APPLICATION FOR CARE AT CARLTON CARE CHIROPRACTIC
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Home Phone: ___ i WorkPhone: MobilePhone: 0

E-mail Address:

Whom may we thank for referring you? SEH Rttt : ______ Social Security Number (last 4 digits) ____ SR

Employer: _ e Occupation; oo ol i g R S 2l

Spouse’s Name Bk _ Spouse’s Employer L i S B

Names of children and ages: ____ I st

Please list the condition(s) that brought you to this office: Primary: __ i PEEFEEFEEEE HE il 4

Secandang __ Third: SRR S ORI G EEEEEEEE b ctitisecsied

On a scale of 0 to 10 with 10 being the worst pain and zero being no pain, rate your above complaints by circling the number:

- 1+2-3=4-5~6-7-8-9-10
1-2-3-4-5-6-~- -9 - 10
B T B R S e - 9 - 10
-1=2-3=-4~5=6-~ -9 - 10

Primary or chief complaint is:
Second complaint is:

Third complaint is:

Fourth complaint is:

When did the problem(s) begin? When is the problem at its worst? O AM O PM O mid-day O late PM
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How long does it last? O Itis constant OR O | experience it on and off during the day OR O It comes and goes throughout the week

What made the symptom start initially? i FEEEE I i i

Condition(s) ever been treated by anyone in the past? O No O Yes If yes, when? ___ by whom? i

How long were you under care? __ What were the results? i il

i ey ey ity

Have you ever been to a chiropractor? __Name? ___ Tt SHI EEEE Tt St

PLEASE MARK the areas on the body diagram with the following letters to describe your symptoms:
R = Radiating B =Burning D=Dull A=Aching N=Numbness 5= Sharp/Stabbing T =Tingling

What relieves your symptoms? _ i ihatd T ETTRT

What makes your symptoms feel worse? SRmpnithe v s SRR : A
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PATIENT'S NAME: _ et e e e o R R e I

s your problem the result of ANY type of accident? O Yes O No

Identify any other injury(s) to your spine, minor or major, that the doctor should know about:

Have you suffered with any of this or a similar problem in the past? O No O Yes if yes, how many times? _______
episoded . h o Were you Injured o was this a gradualonset?
Other forms of treatment tried: O No O Yes If yes, please state what type af breatrpents i a1
who provided it? i _____How longago? __ ___What were the results. O Favorable O Unfavorable
Please explain: e ———— T it il
If you have ever been diagnosed with any of the following conditions, please indicate with:
P for in the Past C for Currently have N for Never have had
____BrokenBone ___ Dislocations ~_Tumors ___ Rheu matoid Arthritis  Fracture ___ Disability ___ Cancer
____Heart Attack ____ Osteo Arthritis ___ Diabetes ____ Cerebral Vascular ____ Other serious CONAIRIONSS i it
PLEASE IDENTIFY ALL PAST g_nci__gpy CUﬂ_REHT_" _::und__itinn_:; you feel may be __gpntri__!g_utiﬂg_ to your present pro blems: o R
Sl [HowionGAGo | TYPEOFCARE =~~~ || prOVIDED BY WHOM _ 1
INJURIES |
b e e — I ——— s et et — | ENTErER b LS S LR e R b A
SURGERIES _ E R |
| CHILDHOOD | I T
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- FAMILY s B Wit o L
1. Does anyone in your family suffer with the same condition(s)? O Ne O Yes If yes, whom?
O grandmother O grandfather O mother O father O sister(s) O brother(s) O son(s) O daughter(s)
Have they ever been treated for their condition? ONo OYes O ldon'tknow
2. Any other hereditary conditions the doctor should be aware of? O No O Yes: i el HHE i
- e sf‘*’“ Sy I T R R Tl i b
1. Smoking: O cigars O pipe O cigarettes How often? O Daily O Weekends QO Occasionally O Never
2. Alcoholic Beverage: consumption occurs O Daily O Weekends O Occasionally O Never
3. Recreational Drug use: O Daily O Weekends O Occasionally O Never

4. Hobbies - Recreational Activities - Exercise Regime: How does your present problem affect? {See Activities of Life form)

| hereby authorize payment to be made directly to Carlton Care Chiropractic, for all benefits which may be payable under a healthcare plan

or from any other collateral sources. | authorize utilization of this application, or copies thereof, for the purpose of processing claims and
effecting payments, and further acknowledge that this assignment of benefits does not in any way relieve me of payment liability and that

| will remain financially responsible to Carlton Care Chiropractic for any and all services | receive at this office.

Patient or Authorized Person’s Signﬁture ' Date CﬂmPiEtEd
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PATIENT'S NAME: s G MR e B % e

HIPAA Personal Health Information Release Authorization

______________ il _, hereby authorize Carlton Care Chiropractic to discuss

with a hd;‘ur release information to the following people concerning my appointments,
insurance, billing, and health treatment rendered.

l, ;

O Spouse Name: o —————

O Significant Other Name:

O Parent/Legal Guardian Name:

O Child(ren) Nammels)s e

O Any Specified Person  Name: _____ HyH A e T

O Information is not to be discussed with or released to anyone.

Restrictions:
() No Restrictions

O Only discuss my appointment time with the above-named individual(s).

O Only discuss issues concerning my account, including insurance and/or billing with the
above-named individual(s).

O Only discuss the health treatment -endered to me with the above-named individuall(s).

Messages:
Please call O myhome O mywork Omy cell phone

Phone Number: - iii

If unable to reach me:
O you may leave a detailed message
O please leave a message asking me to return your call

i understand | may terminate this consent at any time by giving written notice to Cariton Care
Chiropractic. Any changes to this form will require a new consent form to be com pleted, signed,

and dated.

Signature:
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PATIENT’S NAME: __

Please identify how your current condition is affecting your ability to carry ou

ACTIVITIES:

Carry Children/Groceries

Sit to Stand
Climb Stairs
Pet Care

Extended Computer Use

Lift Children/Groceries
Read/Concentrate
Getting Dressed
Shaving

Sexual Activities
Sleep

Static Sitting

Static Standing

Yard work

Walking
Washing/Bathing
Sweeping/Vacuuming
Dishes

Laundry

Garbage

Driving

Other:

O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect

O No Effect
O No Effect

O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect
O No Effect

EFFECT:

O Painful {can do)
O Painful {can do)
O Painful (can do)
O Painful {can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful {can do}
O Painful (can do)
O Painful (can do)
O Painful (can do)
O Painful {can do}
O Painful {can do)
O Painful {can do)
O Painful {can do)
O Painful (can do)
O Painful (can do)
O Painful {can do)
O Painful {can do)
O Painful (can do)
O Painful (can do)

O Painful (limits)
O Painful {limits)
O Painful (limits)
O Painful (limits)
O Painful (limits)
O Painful {limits)
O Painful (limits)
O Painful (limits)
O Painful (limits)
O Painful (limits)
O Painful {limits)
O Painful (limits)
O Painful {limits)
O Painful (limits)
O Painful (limits)
O Painful (limits)
O Painful {limits)
O Painful {limits)
O Painful (limits)
O Painful (limits)
O Painful {limits)

O Painful (limits)

t activities that are routinely part of your life:

O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
Q Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
O Unable to Perform
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Please mark: P for in the Past C for Currently have N for Never
____Headache ___Pregnant (Now) ___Dizziness ___Prostate Problems ____Ulcers
____ Neck Pain ~_ Frequent Colds/Flu __Loss of Balance ____ Impotence/Sexual Dysfun. ___ Heartburn
S Jaw Paln, TMY i Convulsions/Epilepsy  ____ Fainting ____Digestive Problems ____Heart Problem
____Shoulder Pain  __Tremors ___DoubleVision ___ Colon Trouble ____High Blood Pressure
___Upper Back Pain ___ Chest Pain ___Blurred Vision  __ Diarrhea/Constipation ____ Low Blood Pressure
____Mid Back Pain __ Pain w/Cough/Sneeze ___ Ringingin Ears Menopausal Problems ____Asthma
____Low Back Pain __ Foot or Knee Problems ___ Hearing LOss ____Menstrual Problem ___Difficulty Breathing
____Hip Pain ___Sinus/Drainage Problem __ Depression it ____Lung Problems
____Back Curvature ___ Swollen/Painful Joints ____ lrritable ____Bed Wetting ____Kidney Trouble
___ Scoliosis ____Skin Problems ~__Mood Changes ___Learning Disabilty ____Gall Bladder Trouble
___ Numb/Tingling arms, hands, fingers ____ADD/ADHD ____Eating Disorder ___Liver Trouble
____Numb/Tingling legs, feet, toes ____Allergies ____Trouble Sleeping ____Hepatitis (A,B,C)
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Patient or Authorized Person’s Signatur

Date Cu.ﬁ&pleted

— o

........... L e [y srcssrssszsmsasess Lo

Doctor’s Signature Date Form Reviewed
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