PATIENT INFORMATION

First Middle Last E-Mail Address
C ) - .
Address Phone Number Date of Birth

City State Zip Code Patient Social |

Security Number | -l | - |

Please Present Driver’s License for Photo Copy
Method of Payment: [ I{Cash [JCheck [IBkCard [Ins [JOther Marital Status: (OM [0S OW OD Sex: LM UF

Fees are payable at the time examinations, x-rays, and treatments are received, unless other arrangements are made in advance.
FLORIDA LAW REQUIRES THAT PATIENT RECORDS, INCLUDING X-RAYS, BE RETAINED BY THE PHYSICIAN
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Primary Insurance Information

Insurance Company Name of Insured (If Other Than “Self”)
Patient Relationship to Insured:

Address [] Self [ Spouse [J Child [ Other

FOR OFFICE USE ONLY

City State Zip Code Type of Insurance:

( ) - AUTO WC MM HMO PPO MED MDC OTHER:

Phone Number Policy / Claim # Coverage: CoPay:

Limitations:
Please Present Insurance Card for Photo Copy Contact:

Secondary Insurance Information

Insurance Company Name of Insured (If Other Than “Self” )
Patient Relationship to Insured:

Address [ ] Self [1Spouse [IChild [lOther
FOR OFFICE USE ONLY

City State Zip Code Type of Insurance:

( ) - AUTO WC MM PPO MED/SUPL MDC OTHER:

Phone Number Policy / Claim # Coverage: CoPay:

Limitations:
Please Present Insurance Card for Photo Copy Contact :

IS YOUR CURRENT CONDITION THE RESULT OF AN ACCIDENT? OYES 0O NO

IF YOU HAVE AN ATTORNEY, PROVIDE INFORMATION REQUESTED BELOW. DATE OF ACCIDENT: / /
Attorney Name: Phone:

Address: City, State, Zip:

Employment Employer:

Information: Address:

City, State, Zip:

Phone: ( ) - Student? Y/ N  Full Time / Part Time
(Please Circle All That Apply)

For Billing and Collection use only: [ Insurance Complete [J PIP Application [ Signature [ Non-Owner Affidavit
Verified By: On: Chart #:




INFORMED CONSENT

I hereby request and consent to the performance of joint mobilization, osteopathic or
chiropractic manipulation, physiotherapy or other medical procedures including diagnostic x-rays (if
necessary) on me or, the patient named below, for whom I am legally responsible, by the doctors and staff

at HEALTHWORKS!

I have had, or will be responsible for having, such discussions with the doctors and staff at

HEALTHIWORKS! that wil provide, or has provided me with the opportunity to become fully apprised of the
nature and purpose of joint mobilization, osteopathic or chiropractic manipulation, as well as the various
physiotherapeutic and medical procedures performed by the doctors and licensed or otherwise qualified

staff at HEALTHWORKS!

I understand and am fully informed that, in the practice of physical medicine, there are risks,
including but not limited to, dislocation, fracture, disk injury, stroke, sprains and strains. 1 do not expect the

doctors or staff at HERALTHIMORKS! to be able to anticipate and explain all the risks and complications
potentially inherent in physical medicine, but instead, I wish to rely upon those employed by, or those who

work at HEALTHWORKS! <o exercise good judgment in the prudent application of a course of treatment,
prescribed in my best interest and based upon the known facts regarding my condition.

I have read, or have had read to me, the above informed consent and have had the opportunity
to ask questions regarding its contents. By signing below I acknowledge all that is memorialized above and
intend that this informed consent cover the entire course of treatment for my current condition and any
future conditions for which I may seek care.

TO BE COMPLETED BY PATIENT or LEGAL REPRESENTATIVE

Patients Name (Print Please)

Signature of Patient

Signature of Legal Representative

Relationship or Authority of Patient’s Legal Representative

Witness Date Signed




MEDICAL HISTORY

PATIENT NAME: DATE:
IF YOU ARE NOT IN PAIN, please list your current complaints below. IF YOU ARE IN PAIN, mark area of pain on diagram and describe.

