TREATMENT APPLICATION

Plazcase check the type of care desied: O Tempornany Relisd O Lastimg Comaction
O Check hare it you want the Doctor to recommend the best type of cong Tor you,

Crbe: _
pialygiey Duater of Birth:
Address: . Ciby Smote Ip Codea
Hearrse: Procmie: Mumber cell Phone®
Check ift you arac O Marmiad 0 Sinegle O ‘Widowead O Divorced O Separatad
Marme of Hesbond or Wie: _ Ages of Chilcmen:
Whezre arg you or husband fwife employed? e
TE-redl: Relorrad 10 cur olfice by
Whao is responsible for your bill? O Self O Spousa O Emploaywar O Insuramce O Oihar
Herw Poryrmnl will B rdetie Ty of Insurance
[ Cosh — o Workers' Comnp - Health nsurance
- Check _  Automobile Ins. Policy
Mame of Company and Address __

COMPLETE THESE DIAGRAMS
MAJDE COMPLAINT

{Please dascribe only your major problem)

It wodl one n pain, please mark the exoct lIocation of your pdainon the

clicagrarn absova Alsa describe the type and freguency of your pain, o=
well as.any octivity whichbrings on or aggrovotas the pain, For exomipls, ) GG

clull, shawpa, consant, off & on, when starding, when sitfing, efc, sic
How did this condition develop? (What coused it? How did it start#)

Wh::-r'l wits the vieny fiest 1:rnn3 you wisne cwars of this problem? -
Have you ever hod this proiblem or similar problem before? If ves, pleass E-xplum

Hove you ever recaived any treatment for this condifion? If yes, whens and when, and what were your resulfs?

e

Has this ﬁrab{em been gE:’rhng better, worse, or staving the same?

{PLEASE COMPLETE REVERSE SIDE)

FEEATO



Is thete anything you do that makes your condilion worse?

How Mz this condition affected vour ife?
A Hormne life
B Ocoupational Re — . -
C. Recrzalional life —
D Rast and Sleep Be
Hove youl ever been in an outomabile aoccident [ Peast vwengr O Post 5 oo O Creer 5 yoaars O Maver
ANY ACCIDEMTS, FALLS, ETC, THAT MISHT HAVE CALSED YOUR PROBLEM i

What surgery hos been done?

— - i

Arer you pregnont? O Yes O Mo
DRUGS YOU MOW TAKE O NervePills DOPainKllers O Muscle Reloxers O FPep®Plls O Tranguilizers O Inswlin

O Birth Conirol Pilks O Diher (plecse sty .
AMNY CHIRQPRACTOR CONSULTED IN THE PAST? Mamae: -
Dofes consultad: - For what problem?

Fees are payable af the time X-rays, examinations, and treatments e received, unliess other arrangements are mads in
odvance X-roys rermain the property of this clinic,

IF YOURS 15 AN ACCIDENTAL INJURY, PLEASE COMPLETE THE FOLLOWING @UESTIONS

Dﬂ:recza!m:c:idant__—_ Hour: ___ AM ___ PM  Locofion: .
How did acciden? ocour? O Auto Colligion O On-the-Joby Injury O Crthuger
it not an aubo collision, please describe the circurnstoneas: . .

Did you report the injury o your foreman or employer? O ¥ES OND
Did he (they) recommend care ot aur affice? O YES ONOD

It auto accident, were wou O Diriver? O Passenger? O Pedesdrian?
If auto colison, weee you sfruck from O Behind?  CIRight Side?  Dleft Side? OFont? O Aulo was parked
Did your cor strike the ofher(s) involved? CYES ONO;  Or did he other car stike yours? O YES ONO O Undetermined
As a result of the occident, were froffic cifafions issused to you? OYES DNO:  To the driver af the: ather car? OYES CINO
Tar thee driver of wour cor? OYES O MNO:; Ligt the exdent of e injuries as you knosw theam; _

Did you requine post-accident hospifalization? CYES O NO
CHECK SYMPTOMS YOU HAVE NOTICED SINCE ACCIDENT:

L Headache O Irritabiity O Numbness in Toss O Foce Flushed O Feat Cold
O Nizck Pain O Chiest Pain O shorness of Breath O Burzing inEars O Honds Cold
O Mexcke SHiff O Drizziness O Fatigue O Loss of Balance O Stormach Upset
O Slegping Problems [ Heod seems foo heavy O Depression OFalnting Spalls O Constipation
O Bock Pain O Pins & Needles in Ars O Light bothess Byes 0 Loss of Smell O Codd Bwesals
O Memvausness DI Pires & Meadles inLlegs O Loss of Memory Ol Loss of Taste O e
O Tengion I Mumbness in Fingers O Ears Rirg O Diarhea o
Syrnpdoms other than abeve:
Hawe you kst amy days of work? O YES O NG Dates: — P -

Mame of Your Insurance Company involed: .
Maome of Insrance Company of pemson responsible Tor injuries: -
Hove you been contacted by an Insurance Adjuster or Comparny Representative regarding this claim? DOYES  0ONO
Lo you have an atiomey who hos odvised you in this case? DOYES O NO Nomme:
Address of attomey: Phone Mo _—






