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Welcome!                                                             Today’s Date:______________________
Please fill in all requested information completely and accurately.
Full Name: _____________________________________________ Preferred Name: __________________________

Birth Date: __________________ Social Security Number: _____________________ Male:___ Female:___


Mailing Address: _____________________________________________________________________________________

City:_____________________________ State:_________ Zip code:_____________________

Primary Phone: _____________________________________ Work Phone: _________________________________

E-mail Address: ______________________________________________________________________________________

How did you hear about us? ________________________________________________________________________

Employer:_____________________________________ Occupation:_________________________________________

Marital Status:____________________________________ Spouse's name:_________________________________

Emergency Contact Information
Who should we contact in the case of an emergency? ____________________________________________

Relation to emergency contact: ____________________________________________________________________

Primary phone:_______________________________________Work phone:________________________________

Who is your Medical Doctor? ___________________________________Phone: ___________________________

Reason for visit
What is/are your complaint(s)?____________________________________________________________________

________________________________________________________________________________________________________

What makes it better?___________________________ What makes it worse?__________________________

When and how did this condition begin?__________________________________________________________

________________________________________________________________________________________________________

Quality of Pain: Please describe your pain by circling an appropriate answer. 

Sharp
  Dull
  Achy
  Stabbing     Throbbing     Numb     Tingling     Nagging
Does your pain radiate/travel to other areas? If so, where?______________________________________

 ________________________________________________________________________________________________________

Where is the exact location of your pain? _________________________________________________________

Is your condition getting worse, better, or remaining the same? ________________________________

On a scale of 0-10 (0 being no pain at all and 10 being the worse imaginable pain), what is your pain scale today? ______________________

What was your pain scale on the first day you experienced it? ________________

Have you had this condition in the past? If so, when?____________________________________________

Have you seen another Health Care Provider for this condition? If so, whom?

_________________________________________________________________________________________________________

Have you ever been seen by another Chiropractor? If so, whom?

_________________________________________________________________________________________________________
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Please mark on the example picture where your pain is located with the appropriate indication of degree of pain as listed below. 

· Numbness = N

· Burning = B

· Pins and Needles = P

· Aching = A

· Stabbing or Sharp = S

Any additional information:________________________________________________________________________

Health History
Please list medical conditions you have or have ever had: _________________________________________________________________________________________________________

_________________________________________________________________________________________________________

List allergies and Family health history: 

_________________________________________________________________________________________________________

______________________________________________________________________________
List any past accidents or injuries you have encountered: _________________________________________________________________________________________________________

_________________________________________________________________________________________________________

List previous surgeries/treatments with dates: _________________________________________________________________________________________________________

_________________________________________________________________________________________________________

· Do you smoke? ___________ How many a day?____________ How many years?______________

· Do you drink alcohol?_________ How much a day?_______ How many years?______________

· How many sugary drinks (soda, sweet tea, etc.) do you drink per day?_________________

· Do you exercise? __________ How often and how long?_____________________________________

· Do you wear heel lifts or arch supports? ____________

· Do you take birth control? ________ Are you pregnant? _______ Are you nursing?________

Medications
Please list all medications, supplements, or vitamins that you are currently taking and how often you are taking each listed. 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
Parental or Guardian Authorization for the care of a minor
I ___________________________________________, authorize the performance upon my child, ________________________________________, diagnostic and therapeutic procedures in the realm of Chiropractic, for the State of Mississippi, to be performed by or under the direction of  Justin and Candice Forde, D.C.

The nature and purpose of the procedures have been explained to me by the above named doctor and/or assistant.  I acknowledge that no guarantee or assurance as to the results that may be obtained from the procedure has been given by the above named doctor and/ or assistant.

____________________________________________________                                                 _______________________

Patient Signature                                                                                                       Date

Office Policy Notice
· We invite you to ask any questions regarding our services. 

· Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have been made with the owner and business manager. If account is not paid within 90 days of the date of service and no financial arrangements have been made, you will be responsible for legal fees, collection agency fees, and any other expenses incurred in collecting your accounts. 

· I authorize the staff to perform any necessary services needed during diagnosis and treatment. I also authorize the provider and or managed care organization, to release my information to insurance claims if filing my insurance. 

· I understand the above information and guarantee that these forms are completed correctly to the best of my knowledge and understand that it is my responsibility to inform Back in Motion Chiropractic of any changes to the information I have provided. 

____________________________________________________                                                  _______________________

Patient Signature                                                                                                        Date