Mark
Area
of
Pain

When were you first aware of the problem(s)?

What caused the problem(s)? specific incident multiple incidents gradual onset no reason

Have you received treatment for the problem(s)? yes no If yes, where, when, results?

Have you previously experienced similar symptoms? yes no If yes, when ?

Were you treated previously for similar symptoms? yes no If yes, where, when, results?

Has/Have problem(s) been getting/staying better worse same | Comments:

‘What makes your problem better? nothing | lying | walking | standing | sitting [movement | inactivity food
down intake

‘What makes your problem worse? nothing | lying | walking | standing | sitting |movement | inactivity food
down intake

How would you rate your level of stress? no stress minimal stress moderate stress severe stress

Describe your physical activities at work: sit 50+% of time | stand 50+% of time light labor heavy labor

Describe your regular physical activity/exercise: none light moderate strenuous

What aspects of your life have been affected? home life work life recreation rest / sleep

Describe the affects on your life:

Do you need assistance with everyday tasks? yes no Comments:

Do you need assistance often? yes no

Can you function without assistance? yes no

Do you have any physical restrictions? yes no

Are you able to work? yes no

Any accidents, injuries or illnesses NOT reported above?

Are you pregnant? yes no Date of last menstrual period:

CURRENT DRUGS and PAST SURGERIES:
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HEAD - (CIRCLE AS MANY AS APPLY) CHEST - (CIRCLE AS MANY AS APPLY)

Lightheaded  Fainting  Loss Of Balance =~ Memory Loss Pain Between Ribs Left  Right Both
Double Vision Blurred Vision Light Sensitivity Bloodshot Eyes Pain in Breast Bone Left  Right Both
Hearing Loss Ringing In Ears Head Feels Heavy Shortness Of Breath Irregular Heartbeat

HEADACHE: Migraine Tension Pressure Throbbing Sinus | My Symptoms Are: Constant Frequent Intermittent Occasional
Daily 1XWeek 2XWeek 3XWeek _ XWeek _ XMonth |Mild Moderate Severe Dull Sharp Burn Throb Pain Scale 0-10:____
Back Of Head  Forehead  Temples  Behind Eyes  All Over

My Symptoms Are: Constant Frequent Intermittent Occasional | ABDOMEN - (CIRCLE AS MANY AS APPLY)
Mild Moderate Severe Dull Sharp Burn Throb Pain Scale 0-10:____ Constipation Indigestion Nausea

Diarrhea Heartburn Gas
NECK - (CIRCLE AS MANY AS APPLY) Loss Of Appetite Nervous Stomach Pain

Pain Stiff Tight Tension Ache My Symptoms Are: Constant Frequent Intermittent Occasional
Left Side Right Side Both Sides Mild Moderate Severe Dull Sharp Burn Throb Pain Scale 0-10:___
Base of Skull Nape of Neck Entire Neck
Muscle Spasms Muscle Weakness Grinding/Grating LOW BACK - (CIRCLE AS MANY AS APPLY)
Aggravated by: Forward Movement Backward Movement Low Back Pain Left  Right Both
Rotate Left Rotate Right Sacroiliac Pain Left  Right Both
Bend Left Bend Right Buttock Pain Left  Right Both
My Symptoms Are: Constant Frequent Intermittent Occasional Hip Pain Left  Right Both
Mild Moderate Severe Dull Sharp Burn Throb Pain Scale 0-10:__ | My Symptoms Are: Constant Frequent Intermittent Occasional

Mild Moderate Severe Dull Sharp Burn Throb Pain Scale 0-10:____
SHOULDERS - (CIRCLE AS MANY AS APPLY)

