Lindsey Chiroplus

Patient Information

Date:

First Name: M.1.:

Last Name: Nickname:

Address:

City: | State: Zip code:

Date of birth:

Home phone :{ ) -

Cell phone ) -

Text message reminders? : YES NO

If yes, please provide your cell phone carrier:

Email address:

Emergency contact name:

Relationship to emergency contact:

Emergency contact phone number:

Circleone: Minor Single Married Divorced Widowed
Ethnicity: African-American Caucasian Hispanic Indian Asian Other

Preferred Language:
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Lindsey Chiroplus
HEALTH HISTORY

What is your MAJOR COMPLAINT today

WHEN did THIS happen?

HOW did this happen?

Is the pain getting better, worse or staying the same?

RN

Is the pain stopping you from doing any of your normal daily activities? Yes No Ifyes, please
describe:

= o

Are you prcgnant or trying to get pregnant? Yes Neo

Describe your pain. Dull achy stiff sharp shooting burning tingling throbbing pressure spasms
Other

8. Is the pain CONSTANT, FREQUENT, or does it COME and GO?
9. Does the pain radiate? Yes/No If yes, WHERE? Arm R/L. Hand R/L. Leg R/I. Foot R/L. Buttock R/L

10. When is the pain worse: Morning, Afternoon, Evening, Disturbs Sleep, As day progresses, No change
11. What makes the pain WORSE? Walking, Standing, Sitting, Bending, Lifting, Trying to Stand Up,
Driving, Work, Sports, Sleeping, Coughing, Sneezing, Laughing, Other:

12. When is the pain better: Morning, Afternoon, Evening, Disturbs Sleep, As day progresses, No change
13. What makes the pain BETTER? Ice, Heat, Stretches, Sitting, Lying Down, Standing, Walking,
Medication: Other:

14. Do you have any weakness in your arms, hands, or legs? Yes No

15. Do you have any recent changes in your bowel or bladder? Yes No

16. Are you RIGHT handed or LEFT?
17. Height: fi. in. Weight: Ibs.
18. Please list your MEDICATIONS and what you are taking them for:

19. Please list any ALLERGIES to MEDICATIONS/Environment/Food:

20. List any major SURGERIES, past ILLNESSES, TRAUMAS or FRACTURES.
DATE: DATE:

21. Have you had any recent X-RAYS, MRI'S, CT SCAN, ETC:

22. Please indicate iliness on family history; Cancer, Diabetes, Stroke, Heart Condition, Other:

Mother Father
Sister Brother
Maternal Grandmother Maternal Grandfather
Paternal Grandmother Paternal Grandfather
23. Occupation:
24. Marital Status: Single Married Divorced Widowed

25. Smoking History: Never Smoked Former Smoker Currently Smokes Everyday Some days
26. Alcohol Use: None (Casual Moderate Heavy Drinks Beer Drinks Wine

27. Caffeine Use: None <3 drinks/day 3-6 drinks/day >6 drinks/day

28. Exercise: None Daily Weekly Walks Runs Swims Weight Lifting

29. Do you have any OTHER SYMPTOMS you would like to discuss at this time?

Patient Name;

Patient Signature: Date:
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Lindsey Chiroplus

E&M PAIN DRAWING

Please circle on the pain scale from 0 to 10 the pain you feel with this condition.
10 being the worst pain you have felt with this condition, O being no pain.

Type of Headache pain: Achy, Dull, Sharp, Throbbing, Pressure
Circle PainLevel: 012345678510

Type of Neck Pain: Stiff, Achy, Burning, Numb/Tingling, Sharp, Throbbing, Pressure, Spasms
Circle Pain Level: 012345678910

Type of Shoulder/Arm Pain: Stiff, Achy, Burning, Numb/Tingling, Sharp, Throbbing, Pressure, Spasms
Circle Pain Level: 0 123456789 10

Type of Mid Back Pain: Stiff, Achy, Buming, Numb/Tingling , Sharp, Throbbing, Pressure, Spasms
CirclePain Level: 0123456789 10

Type of Low Back Pain: Stiff, Achy, Buming, Numb/Tingling, Sharp, Throbbing, Pressure, Spasms
Circle Pain Level: 012345678910

Type of Hip/Leg Pain: Stiff, Achy, Burmning, Numb/Tingling, Sharp, Throbbing, Pressure, Spasms
CirclePainLevel: 0 £2345678910

Type of Foot/Ankle Pain: Stiff, Achy, Burning, Numb/Tingling, Sharp, Throbbing, Pressure, Spasms
Circle PainLevel: 012345678910

Mark areas of pain on figures below.

