Patient Name: ___________________________________
Date:________________


Confidential Patient Health Record
   

      
      Today’s Date:____/_____/________
How did you hear about us?   (  Family ________________  (  Friend ___________________
(  Co-Worker _________________

(  Close to home/work    (  Dr. ______________    (  Yellow pages    (  Drove by  
   ( Hospital           (  Insurance Plan     


Title:   ( Mr.     ( Ms.    ( Mrs.    
Last:__________________________   First:___________________________ Middle: ____________________________  
Birth Date: ____ /____/_______  Age:______  
Sex:  Male /  Female
SSN: ______________________      
Marital Status: (  Single  (  Married  (  Widowed  (  Divorced  (  Separated   

Address: ______________________________________________________________________________Apt # ______


City: __________________ State: ______ Zip: _________ Country: __________________    County: _____________

Home Phone:  (_______) _______-_________  ext ______   Work  Phone: (_______) _______-_________  ext ______

Cell Phone:  (_______) _______-_________  ext ______       Fax #:   (_______) _______-_________  ext ______           

Email Address: _____________________________
         Spouses Name: __________________________________

Children (Names and Ages): _________________________________________________________________________

Emergency Contact/Doctor Information:
Last:_____________________ First:__________________________Middle:_______________________________

Relationship:  ( Spouse  (  Relative  (  Friend  (  Other ______________________
Home Phone:  (_______) _______-_________  ext ______   Cell  Phone: (_______) _______-_________  ext ___

Work Phone:  (_______) _______-_________  ext ______    
Medical Doctor: (           )_______-____________

Dentist: (_______)________-_____________

OB-Gyn: (_______)_______-_____________


Podiatrist:(______)_______-_____________

Do we have your permission to communicate with your doctors regarding your care in our office?

Yes:_________ No:__________          Patient Signature:_______________________________________________
Employment Information 

Business Name: ____________________________________________________________________________________

Phone:  (_______) _________-____________     
Fax #:   (_______) _________-____________  
Employer’s Email Address: ___________________________ 

Occupation/Job Title: __________________________ 
Job Description ______________________________________
Current Health Condition

Unwanted Condition (Why you are here today?):________________        
Use the letters BELOW to indicate the TYPE 
____________________________________________________________           and LOCATION of your sensations right  








 now.
____________________________________________________________       
PLEASE LABEL ON THE DIAGRAM THE AREA OF DISCOMFORT
             Key:  A=Ache   B=Burning   N = Numbness  
 
(    (    (    (    (    (    (


          
       P=Pins & Needles   S=Stabbing 
[image: image1.png]







When did this Condition BEGIN?    _____/_______/_________

Has it ever occurred before?   ( Yes  ( No.   When? ____________

Do you SUFFER with ANY OTHER Condition than which you
are now consulting us?

______________________________________________________
______________________________________________________
On a scale of 1-10, with 10 being agony and 1 being nearly no pain,

what number best describes your pain:


at rest:             1 2 3 4 5 6 7 8 9 10


with activity:   1 2 3 4 5 6 7 8 9 10
REVIEW OF SYSTEMS -Below is a list of symptoms that may seem unrelated to the purpose of your appointment here. However, these questions must be answered as the problems can affect your overall course of care.
Cardiovascular:
(  I DENY having any of the symptoms or problems listed below.


	( angina (chest pain or discomfort)
	( high blood pressure
	( shortness of breath 

    with exertion or exercise

	( chest pain
	( low blood pressure
	( swelling of legs

	( claudication (leg pain/ache)
	( orthopnea (difficulty breathing lying down)
	( ulcers

	( heart murmur
	( palpitations
	( varicose veins

	( heart problems
	( paroxysmal nocturnal dyspnea

   (waking at night w/ shortness of breath)
	


Female:
(  I DENY having any of the symptoms/problems and/or using any of the items listed below.
	( birth control
	( cramps
	( irregular menstruation
	( vaginal bleeding

	( breast lumps/pain 
	( frequent urination 
	( pregnancy
	( vaginal discharge

	( burning urination
	( hormone therapy
	( urine retention
	


Male:

(  I DENY having any of the symptoms or problems listed below.
	( burning urination
	( frequent urination
	( prostate problems

	( erectile dysfunction 
	( hesitancy/    dribbling
	( urine retention


Nervous System:
(  I DENY having any of the symptoms or problems listed below.
	( dizziness
	( limb weakness
	( numbness
	( slurred speech
	( tremor

	( facial weakness 


	( loss of consciousness 


	( seizures
	( stress
	( unsteadiness of gait/

loss of balance

	( headache 
	( loss of memory 
	( sleep disturbance
	( strokes
	


PAST HEALTH HISTORY – Fill out carefully as these problems can affect your overall course of care.

Previous Care for this Same Condition:





( I have not previously seen a doctor for this condition OR Fill in the information BELOW
Have you seen other doctors for THIS CONDITION?  ( Yes  ( No.      If yes, Who? (Name) ______________________ 

Type of Treatment: ____________________  Was the treatment beneficial in resolving condition?  ( Yes   ( No

Explain: _______________________________________________________________________________________ 

Previous Chiropractic Care:
( I have not previously seen a Chiropractor OR  Fill in the information BELOW.
Doctor’s Name: ________________________ 
Location: ______________________  Date of Last Visit: ___________

Current Medication (s):    List ANY/ALL medications you are CURRENTLY taking.  Be Specific.

__________________________________________________________________________________________________________________________________________________________________________
 Illness(es):  Please list any and all current health conditions.
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Surgery (ies):
Please lIST All Surgical Procedures.  Write the DATE of the Procedure immediately afterward.    
Injury (ies):
Please list All Injuries.  Write the DATE of the Injury immediately afterward.
Family History:      Please mark all that apply below.  List any specific conditions past or present after has/had:  
	general family
	( alive
	( deceased 
	( normally developed
	( no significant disease
	( has/had:______________________

	father
	( alive
	( deceased
	( normally developed
	( no significant disease
	( has/had:______________________

	mother
	( alive
	( deceased
	( normally developed
	( no significant disease
	( has/had:______________________

	son (s)
	( alive
	( deceased
	( normally developed
	( no significant disease
	( has/had:______________________

	daughter(s)
	( alive
	( deceased
	( normally developed
	( no significant disease
	( has/had: _____________________


Insurance Information:

Who Is Responsible For Your Bill?
YOU and… (mark appropriate box(es))       ( Myself ONLY  
( Spouse    ( Worker’s Comp  ( Auto Insurance  ( Medicare  ( Medicaid  ( Other (be specific):_______________       

Personal Health Insurance Carrier: __________________
Health ID Card #: ____________________________

Policy Holder’s Name: _____________________________
Group #: ____________________________________

Policy Holder’s Date of Birth: ______-_____-_______
             Primary Care Physician: _______________________

Employment, ADL, and Recreation Information  

Condition’s Effect On Job Performance:   ( No Effect                    ( Mild  Painful (Can do) ( Mod  Painful (limited ability)

 ( Mod/Sev Limited Duty   ( Sev No Limited Duty     (  Sev (can’t do limited duty)   
Daily Activities:  Effects of Current Condition on Performance

Bending:

(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform      

Change Posn–Sit-Stand: 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform 

Climb Stairs:

(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform


Driving:


(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform Sleep:


(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform  
 

Recreational Activity: Effects of Current Condition on Performance

___________________ 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (limited)   (  Sev  Unable to Perform  

___________________ 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (limited)   (  Sev  Unable to Perform 

___________________ 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (limited)   (  Sev  Unable to Perform
If your condition interferes with any other activies of daily living, please list them here:__________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________
                                   Informed Consent To Chiropractic Treatment
I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures including various 

physical therapy modalities, and if necessary, diagnostic x-rays on me (or on the patient named below, for whom I am legally 

responsible: _______________________) by the chiropractic physicians and/or anyone working in this office authorized by the 

chiropractic physicians. 

I further understand that such chiropractic services may be performed by either Stuart Kordonowy, D.C., or Joseph M. Ranney, D.C.. I 

have had the opportunity to discuss with either Dr. Kordonowy or Ranney and/or with other clinic personnel the nature and purpose 

of chiropractic adjustments and other procedures. I understand that results are not guaranteed.

I understand and am informed that, as in the practice of medicine and all health care, the practice of chiropractic carries some risks

to treatment, including, but not limited to, fractures, disc injuries, strokes (CVA), dislocations, and sprains. I do not expect the 

physician to be able to anticipate and explain all risks and complications. Further, I wish to rely on the physician to exercise

judgment during the course of the procedure for which the physician feels are in my best interests, at the time, based upon the

facts then known.

I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions about it’s content, and by

singing below, I agree to the treatment recommended by my physician. I intend this consent form to cover the entire course of 

treatment for my present condition(s) and for any condition(s) for which I seek treatment at this facility.
I acknowledge that I have received the Clinic’s Notice of Privacy Practices for protected health information.

Patient Print Name: ____________________________________________
Date: ______________

Patient’s Signature: ____________________________________________
Date: ______________
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