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Family Medical Doctor/Primary Care Physician Name & Address:

_______________________________

______________

 

__________________________________________________________________________________________________

 

May we send re

ports to update their file?           

o

   Yes     

o

   No

 

          

Patient Initials: ____________________________

 

Social Security #: _____

__________________________

 

         

Driver’s License Number: ___________________________

 

Insurance ID #: ________________________________

_ 

 

        

Circle One: Married Single Widowed Divorced Separated 

 

Employer: _____________________________________

 

         

Occupation: __________

____________________________

 

Work Phone #: _________________________________

 

         

Spouse Soc. Security #: ___________________________

_

 

Spouse Name: __________________________________

 

        

Spouse Insurance ID#: _____________________________

 

Spouse’s Employer: _______

___________________

 

___

 

        

Spouse’s Work #: _________________________________

 

Spouse’s Occupation: ___________________________

 

           

Name

 & Ages of Children: __________________________

 

Referred To This Office By: _______________________

 

        

____________________________

____________________

 

Name & Number of Emergency Contact : ______________________________________  Relationship: ______________

 

W

ho is responsible for your bill, You and   

o 

Spouse    

o 

Worker’s Comp   

o 

Auto Insurance   

o

 Medicare

 

Individual or Group Insur

ance (Name) ___________________________________ Group Policy # __________________

 

               

 

 

CURRENT HEALTH CONDITION

 

Purpose of this App

ointment : __________________________________________________________________________

 

When Did This Condition Begin?: __________

__________          Has This Condition Occurred Before?   

o

  Yes   

o

  No

 

Other Doctors Seen For This Condition?:  

o

  Yes   

o

  No

   Who? _____________________________________________

 

Type of Treatment: ________________________________

 

    

        Results: _____

________________________________

 

Is Condition:   

o

  Job Related   

o

  Auto Accident      

o

  Home Injury      

o

  Fall      

o

  Othe

r ________________________

 

Date of Accident: ________________________________               Time of Accident: __________________

___________

 

 

 

 

 

 

            

 

            

 

            

 

            

 

            

PAST HEALTH HISTORY

 

Please Check and Describe:

 

Major Surgery/Operations:  

o

  Appendectomy   

o

   Tonsillecto

my  

o

   Gall Bladder    

o

   Hernia  

o

  Back Surgery   

 

  

o

 Broken Bones     

o

  Other: __________________________________________

_______________________________

 

Major Accident or Falls: _______________________________________________________________________

______

 

__________________________________________________________________________________________________

 

Hospitalization (Other

 Than Above): ____________________________________________________________________

 

What type of medicines are you taking? (presc

ription  & over the counter) _______________________________________

 

___________________________________________________________

_______________________________________

 

Previous Chiropractic Care:   

o

  Yes   

o

  No    

 

If  yes,  Doctor’s Name & Approx. Date 

of Last Visit:

 

_____________________________________________________

 

 

 

 

Sunrise Chiropractic Group, Inc.

 

Personal & Confidential

 

Name: ___________________________________________

 

Address:

__________________________________________

 

City

:

___

___________________

______________________

 

State: _______________  Zip: ___________

 

 

              

 

              

 

              

Date: ___________________

 

Home Phone: ___________________________________

 

Date of Birth: __________________________________

 

A

ge: ______

 

        

 

o 

Male  

o

 Female                  
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Please Check Each of the Conditions Below That You Are Currently Experiencing

 

           

 

 

Patient: 

________________

______________________________________ 

  Date:   

____________________

 

 

 

MUSCULO SKELETAL

 

SYSTEMS

 

GENITO

-

URINARY

 

SYSTEM

 

GASTRO

-

INTESTIONAL  

SYSTEM

 

CARDIO

-

VASCULAR 

RESPIRATORY

 

 

o

Low back pain

 

o

Mid back pain

 

o

Pain between 

 

        shoulders

 

o

Neck pain

 

o

Arm problems

 

o

Leg problems

 

o

Swollen joints

 

o

Painful joints

 

o

St

iff joints

 

o

Sore muscles

 

o

Weak muscles

 

o

Walking problems

 

o

Spasms

 

o

Broken bones

 

o

Bladder trouble

 

o

Excessive urination

 

o

Scanty urination

 

o

Painful urination

 

o

Discolored urine

 

 

FEMALE

 

o

Vaginal discharge

 

o

Vaginal bleedi

ng

 

o

Vaginal pain

 

o

Breast pain

 

o

Lumps in the breast

 

 

 

ARE YOU PREGNANT?

 

    o

Yes         

o

 No

 

           

o

Poor appetite

 

o

Excessive hunger

 

o

Difficult swallowing

 

o

Excessive thirst

 

o

Nausea

 

o

Vomiting blood

 

o

Abdominal pain

 

o

Diarrhea

 

o

Constipation

 

o

Black stool

 

o

Bloody stool

 

o

Hemorrhoids

 

o

Liver trouble

 

o

Gall bladder problems

 

o

Weight trouble

 

 

NERVOUS SYSTEM

 

o

Numbness

 

o

Loss of feeling

 

o

Paralysis

 

o

Dizziness

 

o

Fainting

 

o

Headaches

 

o

Muscle jerking

 

o

Convulsions

 

o

Forgetfulness

 

o

Confusion

 

o

Depression

 

o

Insomnia

 

 

o

Chest pain

 

o

Pain over heart

 

o

Difficult breathing

 

o

Persistent cough

 

o

Coughing blood

 

o

Rapid heartbeat

 

o

Blood pressure problems

 

o

Heart pro

blems

 

o

Lung problems

 

o

Varicose veins

 

 

EYE, EAR, NOSE

 

AND THROAT

 

o

Eye strain

 

o

Eye inflammation

 

o

Vision problems

 

o

Ear pain

 

o

Ear discharge

 

o

Hearing loss

 

o

Nose pain

 

o

Nose bleeding

 

o

Nose discharge

 

o

Difficulty breathing 

through nose

 

o

Sore gums

 

o

Dental problems

 

o

Sore mouth

 

o

Sore

 throat

 

o

Hoarseness

 

o

Difficult speech

 

o

Sinus

 

o

Allergy

 

o

Jaw Pain

 

 

o o o o o o o o o o o o o o o o o o o o o 

 

o o o o o o o o o o o o o o o o o o o o o o o 

 

o o o o o o o o o o o o o o o o o o o 

o o o o 

 

 

AUTHORIZATION AND ASSIGNMENT OF BENEFITS

 

I hereby authorize 

Sunrise Chiropractic Group, Inc

. to release my medical inf

ormation to my health insurance company, 

automobile insurance company, or any other insurance company providing medical coverage

 benefits to me for the completion of 

my insurance form(s).

 

 

I hereby authorize and request payment of any medical benefits to w

hich I may be entitled from any insurance policy, including 

automobile personal injury protection, be made payable to and forwar

ded to

 Sunrise Chiropractic Group, Inc

. 202 Sawdust Rd., 

Suite 101, Spring, TX 77380.

 

I understand that I am responsible for any

 amount not paid by my insurance company.

 

 

Patient’s  Signature _________________________________________________    Date: _____

______________________

 

HABITS

 

o

Cigarettes

 

o

Alcohol abuse

 

o

Coffee or tea

 

o

Exercise

 

o

Drug abuse

 

o

________________

 

 

 