Pain Across Shoulders Left  Right Both LEGS & FEET - (CIRCLE AS MANY AS APPLY)
PainIn Joint Left  Right Both Pain Radiates Down Leg to: Mid-Thigh ~ Left  Right Both
Limitation Of Motion Left nght Both . Knee Left  Right Both
My Symptoms Are: Constant Frequent Intermltte.nt Occasional Calf Left  Right Both
Mild Moderate Severe Dull Sharp Burn Throb Pain Scale 0-10:____ Foot Left  Right Both
Pins & Needles In: Leg Left  Right Both
ARMS & HANDS - (CIRCLE AS MANY AS APPLY) Foot Tefi  Right Both
Pain In: Upper Arm Left  Right Both Numbness In: Leg Left  Right Both
Elbow Left  Right Both Foot Left  Right Both
Forearm Left  Right Both Ankle Pain ~ Swollen Ankle Foot Pain  Swollen Feet  Cramps
Wrist Left  Right Both My Symptoms Are: Constant Frequent Intermittent Occasional
Hand Left  Right Both Mild Moderate Severe Dull Sharp Burn Throb Pain Scale 0-10:____
Pins & Needles In:  Arm Left  Right Both
Hand Left  Right Both OTHER - (CIRCLE AS MANY AS APPLY)
Numbness In:  Arm Left  Right Both Anxiety Nervousness Trritability Apprehension
Hand Left  Right Both Disturbed Sleep ~ Fatigue = Depression  Inability to Concentrate
My Symptoms Are: Constant Frequent Intermittent Occasional Jaw Pain Hemorrhoids Ulcers Canctre Sores
Mild Moderate Severe Dull Sharp Burn Throb Pain Scale 0-10:___ | Frequent Urination Painful Urination Incontinence
Difficulty Starting Urinary Flow Difficulty Holding Urine
MID BACK - (CIRCLE AS MANY AS APPLY) Heart Trouble Recurrent Infections Prostate Trouble
Pain Left Right Center Menstrual Pain Menstrual Irregularity Hot Flashes PMS
Spasms Left Right Center Frequent Colds Asthma Allergies Chronic Cough
Tension Left Right Center Weight Loss Weight Gain Hypoglycemia Diabetes

My Symptoms Are: Constant Frequent Intermittent Occasional | My Symptoms Are: Constant Frequent Intermittent Occasional
Mild Moderate Severe Dull Sharp Burn Throb Pain Scale 0-10:___ | Mild  Moderate  Severe ~Comments:

CHECK ANY of the following conditions YOU NOW HAVE

METABOLIC DIGESTIVE EYES - EARS - NOSE - THROAT

_ Heart Disease __ Irritable Bowel _ Glasses
_____ Cancer __ Belching ____ Floaters
__ Stroke _ Flatulence _ Loud Noise Intolerable
_ Arthritis __ Vomiting _ Dry Nasal Membranes
_ Neuritis __ Blood in Stool _ Excess Mucous
_____ Colitis ____ Food Sensitivities ___ Hoarseness

OTHER:

I understand that the information provided above will assist the doctor in making clincal decisions and acknowledge that these records and
any tests performed, including x-rays, will remain a part of my permanent record. I have answered every question fully and completely.

SIGNATURE of PATIENT/GUARDIAN
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HISTORY OF INJURIES

NAME DATE
PLEASE MARK ALL PLACES THAT HAVE EVER BEEN INJURED

Sprains/Strains, Broken Bones, Severe Bruises, Surgery, Scars, Head Bumps, Cuts, Burns, Etc.

What happened? When did it happen?

What happened? When did it happen?

What happened? When did it happen?
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HISTORY OF INJURIES

NAME DATE
PLEASE MARK ALL PLACES THAT HAVE EVER BEEN INJURED

Sprains/Strains, Broken Bones, Severe Bruises, Surgery, Scars, Head Bumps, Cuts, Burns, Etc.

What happened? When did it happen?

What happened? When did it happen?

What happened? When did it happen?
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