BLUE RIDGE CHIROPRACTIC CENTER
REGISTRATION

PATIENT INFORMATION

Date Referred By

First Name M.l. _ Last Name

Street Address

City State Zip

Mailing Address (If Different from Above)

City State Zip

Home Phone: Work Cell

Soc.Sec. # E-Mail Address

Age:  Male[d Female[d Birth date: Marital Status ( EXIaleLI=0N)

Employer Occupation

Work Address

City State Zip
ABOUT YOUR SPOUSE

Name of Spouse Spouse Employer

Street Address (if different from yours)

City State Zip
Home Phone: Work Cell
Soc.Sec. # Occupation

Age:  Male[] Female[] Birth date:

INSURANCE INFORMATION

Please Give Your Insurance Card To The Receptionist To Copy
Insured’s Name Birth Date
Relation to Patient: Self [ Spouse [] Parent [] Guardian [] Soc.Sec.#

Insurance Company ID #

Does Your Ins.Co. Require A Referral (or Pre-Certification) For Chiropractic Services? Yes [] No []
If Yes, have you obtained one (it) ? Yes [] No []

Secondary Ins. Co. ID #

Insured’s Name Birth Date

Relation to Patient: ~ Self [] Spouse [] Parent [[] Guardian [] Soc.Sec.#




Patient Name: Date

This Condition Is Due To: Auto Accident[] ~ Work Injury[]  Personal Injury (] Unknown [

Present Complaints (Please [ X ] All That Apply)

[] Headache/Head Pain [] Visual Disturbances [] Face Numbness [JChest/Rib Pain

[] Mental Dullness [] Blurred/Double Vision  [] Droopy Eye Lids []Mid Back Pain

[] Loss of Memory [] Rapid Eye Movement [] Ears Ring/Buzz [1Mid Back Stiffness
[1Head seems heavy [] Loss of Taste [] Jaw/Face Pain [ Lower Back Pain

[] Confusion/Depression  [] Loss of Smell [] Tension []Lower Back Stiffness
[] Nervousness/Anxiety [1 Speech Difficulty [] Sinus / Allergy [JArm Pain/Numbness
[ lrritability/Fear [] Shortness of Breath [] Asthma [ Knee Pain
[1Dizziness [] Hearing Loss [] Neck Pain/Stiffness [] Leg Pain/Numbness
[]Fainting [ Difficult Swallowing ] Shoulder Pain [] Foot Pain/Numbness
[]Loss of Balance [ Indigestion [] Upper Back Pain []Hand Pain/Numbness
[]Fatigue [] Muscle Spasms [] Upper Back Stiff [ Cold Hands/Feet

Date Symptoms Appeared?

Have You Had These Symptoms Before? [] Yes [JNo When?
How Did Your Pain Begin?

| have Difficulty [] Standing []Walking [Bending []Sitting [] Lying Down

Pain Radiates intomy [JHead [JNeck []Left Shoulder [ Right Shoulder [ Left Arm/Hand
[CJRight Arm/Hand [ Left Leg/Foot [] Right Leg/Foot [ ] Low Back

| have trouble Lifting: [] Light []Moderate [JHeavy [JRepetitive

What Self-Help have you tried? [JHeat [ Ice [ Bed Rest [] Muscle Rub [] Medicine
Did it work? [] Yes INo CIFor a while

What Positions or Activities:
Aggravate Your Condition? [JWalking [JStanding []Sitting [ Lying Down []Bending

CTwisting [Coughing [Lifting [ Exercise
Relieve Your Condition? []Lying Down []Sitting [JStanding [JWalking [Bending

[] Other (describe)




Patient Name: Date

Has This Problem Interrupted Your Sleep? [JNo [ Yes

How?
What Position(s) do you sleep in?  [] Back []Stomach []Side
How old is your mattress? years Is it Firm or Soft?

List any Doctors or Therapists that you have seen for this complaint:

1 Specialty Results
2 Specialty Results
3 Specialty Results
Have you ever had any accidents (auto, fall down stairs/ off ladders/ in tub, etc.)? [] Yes [INo
If so, When &
Describe it:

Have ever been to another Chiropractor? [[JNo [ Yes Who?

