Panama City Chiropractic

Patient Information

	Name:
	Sex:    M       F      DOB:                          Age:

	SS#:
	Marital Status:            Spouses Name: 

	Address:
	City:                                        Zip:

	Home Phone #:
	Work #:

	Cell#:
	Preferred Contact:   Home    Cell     Work

	E-mail:

	Insurance Name: 
	Preferred Payment Method:    Cash       Check       CC

	Occupation:                                                                            Employer:

	How did you hear about our office?    Friend        Dr.       Family        Yellow Pages        Sign         Ad          Other

	Name of Friend/Family Member/Dr. Who Referred You:                                                     


Health History
	Last Doctors Visit: _______ Doctors Name and Reason: _______________________________________________

Current Medications: ___________________________________________________________________________

Past Surgeries or Hospitalizations: ________________________________________________________________
Have You Been in a Car Accident in the Past 2 Years?     Y       N     Date:

Have you been injured at work recently?     Y     N     Date:

Have You Ever Seen a CHIROPRACTOR?  Y    N   When? _______  Name if Local Dr. ___________________
Is there a chance you are pregnant?   Y     N     When was your last period? ________________

Are You Interested in:     Just Relieving the Pain      or       Resolving the Problem and Maintaining Health




LEGAL ASSIGNMENT OF BENEFITS AND RELEASE OF MEDICAL AND PLAN DOCUMENTS

In considering the amount of medical expenses to be incurred, I, the undersigned, have insurance and/or employee health care benefits coverage with the above captioned, and hereby assign and convey directly to Panama City Chiropractic  all medical benefits and/or insurance reimbursement, if any, otherwise payable to me for services rendered from such doctor and clinic. I understand that I am financially responsible for all charges regardless of any applicable insurance or benefit payments. I hereby authorize the doctor to release all medical information necessary to process this claim. I hereby authorize any plan administrator or fiduciary, insurer and my attorney to release to such doctor and clinic any and all plan documents, insurance policy and/or settlement information upon written request from such doctor and clinic in order to claim such medical benefits, reimbursement or any applicable remedies.  I authorize the use of this signature on all my insurance and/or employee health benefits claim submissions.

I hereby convey to the above named doctor and clinic to the full extent permissible under the law and under the any applicable insurance policies and/or employee health care plan any claim, chose in action, or other right I may have to such insurance and/or employee health care benefits coverage under any applicable insurance policies and/or employee health care plan with respect to medical expenses incurred as a result of the medical services I received from the above named doctor and clinic and to the extent permissible under the law to claim such medical benefits, insurance reimbursement and any applicable remedies.  Further, in response to any reasonable request for cooperation, I agree to cooperate with such doctor and clinic in any attempts by such doctor and clinic to pursue such claim, chose in action or right against my insurers and/or employee health care plan, including, if necessary, bring suit with such doctor and clinic against such insurers and/or employee health care plan in my name but at such doctor and clinic's expenses. 

I understand that there will be no fees charged if I give 24 hours notice to cancel or reschedule an appointment.

This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered as valid as the original.  I have read and fully understand this agreement.

  Signature: ________________________________________________________ Date: _________________
Print Name: _________________________________________________

Health History
Neurological/Musculoskeletal       
· Neck Pain

· Upperback Pain
· Midback Pain

· Low Back Pain

· Hip Pain

· Leg Pain

· Foot Pain
· Knee
· Shoulder
· Elbow
· Wrist Pain/Hand Pain
· Jaw Pain

· Numbness/Tingling

· Dizziness/Fainting/Vertigo

· Sleep Problems

· Fatigue

· Headaches/Migraines

· Stress/Anxiety
Ear/Nose/Throat

· Allergies

· Sinus Headaches

· Earaches
Gastro-Intestinal

· Excessive Thirst

· Nausea/Vomiting

· Diarrhea/Constipation

· Abdominal Pain

Genito-Urinary

· Bladder Infections
· Menstrual Problems
· Kidney/Bladder Stones

· STD
Respiratory

· Lung Problems

· Short Breath

Cardio-Vascular

· Heart

· Chest Pain

· Blood Pressure Problems

· Stroke

· Ankle Swelling
Pathological

· HIV/AIDS

· Cancer

· Tuberculosis

· Diabetes

· Heart  Problems
· Hepatitis

· Other: _______________
   Family History
   List any diseases or problems that your mother or father has experienced:

Doctor’s Notes











____________________________________________________________________________________________________________








