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	Please mark any current or resolved conditions:



	□
	AIDS/HIV
	□
	Cataracts
	□
	Herniated Disk
	□
	Pinched  Nerve

	□
	Alcoholism
	□
	Depression/Anxiety
	□
	High Blood Pressure
	□
	Prosthesis

	□
	Anemia/Bulimia
	□
	Diabetes
	□
	High Blood Cholesterol
	□
	Rheumatoid Arthritis

	□
	Anorexia
	□
	Emphysema
	□
	IBS
	□
	Seizures

	□
	Arthritis
	□
	Epilepsy
	□
	Kidney Disease
	□
	Stroke/Aneurysm

	□
	Asthma
	□
	Gastro- Esophageal Reflux
	□
	Liver Disease
	□
	Thyroid Disorder

	□
	Autoimmune Cond.
	□
	Glaucoma
	□
	Multiple Sclerosis
	□
	Scoliosis

	□
	Benign Tumors
	□
	Headaches
	□
	Osteoporosis
	□
	Ulcers

	□
	Bleeding Disorders
	□
	Heart Attack/Heart disease
	□
	Ovary/Uterus/Breast Cyst
	□
	Other: ____________________

	□
	Cancer
	□
	Hernia
	□
	Pacemaker/Any Device
	
	

	Please list all surgeries, hospitalizations, & injuries (including motor vehicle collisions if injured):

	
	Date:
	
	Date:

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	






Dr. Blaine Hendrick, DC, FNP-C


Dr. Jana Hendrick, DC








Patient Information





Insurance Information





Accident Information





Contact Information





Date ________________











Patient ________________________________________________





Primary Address ________________________________________





____________________________________________________ 


                 City		          State		Zip














Sex: □  M    □ F  Age:__________  Birthdate:_______________ _________________


					





____Single  ____Married  ____Divorced  ____Separated ____Widowed














Patient SS# _____________________





Occupation _____________________________________________





Employer ______________________________________________





Employer address/phone # ________________________________





________________________________________________________ 


                 City   	        State	       Zip             Phone #





Secondary Address  ____________________________________





Spouse's name __________________________________________





Spouse’s birthdate _______________________________________





Spouse’s occupation _____________________________________





Spouse's employer_______________________________________





How did you hear about us?   □Insurance Co.  □Web   □ Ads  □Friend/Family   □ Doctor referred me    □ Phone Book □Other:_______________________________________________





Doctor referred: __________________________________________





Who is responsible for this account? _________________________





Relationship to patient ____________________________________





Insurance Co. ___________________________________________





Member # ______________________________________________





Is the patient covered by additional insurance? ____ Yes    ____ No





Subscriber's name _______________________________________





Birthdate ______________   SS # __________________________





Smoking:


Never smoked:   ⁯           □


Current smoker:  	 Packs/day________     Years ________


Former smoker:  	 Packs/day________     Years ________	 When?     ___________


Smokeless tobacco:	 □Yes, Years ________	    □ No


Do you drink alcohol?	⁯Yes    ⁯No     Drinks/day ________


Are you pregnant? 	⁯Yes    ⁯No     Due date or date of  last menstrual period:  _______________________





Insurance Co. ___________________________________________





Member # ______________________________________________





ASSIGNMENT and RELEASE





I, the undersigned, certify that I (or my dependent) have insurance coverage with __________________________ and assign directly to Hendrick Chiropractic & Wellness Center, P.A. or Hendrick Wellness Center, PC all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance.  I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all insurance submissions.


________________________________________


Responsible party signature


__________________________      ___________


Relationship			                Date





Home # __________________ Work #______________________





Cell #   _______________________________________________





Best place / time to reach you _____________________________








E-mail Address: _______________________________________


   (only for statements and/or medical records access)





To receive our e-mailed newsletter, please check this box:  □





IN CASE OF EMERGENCY, CONTACT:


Name ___________________ Relationship ________





Telephone # ________________________________





Is condition due to an accident? ____Yes  ____No   Date ________





Type of accident:  ____Auto    ____ Work    ____Other





To whom have you made a report of your accident?





____Auto insurance  ____Employer  ____Worker Comp ____Other





Name of Insurance/Workers Comp _________________________


 ________________________________________





Attorney name (if applicable) ______________________________


_________________________________________





Name/ location of your primary care physician: _________________________________________





Patient Condition














�





Health History
































F = Father       M = Mother     S = Sibling    GP = Grandparent


�
�
High Blood  Pressure�
F�
M�
S�
GP�
Cancer�
F�
M�
S�
GP�
Arthritis�
F�
M�
S�
GP�
�
Heart Disease�
F�
M�
S�
GP�
Stroke�
F�
M�
S�
GP�
Alzheimers�
F�
M�
S�
GP�
�
Circulation Problems�
F�
M�
S�
GP�
Osteoporosis�
F�
M�
S�
GP�
Back Problems�
F�
M�
S�
GP�
�
Autoimmune Disorders�
F�
M�
S�
GP�
Headaches�
F�
M�
S�
GP�
Seizures-Convulsions�
F�
M�
S�
GP�
�






Date of your last:





Physical Exam:    ____________


Mammogram:      ____________


Pap Smear:           ____________


Prostate Exam:    ____________


Colonoscopy:      ____________





Height  _______ Weight ______





	





Preferred Language ________ Race _______ Ethnicity _______





Family History








____________________________________________________ 


               City		        State                 Zip














ALLERGIES





Latex    □   Yes      □   No


____________________________________________________________________________________________________________________________


_______________________________


_______________________________





MEDICATIONS/SUPPLEMENTS


_________________________________________________________________________________________________________


_______________________________________________________________________________________________________________________________________________________________________________


___________________________________





CIRCLE the LOCATION of your symptoms.  





LABEL each symptomatic area with the following letters: 


    A=ache


    B=burning


    N=numbness


    S=sharp/stabbing


    T=tingling


    O=other














________________________________________________________________________________


__________


__________________________________________________





NOTICE OF PRIVACY PRACTICES





I have received the Notice of Privacy Practices, and I have been provided an opportunity to review the document.


_______________________________________


Signature





Staff: 





 

















Today’s Date: ___________     Reason for visit: _______________________________________________________________





When did your symptoms begin? ___________________________________________________________________________





Is this condition getting worse?  ___ yes   ___ no       Rate your current pain:    0     1    2    3    4    5    6    7    8    9    10


	  					 	                          0= no pain       10= maximum possible pain





Type of Pain:   	Aching		Dull		Burning		Shooting	Tightness	Sharp/Stabbing


    		Throbbing	Tingling		Numbness	Stiffness		Swelling		Cramps





The pain occurs:   □ Constantly (76%-100% of the time)    □ Frequently (51%-75% of the time)


                              □ Occasionally (26%-50% of the time)  □ Intermittently (0%-25% of the time)  





Does it interfere with your:  □ Work     □ Sleep     □ Daily Routine     □ Recreation





Painful positions/activities:  □ Sitting     □ Standing     □ Walking     □ Bending     □ Lying Down     □ Twisting





Treatments already received for your condition:    □ Medication      □ Physical Therapy      □ None      □ Chiropractic





Have you recently experienced: □ Dizziness      □ Fainting     □ Nausea     □ Night Sweats     □ Unexplained weight loss or  gain





Other doctor(s) who have treated you for your condition:________________________________________________________


















