For what Problem? Results?

When? How Long Since Your Last Treatment?

RELEVANT MEDICAL HISTORY

Please [O] All Conditions You Have or Have Had

[ Arthritis [] Fibromyalgia []Multiple Sclerosis

[J Anemia [] Gall Bladder Disease/Stones [J Muscular Dystrophy

[] Cancer []Gastrointestinal Problems []Mental Illness

[ Chicken Pox/Varicella []Heart Problems [ Polio

[ Circulation Problems [ Hepatitis [] Sciatica

[] Concussion [JHigh Blood Pressure [] Stroke

[] Convulsions CHIV [] Thyroid Disease

[] Diabetes [] Kidney Disease/Stones [J TMJ / Jaw Pain or Clicking
[1 Emphysema []Lupus [] Tuberculosis

[] Epilepsy []Measles/Rubella [] Ulcers or Stomach Problems



Patient Name:

Date

Do You Bruise Easily? [ONo [ Yes

Have you broken any bones? [[IJNo  []Yes Describe

What operations have
you had and when?

What prescriptions medicines
are you presently taking?

What Over-The-Counter
medications do you use?

What Vitamins or Herbs
do you take or use?

Do You Smoke [INo [1Yes How Many Packs / Day?

Do You Drink Alcohol [JNo []Yes []Occasionally How much & how often?

What Hobbies Do You Enjoy?

Women Only: Date of Last Menses:

Do You Take Birth Control Pills? []Yes

Are You Pregnant? [JNo [ Yes Due Date:

FAMILY HISTORY
Did Either Parent Have Any of the Following: Please check M for Mother, F for Father

M F M F

[] [] Asthma [0 [ Emphysema

[ [O Cancer [J O Kidney Disease
[] [] Diabetes [ [ Thyroid Disease
[ [ Ulcers [J [O Heart Attack
] [J Stroke 1 O Mental Iliness

(Please indicate stroke age: Mother Father

M F

[ [IHigh Blood Pressure
[J OCirculatory Problems
[] []Gall Bladder Disease
[0 [ Arthritis / Rheumatism
] [ Stomach Problems

[ONo



Patient Name: Date

Use the Appropriate Letter On The Figures Below To Describe the Location and Type of Pain

***Please mark your problem areas after you have printed out the completed forms***

A =Ache B =Burning N =Numbness P =Pins& Needles S = Stabbing O = Other

Please mark on the pain scale from Zero to 10 the pain you now feel with this condition
Zero being No Pain at all and 10 being Severe, Debilitating pain

PAIN CHART

Neck-Shoulder-Arm-Pain
On a scale of zero to 10, | rate my
discomfort as follows:

(l |)

0 10
no pain severe pain

Mid Back Pain
On a scale of zero to 10, | rate my
discomfort as follows:

(| |)
0 10

no pain severe pain

Low Back and Leg Pain
left right On a scale of zero to 10, | rate my
discomfort as follows:

d )
0 10
no pain severe pain

Have you everhada ] CT Scan [ JMRI [ ] Myelogram  [] Ultrasound

Where Performed: When?

Ordering Physician:

May we obtain a copy of that report to review? []Yes [ ]No

To the best of my knowledge, the above information is complete and correct. | understand that it is my

responsibility to inform the doctor if I, or my minor child, have a change in our health.

Patient Signature Date:




Authorization to Release Medical Information

I, , authorize Dr. John Talmadge, the Blue Ridge Chiropractic
Center and it's staff (hereinafter collectively referred to as "the clinic"), to release any and all protected
health information (PHI) pertaining to myself or my condition, for services rendered to me by the clinic
for such condition, to those individual(s) or entities designated below. | understand that this authorization
cannot be rescinded without written agreement from Dr. Talmadge.

In addition to any individuals, agencies, parties or entities that may be listed on other documents
contained in my file at the clinic, additional individual(s) and/or entities to which | authorize the release of
my PHI include:

Name Relationship
Name Relationship
Name Relationship
Name Relationship
Name Relationship
Name Relationship

Patient Signature: Date:
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