Pain Chart
ht
Front Back
Right Left Left Left Right
Patient Name:
Patient Signaturé: Date:
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Functional Rating Index
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Lindsey Chiraplus
Informed Consent

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic/therapeutic procedures,
including various modes of physical therspy, manual therapy, massage therapy, scupuncture, and diagnostic x-rays on me
(monﬁwpohmtmedbeiww,fmwhomlmlegaﬂyrﬁpm‘b}e),bybnﬁndmandforAmciathomawhomwor
m%ﬁﬂeme&hmﬁwﬁwmuMmpowmmmmwhmy '
Therapists and/or clinic personnel traimed to assist in my care.

1 have had an opportunity to discuss with the Doctor, Associates, and/or clinic personne] the nature and purpose of
chiropractic adjustments and other procedures. I understand and am informed that, as in the practice of medicine, in the
practice of chimypractic there are some risks to trestment including, bist not Timited to, ﬁamas.dxscmjuﬁes,m
dislocations and sprains. It is not reasonablo to expest the-Doctor 10 be eble to anticipate and explain sll Hgks and-
complicetions of & given procedure on any particular visit, and I wish to rely on the Doctor to exercias judgmeerd shiring
ﬂwcomufﬂawwedmewhmhMmmaﬁwﬁmbﬂnﬁmmmmmmuhmywm

Gnmgacﬁctmxtmvomthesmpﬁlmhy aﬁm»fbmmﬂmm&ngspiaﬂmmbmmdas
such, is oriented toward improvement of spinal function relative to range of raotion, mumscular, and nebrélogieal dépects.
There has been no promise, implied or othexwise, of a cure for any symptom, disease, or condition as a resulf of treatment
in this clini¢. Immmemmmmmwammnpmmmemjma
joint, which may cause an audible “pop™ or “click.” ltismymmr&yonﬂwdocturtoexmmfwmal
Jjudgment during the course of any procedures, which they feel at the time to be in my best interest. Nextha&spmchoeof
chiropraetio.or medicine is an exact science, but relies npon information given by the patiesit, information gathered during
examination, and the doctor’s interpretation thereof, aswe]luﬂwdoctursmdgmemandexpertmemwoﬂungmthhke
cases.

1 understand that as part of my healthcare, the practice originsted and maintains health records describing my health
history, symptoms, examination and test results, diagnosis; treatment, atd any plans for future care or treatmeit, 1
understand that this information serves as a basis for planning my care and treatment, a means of cornmunication among
other health professionals who may contribute to my care, 8 source of information for applying my diagoosisand - -
h’mtmenthlfmzahontomybﬂ! andameunsbywhzchalhnd—pmypayﬂvmﬁrthatsemmbxuedwmamm]}y

1Mﬁlhﬂem@thmmasm&wmhﬁ'm&umy&mﬁmd@mbm
mmmmmmmmmmmmm“mmwmmmmmmm

Iunderstandthﬁlmaymokethmmmtmmﬁng.mwﬁwmmmemhsahudymkmwﬁcﬂm
reliance thereon.

IMveMaMMMmmﬂwhmmmmmmcuﬁmmmmﬁmemmc
procedures. 1have alsc had an opportunity to ask questions about its contént, and by signing below T agree to, but not
limited to the above-named procedures. IMWMMmmMWm&WWM
cmdmonandfmanyﬁmncmuon(s)ﬁmwlmhlncktrm

Signature:
Witness to Patient’s Signature:
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Lindsey Chiroplus

The following are internal policies set in place hy the administration of Lindsey
ChiroPlus. Your signature is required at the bottom of the form in order to be
seen by any of the practice’s providers.

Irea]mﬂnhfmymuntmmbaddebtm-bmh@acystamslwﬂlbemqumdmpaymypastbalammfuﬂ
' ‘ mﬁnmtsneedtobepmdmfn}lammeofm

: ﬁj‘éﬂ 4 ; 13 Ifa24—honr23
oo ﬂm%o notprow&:nohoe,i “

Signature of Patient or Parent:

Printed Patient Name: Date:
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