






Patient Information 

(Please Print)



                Date________________  

Name_____________________________________________________________ SS#_________-______-_______


First 


Middle Initial

Last

Address_________________________________________ City_________________ State_______ Zip__________

Home Phone (____)________________ Cell Phone (____)_______________  Work Phone (____)______________

Sex: ( Female  ( Male    Birthdate_________________________  Email_________________________________
Married ( No  ( Yes   Spouse’s name_________________________________ 
Emergency Contact_____________________________________ Phone (____)___________________







Name

Patient Employer/School__________________________________ Occupation _____________________________

Whom may we thank for referring you to us? ________________________________________________________ 

If not, how did you hear about us? _______________________________________________ 
How will you be handling your bill today?   ( Cash     ( Check     ( Credit Card 

Responsible Party (If Patient is a minor)
Name of person responsible for this account _________________________________________________








   First


 Middle Initial
           
     Last

Relationship to Patient________________________________________  Phone (_______)____________________
Address___________________________________ City ___________ State______ Zip ___________

Name of employer___________________________ Work Phone (_____)_______________

SS#_______-______-________ Birthdate ________________________________

*If coverage cannot be verified on the date of service payment in full may be required. Also a $20.00 Non-Cancellation Fee will be charged if you miss an appointment or do not cancel 12 hours prior to appointment. I understand that I am financially responsible for all charges whether or not paid by insurance. I understand that Barnes Chiropractic is filing my insurance as a courtesy; and insurance is no guarantee of payment, as stated by the insurance companies when we check benefits. All charges due must be paid at the time of service unless payment arrangements are made.  Barnes Chiropractic will do our best to keep track, but is NOT responsible for counting the allowable NUMBER of VISITS or MAXIMUM DOLLAR benefits per calendar year. I understand this is shown on the EOB (Explanation of Benefits) that I receive from my insurance company after each visit.

*To the best of my knowledge, the above information is complete and correct. I understand that it is my responsibility     to inform my doctor if I, or my minor child, ever have a change in health. I certify that I, and/or my dependent(s), have insurance coverage with  ____________________________________ and assign directly to Dr Barnes all insurance

 Name of Insurance Company

benefits, if any, otherwise payable to me for services rendered. I authorize the use of my signature on all insurance submissions. The above-named doctor may use my health care information and may disclose such information to the above-named Insurance Company(ies) and their agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services. I authorize Dr. Debra Barnes to render Chiropractic services as she deems necessary.

_________________________________________________________
____________________

                Signature of Patient, Parent, Guardian or Personal Representative




            Date

_________________________________________________________
____________________

        Please print name of Patient, Parent, Guardian or Personal Representative

     

              Relationship to Patient
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Symptoms 


Shade area of pain, put an “S” for sharp pain & “T” for tingling/numbness. 
[image: image1.png]


Health History-Mark all conditions in present or past. List length of time since diagnosis out to the side

( AIDS/HIV

( Constipation

( Heart Disease


( Multiple Sclerosis
( Scarlet Fever

( Allergy Shots

( Depression

( Hepatitis


( Mumps

( Stroke

( Anemia

( Diabetes

( Hernia


( Osteoporosis

( Suicide Attempt

( Anorexia

( Diarrhea

( Herniated Disc


( Osteopenia

( Thyroid Problems     

( Appendicitis

( Difficulty Sleeping
( Herpes


( Pacemaker

( Tonsillitis

( Arthritis

( Emphysema

( High Blood Pressure

( Parkinson’s disease
( Tuberculosis
( Asthma

( Epilepsy

( High Cholesterol

( Pinched Nerve

( Tumor Growths


( Bleeding Disorders
( Excess Gas

( Kidney Disease

( Pneumonia

    Type____________
( Bloating

( Fractures

( Liver Disease


( Polio


( Typhoid Fever 
( Breast Lump

( Glaucoma

( Loss of Libido


( Prostate Problems
( Ulcers

( Bronchitis

( Goiter


( Low energy


( Poor Dietary Intake
( Vaginal Infection
( Bulimia

( Gonorrhea

( Measles


( Prosthesis

( Venereal Disease  
( Cancer

( Gout


( Migraine Headaches

( Psychiatric Care
( Whooping Cough

( Cataracts

( Headache

( Miscarriage


( Rheumatoid Arthritis
( Other______________

( Chicken Pox

( Heart Burn

( Mononucleosis


( Rheumatic Fever  


Dates of last exams __________________________________________

(Women) Are you pregnant? ( Yes  ( No   Nursing?  ( Yes  ( No    Taking birth control pills?  ( Yes  ( No
List any types of surgeries which you have had and the dates which they occurred: _____________________________

_________________________________________  Allergies: _____________________________________________

List prescribed medications you are taking and what they are prescribed for. __________________________________

_______________________________________________________________________________________________

Daily Habits

Describe exercise habits______________________________________________________________________

What nutritional supplements do you currently take?  ________________________________________________

________________________________________________________________________________________

Do you smoke? ( No( Yes
   How much per day?  ________________________________________

How much liquor do you consume on a weekly basis?  ____________________________________________

How much coffee or caffeinated beverages do you consume on a daily basis?  ____________________________

How many times a week do you eat out, or eat packaged foods? _______________________________
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Reason for Visit ____________________________________


When did you first notice the symptoms? ________________


 _________________________________________________


Is this condition getting progressively worse? _______________________


Which activities are difficult to perform?    ( Sitting  


 ( Standing  ( Walking   ( Bending   ( Lying Down   


( Other__________________


Type of pain:  ( Sharp    ( Dull	( Throbbing    


( Numbness ( Aching	( Shooting	( Burning	


( Tingling	( Cramps ( Stiffness	( Swelling	


( Other _____________________________


Rate the severity of your pain. (1, mild pain or discomfort, to 10, severe pain):     1    2    3    4    5    6    7    8    9    10





Is the pain constant or does it come and go? _____________________________________________________________


What treatment have you already received for your condition? ______________________________________________


________________________________________________________________________________________________





Circle current health conditions please. 
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