Confidential Patient Information

GRIMSLEY CHIROPRACTIC SERVICES, P.C.
22780 Three Notch Road Lexington Park, MD 20653
Phone: (301)-737-0662 Fax: (301)-737-0675

PERSONAL INFORMATION
Date: Social Sec. #: Name:
I Prefer To Be Called: Home Phone: Wk:
Birth Date: Age: Gender: [ | M []F Marital Status: SM W D (circle one)
Address: City:
State: Zip: E-Mail: Cell:
Employer: Occupation:
Employer’s Address:
Name of Spouse: Employer:
In Case of Emergency Contact: Phone:
How Did You Hear About Our Office?
Are You Currently Under Another Chiropractor’s Care? Name:
Phone: Address:
To Varnr Vicit Thiia Ta Avn Annidant- T 1 Vace T 1T NTA / TFCA: T T Avita T T XAavrl- T T THAama T 1T Nthar
HEALTH INSURANCE EXERCISE WORK ACTIVITY | HABBITS

INFORMATION [ 1 None [ ] Sitting [ ] Smoking —Packs/day
E;‘_“ance Co: [ ] Moderate [ ] Standing [ ]Alcohol — drinks/day
Group #: [ ] Daily [ ]Light Labor [ ]Caffeine — cups/day
Name of Insured:
Relationship: [ ]Heavy [ ] Heavy Labor [ ]High Stress
Insured’s Date of Birth:
Insured’s Employer: Are You Pregnant? [ ] Yes No Due Date:

SECONDARY INSURANCE £ [ ] MED[IC]J ATIONS

Insurance Co:
Id#:
Group #:
Name of Insured:
Relationship: ALLERGIES

Insured’s Date of Birth:
Insured’s Employer:
Assignment & Release VITAMINS, HERBS, MINERALS

I certify that I, and/or my dependent(s), have insurance
coverage with

& assign directly to Henry
Chiropractic & Wellness Center all insurance benefits, if
any, otherwise payable to me for services rendered. 1 .. . )
un}clierstand thath Zm financially responsible for all charges Injurle?s / Sur geries You Have Had:

whether or not paid by insurance. I authorize the use of my Descrlptlon: Date:
signature on all insurance submissions.

Henry Chiropractic & Wellness Center may use my health
care information & may disclose such information to the
above-named insurance company(ies) & their agents for the

purpose of obtaining payment for services & determining Broken Bones/ Falls:
insurance benefits or the benefits payable for related

services. This content will end when my current treatment Description: Date:
plan is completed or one year from the date signed below.
(Signature)
(Name Printed)
Over —

(date) (relationship to patient)




YOUR CONDITION
Reason For Today’s Visit:
When Did Your Symptoms First Appear?

Is This Condition Getting : [ ] Worse [ ] Better [ ] Staying the Same
Rate Your Pain On A Scale Of 1 (least pain) to 10 (most severe pain):

How Often Do You Get This Pain? Is It Constant?

Type Of Pain: [ ] Sharp [ ] Dull [ ] Throbbing
[ ] Burning [ ] Tingling [ ] Cramps [ ] Stiffness

[ ] Numbness []Aching [ ] Shooting
[ ] Swelling [ ] Stabbing [ ] Other

Does The Pain Interfere with Your: [ ] Work [ ] Daily Routine [ ] Recreation
Activities That Are Painful To Perform: [ ] Sitting [ ] Standing [ ] Walking [ ] Bending [ ] Lying Down

Right

*x#kx MARK YOUR PROBLEM AREAS ON THE DIAGRAMS ABOVE #*##:
USING AN “X” TO MARK THE SPOT !

HEALTH HISTORY
What Treatment Have You Already Received For Your Condition? [ ] Medications [ ] Surgery [ ] Chiropractic
[ ] Physical Therapy [ ] None [ ] Other
Name of Other Doctor(s) Who Have Treated You For This Condition:

Date Of Last: Physical Exam:

Blood Test:

Spinal Exam:
List Location Of Lab Work Or Radiology Services:

Spinal X-Ray:
Chest X-Ray:

CT-Scan, MRI, Bone Scan:

Check The Box If You Have OR Have Had Any Of The Following:

AIDS/HIV [] Chicken Pox [] Low Back Pain [ ] Rheumatic Fever []
Alcoholism [] Diabetes [ 1] Lung Disease [ ] Scarlet Fever [ ]
Allergy Shots [ ] Emphysema [ ] Measles [ 1] Spinal Disorders [1]
Anemia [1] Epilepsy [1] Migraines [ ] Stomach Disorders [ ]
Anorexia [ ] Eye Disease [] Mononucleosis [ ] Stroke []
Appendicitis [] Fractures [] M.S. [] Thyroid Problems []
Arthritis [ 1] Gall Bladder [] Mumps [] Tonsillitis []
Asthma [ 1] Disease Nerve Disorder [ ] Tuberculosis [ ]
Bleeding Disorder| ] Glaucoma [] Osteoporosis [ ] Tumors / Growths [ ]
Bladder Disease [ ] Gout [] Pace Maker [1] Typhoid Fever [1]
Bone Disease [ 1] Headaches [ 1] Parkinson’s Ulcers [ 1]
Bowel Disorder [ ] Heart Disease [ ] Disease [ 1] Whooping Cough [ 1]
Bronchitis [ 1] Herniated Disc [ ] Pneumonia [1] Other:
Bulimia [] Hernia [1 Polio []
Cancer [1] High Cholesterol [ ] Prostate Issues [ ]
Cataracts [ 1] Hypertension [ 1] Prosthesis [1]
Chemical Kidney Disease [ ] Rheumatoid

[1]

Dependencies [ ]

Liver Disease

Arthritis []




