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Name: _____________________________________________
Address: ___________________________________________
City:_________________ State:______  Zip:________
Home Phone: ______________ Cell Phone:  ________________ Work Phone: ______________
Sex: M/F   	Marital Status: S M D W   	Social Security Number: ________________
Employer: _________________________  Occupation: _______________
Employer Address: ___________________ City:_______________  State: ______  Zip:________
Name of Spouse (or Responsible Party if patient is a dependent child): ___________________
Spouse’s (Responsible Party’s) Birth Date: ____________ Social Security Number: ____________
Spouse’s Employer: _________________________  Occupation: _______________
Employer Address: ___________________ City:_______________  State: ______  Zip:________

Previous Chiropractic Care:  Y/N   Chiropractor’s Name: ______________________

Today’s Chief Compliant:  _________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Habits			Exercise		Family History:  Diabetes  Heart  Kidney  Cancer  Back Surgery
Smoking: Y/N 		None		             Mother	      [   ]       [   ]      [   ]      [   ]        [   ]
Alcohol: Y/N		Moderate		Father	                   [   ]       [   ]      [   ]      [   ]        [   ]
Coffee: Y/N 		Daily			Brother                  [   ]       [   ]      [   ]      [   ]        [   ]
						Sister                      [   ]       [   ]      [   ]      [   ]        [   ]



Have you had any of the following diseases? (Circle all that apply)


Appendictis		Anemia		Heart Disease		Arthritis		Influenza
Pneumonia		Measles	Mental Disorder	Whopping Cough	Tuberculosis
Pleurisy		Mumps		Goiter			Polio			Pleurisy
Rheumatic Fever	Chicken Pox	Lumbago		Cancer			Alcoholism
Veneral Infection	Epilepsy	Diabetes		Eczema			AIDS





Please write A next to signs or symptoms you are NOW experiencing. Please write B next to the signs or symptoms you have experienced in the PAST.

     Headache___              	  Night Sweats___          Fainting/Dizziness___             Rapid Heart Rate___
     Neck Pain___              	  Fatigue___                    Convulsions___                        Slow Heart Rate___
     Shoulder Pain___        	  Loss of Sleep___          Wheezing___                            High Blood Pressure__
     Upper Back Pain___   	  Poor Vision___             Poor Appetite___                    Low Blood Pressure__ 
     Low Back Pain___      	  Pain in Eyes___            Belching/Gas___                      Swelling Ankles___
     Swollen Joints___       	  Deafness___                 Constipation___                      Chest Pain___
     Painful Tailbone___    	  Earache___                   Diarrhea___                             Poor Circulation___
     Foot Trouble___          	  Ear Noises___               Hemorrhoids/Boils___           Varicose Veins___
     Bruise Easily___          	  Frequent Colds___      Liver Problem___                    Stroke___
     Frequent Urination___   Hay Fever___                Gall Bladder Problem___      Nose Bleeds___
     Painful Urination___       Sore Throat___             Digestion Problem___           Enlarged Thyroid___
     Blood in Urine___            Asthma___                    Excessive Vomiting___          Difficulty Breathing__
     Kidney Infection___        Sinus Pain___                                                                   Chronic Cough__
     Bed Wetting___
     Inability to control Urine___                         MALE ONLY                   		FEMALE ONLY
     Numbness in hands/arms___                        Prostate Trouble___                         Painful Periods___
     Numbness in legs___                                                                                                    Irregular Cycle___
                                                                                                                                               Excessive Flow___
     Most Current Date of  :                                                                                                Cramps___                                                       
     Physical /exam_______Why?__________________________                            Hot Flashes___
     X-Ray Exam________ Why?__________________________                               Pregnant at this time___
     Lab Tests___________Why?__________________________                              Pregnancies#___
     Operations_________________Why?___________________                             Miscarriages#___
     Allergies__________________________________________                               Date of Pap Smear______
     Present Medications__________________________________                           Date of Breast Exam_____
     Present Over the Counter Medications or Supplements____________________________________
     Do you have any other condition or illness?____________________________________________

I hereby authorize the Doctor of Lee Chiropractic Center, LLC. to examine and treat my condition(s) as they deem appropriate through the use of Chiropractic Health Care, and I give authority for these procedures to be performed.  

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself. Furthermore, I understand that this office will prepare any necessary reposts and forms to assist me in making collection from the insurance company and that any amount authorized to be pain directly to this office will be credited to my account on receipt. I clearly understand and agree that all services rendered me are charged directly to me and that I am personally responsible for payment. I understand that I may suspend or terminate my health care and treatment at any time but my fees for professional services rendered will be immediately due and payable.

Medicare Patients: Medicare will only pay for services it determines to be reasonable and necessary under Section 1862(a)(1) of the Medicare Law. If Medicare determines that a particular service is not reasonable and necessary Medicare will deny payment for that service. If Medicare denies payment, I agree to be personally responsible for any payment agreed to in my Financial Agreement as signed and on file at Lee Chiropractic Center, LLC. 
Please present your picture ID for the staff to make a copy. If you are using insurance toward payment of fees, please present your  card(s) for the staff to make a copy.

Print Name______________________Signature______________________Date______________

Witness Name___________________Signature______________________Date______________



