TO THE

New Patient

§ OUTLINE OF PROCEDURES FOR CARE
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STEP ONE:
All new patients are requested to fill out this personal
health history questionnaire.

STEP TWO:

A one-on-one consultation with the doctor will be done
to discuss your health problems and to determine
what may be the cause.

STEP THREE:

A comprehensive examination and evaluation including
| those tests necessary to determine the precise cause

- of your problem is given.

4l STEP FOUR:
| The doctor will advise you if additional laboratory tests
|l or x-rays if needed.

| STEP FIVE:

| YYou will be given a Report of Findings at which time
| the cause of your problem will be discussed. It

| includes a thorough explanation of our treatment

| recommendations and what results can be obtained.
I You will also be advised concerning how our office

| procedures work.

STEP SIX:
If you are accepted as a patient, care will begin.
Additional explanations will be given on the different
types of treatments that are available in the office.

STEP SEVEN:

- An estimate of the future care that is needed will be

& | given and upon your acceptance, care will continue
. until the personal maximum correction of your problem
= | has been obtained.

S8 STEP EIGHT:

| After maximum correction has been obtained, a
| schedule of care will be recommended to help
prevent future problems and maintain good health.




Confidential Patient Health Record

| Date [.D. NO.

PERSONAL HISTORY “~ A ¥ %l

Name # 4 Address {1t o

City 35 7 State/Prov S04 Zip/Plstal Code ME BT

Home Phone 1% Birth Date “ [ Age iy Sex tERIOM BOF &
Cell phone#FHL 545 Driver’ s license Number %5 8 555

Social security#dh £ % 4 654 Email Address #1158

Circle One Bi%— Married 545 Single 28 Widowed #% Divorced B# Separated 77+ f%

Business Employer 4 7] £ Type of Work LM

Business Address 4 &] {E4k :

Business Phone 2 %) HLiE Spouse’ s Social Securiy#f Bt £ E 4 S

Mame of Spouse B i &

Spouse’ s Employer Ao fif £ 7] &R Business Phone ACif T {4EHLTH

Type of Work B2 {E ki ) Name and ages of children #5748 T A FE

Referred to This Office by #E4r 38X 5

Name and Number of Emergency Contact % S8 A __Relationship ¢ F

Who is Responsible For Your Bill #E{HET %, Yonand OSpouse OWarker' s Comp. OJAuto Insurance OMedicare
ClPersonal Health Insurance (Name) > A B 97 B[ £ 7) U Health Card#E 47 +5

Insured Person’ s Name #E{R I A R4 Date Of Birth Hi4: H #

Current Health Condition H B {8 BER I
Unwanted Health Condition B Ji48 146 T
Other Doctors Seen For This Condition #7 & B AR DYes & TNo % WhoMHifir B 4E7

Type of Treatment 797§ Fesults &5 5

When Did This Condition Begin {7 I} 71 #5119 Has This Condition Occurred Before LT &2 4EiL OYes ONo
Is Condition COJob Related T4E 3| O Auto Related 4% OHome Injury FEEE4FOFall #6450 Other

Date Of Accident B 4h5 4 H i Time of Acciden B 4% =0 [d)

Have You Made A Report of Your Accident To Your Employer T HFESMBS A7 ET OYes £ CNo &

Dirugs, You Now Take BHirtatt4# ONerve Pills #4250 Pain Killers/ Muscle Relaxers 12525001 I ETEE 2540 Blood
Pressure Medicine 3647 ML 254 O Insulin B8 & 38 O Other L€
Do You Wear A Shoe Lift 27 FHERE DYes 2 ONO &

Do You Suffer From Any Condition Other Than That Which You Are Now Consulting Us? B 502 7747 HeAbh 2 (2 25 B o 97 8455
BT

PAST HEALTH HISTORY it 2257 4
Major Surgery/ Operations A% [ Appendectomy BRI OTonsillectomy ClGall Bladder 108 Ol Hernia #°T D Back Surgery
HHFA OBroken Bones H-3L W OOther 8
Major Accident of Falls #:4%
Hospitalization( Other than Above){¥ B

Previous Chiropractic Care M ATAE T 4 B HERSYF ONone £ ODoctor' s Name &Approximate Date of Last Visit 3590 B M2 8 B g 5 — HUE



Below are a list of diseases which may seem unrelated to the purpose of your appoiniment. However, these questions must be answered carefully as

these problem can affect your overall course of care, Ll T3 S8 7] HE 2 SUE Gl o] B L 8, WP ERAliE
CHECK ANY OF THE FOLLOWING DISEASES YOU HAVE HAD

OO0O0oOoaoo

Have you been tested HIV positive 567 & d b it 20 HIV M ERYY OYes £ ONo &

Preumonia 4 O Munps B 5 # O Influenza WATHER
Rheumatic Fever i 44 O Small Pox A8 O Pleurisy MR 3

palio I JLIM O Chicken Pox 4K O Anhritis 3577 #2
Tuberculosis &5 MW [0 Diabetes 1 [ 7 O Epilepsy #81
Whooping Cough B H O Cancer #4E O Mental Disorder B HR#
Anemia ¥ I O Hean Diseases LoREW OLumbage B

Measles B O Thyroid FP00 08 O Eczema i®%

CHECK ANY OF THE FOLLOWING ¥OU HAVE HAD THE PAST 6 MONTHS:
MUSCULO-SKELETAL CODE

Oaooono

ENEE

Low Back Pain Bl

Pain Between Shoulders JiF B

Neck Pain S #MW

Arm Pain TR

Jeint Pain/Stiffness 3 Wi EL
Walking Problems 173 Bk

Difficult Chewing/Clicking Jaw #7515
General Stiffness i E i
MidBack Pain 7 5

NERVOUS SYSTEM CODE

O
O
d
o |
O
O
O
O
O
O

Nervous %7k

Mumbness BT

Paralysis SEREF 1)

Dhzziness 3k BrHRE
Forgetfulness it %5
Confusion/Depression FHE
Fainting BB

Convulsions fli 1
Cold/Tingling Extremitics /& &
Stress [EJ1

GENERAL CODE

u
O
O
O
O

Fatigue #E#E
Allergies it
Loss of Sleep %:0R
Fever 4%
Headaches &%

GASTRO-INTESTIANL CODE

DDDDDDDDDUIJ

Poor/Excessive Appetite # HR A9 frik
Excessive Thirsty F138

Frequent Nausea

Vomiting MERE

Diarrhes HAtF

Constipation {1

Hemorrhoids #5

Liver Problems I 45

Gall Bladder Problems B3 ja) ¥l
Weight Trouble 45 fa) &
Ahdominal Cramps B2 £25%

OGas/Bloating After Meals 8 /5 Bk
O Heartburn & #9144

OBlack/Bloody Stool - {H i f
OColitis &5/H #

GENITO-URINARY CODE
O Eladder Trouble 51 j= &
O Painful/Excessive Uninaton <8 #E5H
ODiscolored Urine FRAE &
C-V-R CODE
CIChest Pain B C15
[JShort Breath BF W SR
O Blood Pressure Problems i e i) 45
Orrgular Heartbeat @Cofdt A e
CIHeart Problems ik ] B
OLung Problems/Congestion il
O Varicose Vein #iik ihk
O Ankle Swellings A2 3K
O 5toke R

EENT CODE

OVision Problem #1./7 o] @
ODental Problems 5° 4 f0) B

OSore Throat WEMEFE

ClEar Aches F 24

CHearing Difficulty W ) B #

DS uffed Nose 8432
MALE/FEMALE CODE
OOMenstrual Imegularity B &4 R
OMenstrual Cramps #7556

O Vaginal Pain/Infection B i #5088 4L
O Breast Pain/Lumps $L55 #00/0p e

OProstate T % 18/Sexual Dysfunction ¥E3h

R IE RS

CCther Problems H65 i) 6
O

O

O

Intake

O Coffee to
OTea #
CAleohol
CWhite Sugar E18
OCigarettes

FEMALES ONLY:
When was your last period RIS HM_

Are you Pregnant RE #4550
OYes & ONo & DNot Sure T8 E

Please outline on the diagram
Area of your discomfort
7 P R A B AR A AR AT

FAMILY HISTORY i {44554
The following members have the same
or similar problem as | do
OMother #5
OFather 3 3%
O Brother St i}
[CSister HH
CSpouse M
Ochildren 3%

DO NOT WRITE BELOW THIS LINE UL Fiffan s

AMALYSIS:
DIAGNOSIS:
Patient Accepted: ClYes [CONo CReferred

Ducl:or 5 blﬂnalurc



Most patients that come to our office have one of two objectives in mind concerning their health care. Some
patients come for symptomatic relief of pain or discomfort (Relief Care). Others are interested in having the cause
of the problem as well as the symptoms corrected and relieved (Corrective Care). Your Doctor will weigh your
needs and desires when recommending your treatment program.

Please check the type of care desired so that we may be guided by your wishes whenever possible.

[1 Relief , ... [1 Corrective ...ip- | Check here if you want the Doctor to select the
Care 2Tk Care AR type of care appropriate for vour condition
b SR A A B R v e s G A R L

Date Patient's Signature

If this is an accident related injury, please fill out the Accident Form. Thank You!

Relief Care Corrective Care

Relief Care is that care necessary to get rid of your Corrective care differs from relief care in that its goal
symptoms or pain, but not the cause of it. It is the is to get rid of the symptoms or pain while correcting
same as drying a floor that was getting wet from a the cause of the problem. Correclive care varies in
leak, but not fixing the leak. length of time, but is more lasting. |

| understand and agree that health and accidant insurance policies are an arrangement between an insurance carmer and myself, Furthermore, | under-
stand that the Doctor's Office will prepare any necessary reports and forms to assist me in making collecion from the Insurance company and that any
amount authaorized to be paid directly to the Doctor's Office will be eredited to my account on receipt. However, | clearly understand and agree that all
services rendered me are charged directly to me and that [ am personally responsible for payment. | also understand that if | suspend or farminate, any
fees for professional services rendered me will be immediately due and payable.

| hereby authorize the Doctor to treat my conaition as he or she deams appropriate. It is understood and agreed the amount paid the Doctar, for x-rays,
is for examination only and the X-ray negafives will remain the property of this office, being on file where they may be seen at any time while a patient
of this office. The patient also agrees that hedshe is responsiBle for all Bills incurred at this office,

Patient's Signatura - e Dats
Consent fo Treat 2 Minor — Date
Guardian or Spouse’s
Signature of Authonzing Care Date
& EXPAND PRODUCTS __Dir, David Singar

FORM #55 ) Ta Feardar Gall 1-800-548-3676



