Markson Chiropractic PATIENT INFORMATION FORM

(954) 472-7975

TODAYS DATE: DATE OF BIRTH: \
/NAME: [] mALE AGE: []MARRIED [ ]SINGLE [ ] WIDOWED
[] FEMALE [ ] DIVORCED [] SEPARATED [ |
ADDRESS: CITY: S TATE: ZIP:
HOME PHONE: CELL: FAX:
SOCIAL SECURITY #: DRIVER'S LICENSE #: STATE: | E-MAIL ADDRESS:
SPOUSES NAME: AGES OF CHILDREN: OCCUPATION/JOB TITLE:
EMPLOYER/BUSINESS NAME: BUSINESS ADDRESS:
BUSINESS PHONE: TYPE OF WORK:
HOW DID YOU
HEAR ABOUT US?
PHONE #:

EMERGENCY
CONTACT:

ADDRESS: RELATIONSHIP:
WHO IS RESPONSIBLE [ ] SELF [ ] AUTO INSURANCE [_] MEDICAD
FOR YOUR BILL? [] WORKER'S COMP [_] MEDICARE [] OTHER (BE SPECIFIC):
w PERSONAL HEALTH HEALTH ID CARD #:
O | INSURANCE CARRIER:
E INSURED PERSON'S GROUP #:
g NAME:
O | INSURED PERSON'’S PRIMARY CARE PHYSICIAN:
Z | DATE OF BIRTH:
INSURED PERSON'’S PHARMACY:
SOCIAL SECURITY #:

CURRENT HEALTH CONDITION
CHIEF COMPLAINT: (WHY ARE YOU HERE TODAY?)

Please circle
areas of
discomfort.
BODY AREA [_] CERVICAL (NECK) [[] UPPER EXTREMITY (ARMS, WRIST, HANDS)
INVOLVED: [_] SPINE (MID-BACK), RIBS, PELVIS (LOW BACK) [] LOWER EXTREMITY (LEGS, FEET, TOES)

CONDITION: L] NEW

[[] EXACERBATION

SHOOTING: [|DIFFUSE [ ]LOCALIZED

[ ] RECURRING [] cHRONIC
MECHANISM [_] AUTO []FALL [ ] OVER EXERTION [] UNKNOWN [] SLIP OR FALL []OTHER
OF ONSET: [ | WORK [JLIFTING [ ]REPETITIVE MOTION [ | SLEPT WRONG [ NO INJURY
SYMPTOMS: L] PAIN [ ] STIFFNESS
[ J]NUMBNESS [ ] WEAKNESS
LOCATION: [_JLEFT [] BILATERAL
] RIGHT
QUALITY [ ] BURNING [ ]DULL/ACHING [ ] SHARP [ ] STABBING []TIGHTNESS [ ] RADIATING

[[] SHOOTING [] THROBBING [] TINGLING []OTHER




