 Tension O Mid Back Pain [ Favar O Other
Date of last: Physical Exam Spinal Exam______ Spinal ¥-Ray MRI/CTScan

Personal Injury Questionnaire

Accident Information . How did you feel...

During the pecident:
Dte - Time of Day . __—
Type of sccident 0 Auto 0 Work 0 Other Toowae:eliately after the accideat:
To whom have you made a report of your aceident?
CAuto Insurance O Employer O Palice O Other Later fhat day-
Narae of supervisor
Have you miained an attorney? The next day:

1. T your own weords, pleasc desenbe the aceident:

2. Were you [ Driver 0 Passenger O Froni Seat D Back Sear [ Aware of the accident

3. MNumber of people in your vehicle? Were you wearing, seat halts? _ Type of vehicie
4. Were vou struck from: U Behind O Froot OLeft Side O Rapht Side
5. Approsmate speed of yourcar? ______ mph  Othorsar? mph  Damage 1o youy cax? §

6. Were you: (0 Unconscious Didyoureceive: UCuts [ Bmises [Other

7. What treatment have you already received for your condition? [ Medications 0 Swrgery O Physical Therapy
O Chiropractic ONone O Other
£ MName apd address of other dootor(s) or facilities (ER, AMEM, etc.) you have seen concerming this condition:

9. Have you lost time from work as a result of this aceident? (0¥es ONMNe  How Long?

10. Dvor you potice ané,z aetivity Testmictions as a result of this injury? U Yes ONo
11 Is the pain worse when: (TWorking (Lifting UStooping (Btanding DSitting [MBending OCoughing (Sleeping [ Walking

Other Information: e S

(Sigmurture) (Dratz)



