GREATER PORTLAND

WELCOME!

Thank you for choosing Greater Portland Chiropractic.

[§311200) 37X (Blease complete both sides of this form and return it to the receptionist when it is complete.

« Guiding you 1o wellness *

Patient I nfor mation

If you have any questions, please do not hesitate to ask.

Payment Infor mation

Date: ho isresponsible for this account?

Patient Name: Relationship to Patient:

Hm. Address: Check One: _ Cash ___Insurance (please complete the following)
I nsurance Company

JHm. Phone: ID #: Group #:

Sex: OM OF Age_ Birthdate: Isthereasecondary insurance? Y _ N

COSingle OMarried OWidowed [OSeparated ODivorced If yes, please complete the following:

Patient SS#: I nsurance Company
1D #: Group #:

Occupation: ALL INSURANCE PATIENTSPLEASE READ AND SIGN

Employer: ASSIGNMENT AND RELEASE

Em. Addr - |I, the under_si gned certify that | (or my dependent) hz_;lve inwrance
coverage with the above Insurance company and assign directly to Dr.
K enneth Cayer all insurance benefits, if any, otherwise payable to me for
services rendered. | understand that | am financially responsible for all

Work Phone: Ext.: charges whether or not paid by insurance. | hereby authorize Greater

Jos e e o ren you Pt Chrorctcoees o nforton sy fo e e
i nsurance submissions.

Spouse Name:

Birthdate: SSH#:

Occupation: Responsible Party Signature Date

Employer:

Accident Information

In case of emergency, contact: Is this condition due to an accident? Y N

Name: [Type of accident: OAuto OWork OHome OOther

Home Phone: To whom have you made areport of your accident? (check all that apply)

ork Phone: |IE0Auto Ins. OEmployer OWorker Comp OOther
hom may we thank for referring you? Attorney:

|Contact #:

Patient Condition

Reason For Visit:

hen Did your symptoms appear?

| s this condition getting progressively worse?

Mark an X on the picture where you continue to have pain, numbness, or tingling.
Rate the severity of your pain on ascale from 1 (least pain) to 10 (severe pain)

ype of pain: OSharp ODull OThrobbing CONumbness OAching
OBurning OTingling OCramps OStiffness OSwelling OOther

OShooting

How often do you have this pain?

Isit constant or does it come and go?

i

Doesit interferewithyour OWork OSleep ODaily Routine CIRecreation
OsSitting OStanding OWalking OBending OLying Down OOther

Activities or movements that are painful to perform:




Health History

What treatment have you already received for your condition? (check all that apply)
OSurgery OPhysical Therapy OChiropractic
Name and address of other doctor(s) who have treated you for your condition (if not address, please list city and state):

OMedications

ONone OOther

Date of last:
Physical Exam: Spinal X-Ray: Blood Test:
Spinal Exam: Chest X-Ray: Urine Test:
Dental X-Ray: MRI, CT-Scan, Bone Scan:
Primary Care Physician: PCP Phone #:
Place a mark on the box to indicate if you have had or currently have any of the following:
O AIDSHIV O Emphysema O Miscarriage O Scarlet Fever
O Alcoholism O Epilepsy O Mononucleosis O Stroke
O Allergy Shots O Fractures O Multiple O Suicide Attempt
O Anemia O Glaucoma Sclerosis O Thyroid
O Anorexia O Goiter O Mumps O Problems
O Appendicitis O Gonorrhea O Osteoporosis O Tonsillitis
O Arthritis O Gout O Pacemaker O Tuberculosis
O Asthma O Heart Disease O Parkinson's O Tumors,
O Bleeding O Hepatitis Disease Growths
Disorders O Hernia O Pinched Nerve O Typhoid Fever
O Breast Lump O Herniated Disk O Pneumonia O Ulcers
O Bronchitis O Herpes O Poalio O Vagind
O Bulimia O High O Prostate Infections
O Cancer Cholesterol Problem O Venereal
O Cataracts O Kidney Disease O Prosthesis Disease
O Chemica O Liver Disease O Psychiatric Care O Whooping
Dependency O Meades O Rheumatoid Cough
O Chicken Pox O Migraine Arthritis O Other:
O Diabetes O Headaches O Rheumatic Fever
EXERCISE WORK ACTIVITY HABITS
O None O sitting O Smoking Packs/Day
O Moderate O standing O Alcohol Drinks/Week
O paily O Light Labor O Coffee/Caffeine Drinks Cups/Day
O Heavy O Heavy Labor O High Stress Level Reason
Areyou pregnant? [0 Yes[d No Due Date:
Injuries/Surgeries you have had:
Description Date
Falls
Head Injuries
Broken Bones
Dislocations
Surgeries
MEDICATIONS ALLERGIES VITAMINSHERBS/MINERALS

Pharmacy Name:

Pharmacy Phone:




