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Patient Informartion

Name: 55#:

Birthday: Age: Sex: M F MantalStatus: 5 M 0O
Phone: Home /Cell Email:

Address: City: State: Zip:
Employer: Occupation: Work Phone:

Purpose of visit:

Where 13 your pam? When dud 1t start?

What were you domng when vou first noticed it?

When do you feel 1t most? AM PM Standing Sitimg Walkmg Lymg Down
What does it feel like? Sharp Dull S5tabbing Achmg Other
Was this caused by an accident? Yes No

If yes, what kind of accident? Aute Work Home — Other

Date of accident: Have you made a report? Yes No
Have you seen a chiropractor before? Yes No
How did you hear about us?

Pain Disablity Index

On the diagram to the right, please indicate where
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Do vou suffer from any of the following conditions (please circle all that apply)

Allergies Digestive Problems Jaw Pam
Arthritis Depression Low Back Pan
Asthma Ears Pinging Leg Pam
Amm/Shoulder Pain Fatigue Mid Back Pain
Blurred Vision Foot/Toe Numbness Neck Pain
Carpal Tunnel Gout Tension
Dhabetes Hand Fmger Numbness

Dnfficulty Sleeping Headaches

Dizziness Heartburm/Acid Feflux

Have you seen any other health care professional for your conditon? Yes No

Ifyes, who? MD DO DC PT  Other
Name Treatment Dnd 1t help? Yes No
List any past injunes from falls, aute accidents, fractures, sports mjunes, etc.

List any current medications you are taking

Who 15 your chiropractor?
What did you go there for? Dhdithelp? ¥ N
Why did you stop care?

PAYMENT IS EXPECTED AT TIME OF SERVICE
Who 13 responsible for this account?
Felationship to patient: Self Spouse Parent Guardian Other
[nsurance Compamy: Pohey #
Please prmt your name:
Signature of patent, parent, guardian:
The above signed consents to treatment by the chiropractors employed by Dr. Melissa
Memll, DC at Pahoa Cluropractic. Diate:




