Patient Information

Date

EKLUND CHIROPRACGTIC

Helping You Maximize Your Potential

First Name: Last Name: Initial

Major Complaint Information

What is vour major complaint?

When did this symptom(s) begin?

If this is an injury, describe what happened:

|ising the symbels providad in the Poin Index box, mark the arens on ihe illusirations below where you ore experiendng puin.
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What is the pain interfering with that's most impeortant in your life?

SEVERITY

0 = Mene

On a scale of 0-10, with 0 representing no pain and 10 representing
the most severe pain imaginable, use the key to the right to rate the

severity of your pain. 1 = Minimal

Sitting here today, right now, what is the intensity of your pain on a : = Eﬂ'g Mild

scale of 0-107 {Please circle) e
Yy R R SRR 10 5 = Moderale

S ; & = Moderate to Savere

What 1s the least intense the symptom has been on a.a geale of 0-107 T Moy Soets
l] I T B it ? 10 Restricts some activity

What is the most intense the symptom has been on a scale of 0-107 ok 23::'; Limits mast
RSN R T S e L T s

Have you experienced these symptoms before? O Yes © No 10 = Excruciating

When?

What aggravates this conditicn?

What decrcases the symptoms / pain?




Have you seen another doctor for this condition? O Yes O No Doctor’s Name: 5 I

Date consuited, Dhagnosis:

Does this condition interfere with your sleep? O Yes O No If so, how many times do you wake vp in pain per night?
In what position do you sleep? O Back O Side © Stomach

Do you sleep with a pillow? O Yes O No  How many?

Does heat affect the pain? © Yes © No i so, how?

Does cold affect the pain? O Yes O No  Ifso, how?

Do you wear a heel lit? O Yes O No Ifso, whichside? O Right O Left

Does it cause pain to cough, grunt, or sneeze? O Yes O Mo If so, where?

Check those activities below during which you experience difficulty or pain:

2 Lying on back O Cetting insout of car 21 Pulling O Siting D Standing for long periods
O Lyimg on side O Dressing Self 2 Reaching O Bending forward J Sneezing

2 Turning over in bed 2 Sexual Activity 3 Kneeling O Bending backwand 2 Coughmg

2 Lying Aat on stomsch 2 Pushing & Stooping 2 Wallang 2 Urher:

FILL OUT THE NEXT THREE SECTIONS AS THEY APPLY TO YOU
Lower Back Pain

Does pain radiate into the leg? O Yes © No  Where: TNoes pain radiate to the abdomen? O Yes 2 No

Dio you ever have impairment of bowel or urinary function? G Yes O ho Explaim:

Do you have numbness or tingling info the legs? O Yes O No Explain:

If you have a neck injury, does it affect: (Check all that apply) © Hearing O Vision © Balance O Cause ringing in your ears
Do vou hear grating sounds? O Yes O No Do you feel pressure or pain behind your eves? O Yes O No

Does pain radiate into the arm? O Yes © No Where:

Do you have difficulty lifting or turning your head? O Yes O No If so, in which direction? O Right O Left O Up O Down
Headaches

Do you get headaches? O Yes O No Frequency Do you have a family history of headaches? O Yes © No

Do you experience the following along with your hezdaches: Pain or cracking in your jaw? O Yes O MNe

Abnormal blood pressurs? O Yes © No O High © Low  Nausea, Vomuting or Visual disturhances? O Yes O No

When was your last eye exam by a doctor? O 1 -6months O 6-12 months © 1-2 years O over 2 years  Results:

If fernale, are you pregnant? O Yes O No O Not Sure  If no or not sure, date of your last menstrual period:

List all medications you are taking now, inchuding over the counter medication.

Are you allergic to any medications? O Yes © No O Not Sure  Please list:




Have you ever had any surgeries or hospitalizations? O Yes © No Please list:
Date:

Type of Hospitalization/Surgery:

Type of Hospitalizati ondSurEery: Date:

Have you been x-raved or received MRL CAT scan in the last 12-18 months?
Have you ever been seen by & chircpractor before? O Yes O No  Please list:

Name of Chiropractor:

Dhates:

2 Yes O No When™

Name of Chiropractor:

Dates:

Do you have a family physician? O Yes & No Name of physician;

Address;

Phone;

City/State/Zip:

Additional Complaints

Please check a1l additional complaints that you have at this time:

2 Lesa of Concentimion
O Eves Sansitive to Light
0 Memaory Loss

< Heavy Faeling nf Head
2 Dizzines

2 Ringing in Ears

2 Loss of Balance

2 Loss of Smel]

0 Loss of Tasie

Q Pain Behind Fyes

< Fainting

< Palpdimtion

O MNeck Hiflness

O Neck Maotion Restrcted

C Upgrer Back Pein / Stiffiess
2 Mid Beck Main / Sriffiess
D Right ! Left Shoulder Pain
Cr Right ¢ Tef Arm Pair

C Pims & Meedles Arms ¢ Leps
Q Right ! Left 1eg Pain

3 Low Back PamStiffncss
2 Sinus Trogble

0 Mervousnese

O Chest Pain

2 Shociness of Breath
O Irritable

O Ansiety

O Depressicn

O Insuenmia

2 Fatigue

2 Excess Perspiration
2 Mhigesrive Trouble

1 Mausca

0 Mormiting

2 DHarrhea

2 Constipation

 Codd Hands O Hesrr Dizeage

O Culel Py O Arthritis

2 law pain 2 HIV (Aids)

O Hypartension 2 Oeher (Flease List)
2 Dizhetes =

O Convulsions
O Allergies [Pleass Liy)

Fleass Specife location:

2 MNumbness o
2 Bwellige
O Vision Prohlems S Cus i
O Aneria S Bruising

Do you have, or have you ever had, any diseases or medical problems not listed?

