CONFIDENTIAL PATIENT CASE HISTORY

Dear Patient: )

Please complete this questionnaire. Your answers will help us determine if l:himpmi:'h:: can help you. If we do,
not sincerehy ha!ieue-ynui' condition will respond satisfactorily, we will not accept your case.

. THANK YOU.

Maime | - - : - Enr:ﬂ Security ¥
Address - — City— —— Stte__Zip.
Cal| Prre — . Age__ Birthdate____ MactalStatuss M S W D
bome Phoe- | ﬂ Children. _ Spouse's Name— ...
Cceupabion .. Referred by _. v .
HE."&LT[_-I I["IFDHIH’IH'IT(}H,; - | Have you had pmﬁnus n_h'rmp;ra:ti_:- care?
What is your major complaint? - _ E— .

Oither complaints:

How long have you had this condition? . Have you had this or similar conditians in the past?

What activities aggravate your condition?

s this condition getting.progressivaly warse? Yes O 0 oMo O Constant O - Comes and"goes O

[s this condition interfening withyour: Work El Steep O Daily routine O Othar

How lang has it been since you really felt good?

Are you pregnant?

Oither doctors who trealed Ithi.i l::ul';dilinl'l-_

List surgical operations and years:__

o

ikt T T

Drugs you now take: 0 Narve pils O Pinkilers [ Muscle rebers 0 "Pep” plls ) Tranquiizers

(1 lnsulin O Birth control pills [ Others _

Age of mattress. — 0 Comfortable [ Uncomfartable
Pur-u:- you wearing: O Heal Ilﬁs E.l Sola lifts O loner Soles O Arch mpp-nrta. |
Have you been 'in an auto accldent? O Past year L Past 5 years I'_‘I-E':rw;ﬁyear: | 3 Hle;.rr.r
nmﬁm:___.______'._;.;__.'-_.____-_-..—'- ———
Have you had any other personal injury or accident? [ Past ym . O] Past 5 years 0 Over 5 years
! O None

Dlﬂﬂll."nﬂﬂ_u:.l— : : : T T I I
: ' . Form Moo RO-1 106



Hmumynurmunfpahmﬂmﬂm .
below, : ' ’

) @

tHave you Ever Suffered From:

1. Dizziness | B —
] 2. Backaches e _ -
! 3. Heant Trouble S
4. Diabetes —
5. Arthritis
&. Headaches
7. Asthma
8. Neurilis _ _
9. Digestive Disorders
10, Mervousness
! 11. Sinus Trouble -
12. HNeck Pain .. _ . _ . _ _

INSURANCE INFORMATION:

Is your condition due te an auto accident or jab relatad njury’? Yes Mo

Yes —No If yes,

"

Do you have Health Insurance?

Name of Company

Are you covered by Medicare? Yes

H yes, Health Insurance #

[ understand and agree that health and accident policies are an ' [

_ da arrangermient between an insurance carrder
and myself, FLII'I]'IE.I.'I'I_'lﬂI‘E, [ understand that this CE.;;mpmcti{: Office will prepare any necessary reports and
forms to assist me in makiljg collection from the insurance company and that any amount authorized
terbe paid directly to this Chiropractic Office will be mredited to iy account upon receipt. However, [ clear-
Iy understand and agree_that all services rendered me are charged directly to me and that | am persanally -
responsible for payment. [ also understand that if | suspend or terminate rmy care and treatinent, any fees
for professional services rendered me will be immediately due and payable. ' |

Lwill be paying today by O Cash 0 Check (] Credit Card
£l MasterCard [ Visa [J Amerdcan Express

Patiént's Signature  _ —
Guardian or Spouse’s Signature: _
~ Doctor’s Signature —

FAMILY HEALTH INFORMATION. {Many health problems are the result of hereditary spinal weak-
nesses; ﬂ'!us n:dmrnah-:n about your family members will give us a better picture of your total health picture)

NAME T RELATION | __PAST. AND PRESENT HEALTH PROBLEMS

—_— — — . Date

— —_— S5 #




/ Delaware Valley Call Now!
% Chiropractic eZ Rehabilitation Speak Directly to a Doctor
#

EDICAL | CHIROPRACTIC | REHABILIT. 610-376-1881
M | c | ATION e e At
ORTHOPEDIC | PAIN MANAGEMENT 231 N. 5th Street, Reading, PA 19601

TODAY'S NW PATIENT
NAME: - ______DOB: .
ADDRESS: — —
CITY | STATE: _ZIP: N
HOME NUMBER: __ ___ WORK NUMBER:
SOCIAL SECURITY: __ DATE OF INITIAL: _
DXx: _ _ -
INSURANCE CO.:
[DENFICATION NUMBER.: _ _
ADDRESS:
CITY: L STATE: _ LI _
FHONE NUMBER.: | ____EFFICTIVE:
CHIRO COVERAGE: | ___ DEDUCTABLE:
LIMIT: __COPAY: . PRIMARY:

REFERRAL NEEDED: YES QR NO

POLICY HOLDER: _ ____ RELATIONSHIP TO: _
SPOKE TO: ___ _ CONFIRMED BY: _
PHYSICAL THERAPY BENEFITS:

DURABLE MEDICAL EQUIPMENT:

MASSAGE THERAPY:




" Delaware Va

| Call Now!
% Chiropractic e Refiabilitation h

Crnnsl Niras rm = MYmree
SpPeakK virectiy 10 a Doctot

| MEDICAL | CHIROPRACTIC | REHABILITATION

610-376-1881
‘,s ORTHOPEDIC | PAIN MANAGEMENT 231 N. 5th Street, Reading, PA 19601
Records Release Authorization
To: N
l, hereby request that you release to:
{Patient’s Mame ar Guardian)

Stuart K. Himmelstein, D.C.
2981 Grant Avenue
Philadelphla, Pa 19114
Tel: 215-632-3074
A report of diagnosis, treatment, prognosis and recommendations, as well as
other data pertinent to your treatment of me from to

(Date of Regueast)

{Patient’s Slanature)

| Address]

[City, State, Zip Code)



