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CONFIDENTIAL HEALTH INFORMATION
PERSONAL DATA DATE
Name Phone Res. Phone Bus.
Address
(Street) (City) (State) (Zip)
SSH Washington Driver's License #
Spouse Spouse's Employer No. Children__
Emergency Contact Person Phone

Who referred you here? Phone Book 0 Newspaper O SgnO Friend 0 Other

HEALTH HISTORY

What significant health problemshave you had in the past?

Wheat accidents, fals, injuries (even minor ones) have you had?

Have you ever broken or fractured any bones?0 Yes CO0No  Describe how it occurred:

What surgeries or operations have you had? (Include dates)

Drugs or medicationsyou teke:
O Aspirin O Pain Medication [ Muscle Relaxants [ Anti-Inflammatory
O Anti-Depressant O Tranquillers O Birth Control PFills




Castle Chiropractic
M PAGE 2 H

IF YOU HAVE ANY OF THE FOLLOWING SYMPTOMS, PLEASE CHECK

1=MILD 2=MODERATE 3=SEVERE
Ol0O] O]EYEPAN ololo '(-';?/PS';\‘ O101 O lcHesT PaN
O10O| O INauSEA olol oliow sack pan O] O] O IDIFFICULT BREATHING
O10] O bRRTABILITY WEAKNESS IN ARMS O O () INECK STIFFNESS
O1O01 O] (resury
O] O ()] DIzzINESS O] O] O | HEART PROBLEMS

O101 O | BACKACHE
Olol olranTNG

O] O] () POSTURE PROBLEMS

O107] ()] FATIGUE

ol ol o |Feor TrRousLE WOMEN ONLY
O] O () |HEADACHES (Rt/ Lt)
PN— O1 0] O | MENSTRUAL CRAMPS
O] O] () JLOSS OF SLEEP O1 0] O] shouLpbers NS TRUAL
01010 | eackacHe
O] O] () | NERVOUSNESS O101 O lPANFUL TAILBONE
O] O ) |NUMBNESS O1 O O | SPINAL CURVATURE O] 0] O [roTALASHEs
PREMENSTRUAL
O] O O |SINUS PROBLEMS O10O| O sTFFNECK OO0 | vension
()] O] () | FREQUENT COLDS Olol ol Neck PaN Y | N | ARE YOU PREGNANT?
INSURANCE INFORMATION
Name of Insured
Name of Insurance Company Phone No.
Address
Insured’sID # Insured’ s Date of Birth

Areyou covered by Medicare? 0 No[ Yes.Medicare#

Payment isexpected at timeof visit unlessother arrangementsaremade!

I understand and agreethat health and accident insurance policies are an arrangement between aninsurance carrier and myself. | understand
that Castle Chiropractic will prepare any reportsand formsto assist mein making collectionsfrom my insurance company and that any amount
authorized to be paid directly to Castle Chiropractic will be credited to my account upon receipt. However, | clearly understand that all services
rendered to mearecharged directly to my account and | am personally responsiblefor payment. | also understandthat if | suspend or termi-
natemy care, any feesfor professional servicesrendered mewill beimmediately dueand payable.

Signature Date

Guardian’ sSignature Authorizing Care Date

- J