O Yes O No If'sv, please list:

—_—

Have you ever had? © Motor Vehicle Injury © Sports Injury & Work Injury 3 Slip and Fall Injury

Il yes, please explaim:

Is there any additional information yon would like the doctor to know about before beginning care, including family history?

Emergency Contact

Relation:

Home Phone: | ]

Address;

Work Phone: | |

Areas of Interest

Please mark arcas of interest or if you desire more information:

— Nutritiunal Supplements

__ Detoxification

Headaches

Weight Loss Information

Women's Health

Neck/Body Pillows

Decompression

— Acupuncture

Wellness Care

Children’s Care

Ear infection/colic/ADD
Massage

Others (list)




Personal Information

Address:

City / State / Zip:
Home Phone: | ) Work Phone; ( j
Maobile Phone: | ] Email:
Social Secunty #: Birth Trate: Ape:
Clecupation: Employver’s Name:
Work Address:

City ! State / Zip:
Marital Stzms: @ § OM O D O W Spouse’s Name: # of Children:

Sex: O M OF

Children’s information:

How were you referred to Eklund Chiropractic?

Authorization & Assignment

| autharize Eklund Chiraprsenic o release oty information deemed appropeiate ¢onczming my physical condition o zny insurce codigany, atomey o7 sl juster in order 1 process any
claim for reimbursemnens of charges incurred by me.

[ guthorize the divece paymment o ot af any sem | oow or hereafler owe you by my atiormey ot of the proceeds of any serflzment of my cuse. aml by any nsuranes cempEay obligated
riitke payTENE o me or you based B wlsle uis gar upon the charges made for your scrvices.

I urderztand that whatever amounts you do nod collect from insurance procesds (wheter it be 2l or pestof what 18 due] | personally owe you

I, the andersizned do hereby appoint Eklund Chiropricic auli ity sccessary w0 encose and cash my checks, drafls or money orders which are made payable wo the undsrsigaed or as oo-
perye with this clinic when said pavrents are due 1o szrvices rendersd on hehalf of e undersianed by the clinkc.

I undersiand and agres that health anc accident insanrines polkzles are an agresment betiween w insisence corrier and me, 1 clearly uncerstand end agree that all services rendered ms arz
eharged direcily ta me and that [ am pereonalby respomsible for pavment. 1also whelererand thar if 1 zospend or termanate my care and teatment, any Jees for professional services remder=d
me will be immediately due and paynhle, 1 will be responaible for ooy cosis of eoliection. ANOMzy's foe OT COUrL Cusls nejau £d o collect my 5l

Date Patient’s Signalure

Informed Conse

T hereiry autherize physiziang and seaff ot Ekiund Chimopractic o treat nry condition s desmesd appoopeate. The doctor will not be hedd responzinle for my pre-exsing medically disgnesed
comditions,

Toetify fhat the skove information i carreet 1o the bes: of my knewledge. Twill not hold my decins ar any staff member of EXlurd Chiroproctic responsible for any smors amizsions il D may tene
made in the comaletion of this form.

Chiropracsic, 25 well os all other types of health care, i assoeicerd with praestial Asks in the delivery of meatmenl. Therefoee, it is necessary to inform ihe patizn: of such risks prior (o isigiaing care,
While: chirepractic reaimment & nenzarkably safe, you need wobe mformed aboat che potsatial sisks selatsd to your care ko ol ow you i b fully informed befors consenting 10 ineafmert

Chiropeactic it a system of heslrh cnre delivery and therofore. a5 with any healta care delivery sysiem. we canpot promise & cure for any symptom, eondition or dissise a8 a resuh of reamen i his
office. An attemp o provide you witl i very best care is our goal, and 3f the resalts arc ot accepimble, we will reder you b another provider who we feel can further assist ¥o0

Specific Rk Prasihilities Associated with Chiropractic Care:

Surensess - Chituprzadt o justisents aod physical therapy procedoces are sometimes secompanied by post rreatment somenees, This iz aermal acd acceptible ACeOMpANFING resprnss fo =1 Arscte
enne amil physical thesapy. While it is not gznemslly dargerous. plesse advise voar doctor if you expenence soreness and discomdfur

Soft Tisswe [njury - Occasionzlly chiroprazts tretmen: may aggravate o dise injory, of emese other micar jont ligament, tendon, or other saf-Sisee iajury.

Rib Tmjury - Maninal adjmstments tn the tharazic spine. in mne Sass, may cease minor burss 10 Ee skin. This 15 mre, bt i it oozuss, i showld repor i yer doerer er 3 stall vl
Physical Therapy Burms - Heat gemerated ly Phyzical Theeapy modalitios may cawse minor busns o the skin, This is rave, bos i peouss, you shauwkd repart it to yoar doectnr o  sanff member.
Stroke - Steeke i the most sericus complration nf chirgractic testment. The most necent stodies estimare that the inzidence ol (his 1ype of strokeis Linevery 5 million upper cervical sljisimeaits.
Orher problems - Thene are oceasionally other fypes of side «Tecls wssociated with chiroproctic care, Wil thesc s re, they sheuld be repomied ta yoar doctor promptly

1€ you have any question concerming this form o the above statements. plages sk vour doctor,

Having carefully read (e aoove, | bereby give my infirmed consent @0 have chimoprsctc aeaimsl sdministered.

1 have weviewed the HIIPAA mformation prosented 1o me

Date __Patient’s Signature
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