Raymond Chiropractic Clinic
151 Rt. 27 Raymond, NH 03077

Today's Date: / / Email Address:

Name: Home Phone: Cell Phone:

Home Address:

Birthdate: Age; Social Sec.#: Insurance #:

Parent/Guardian (if minor): Single___ Married  Divorced___Separated

Employer: Type of Work: Work Phone:

Name of Spouse: Spouse’s Work/Cell #:

Referred to this office by: Emergency Contact Name/Number;
CURRENT HEALTH CONDITION

Purpose of this appointment:

Other Doctors seen for this condition: Yes No Who?:

Type of treatment: Results:

When did this condition begin?®: Has this condition occurred befare?; Yes No

Is Condition: Job Related Auto Accident Fall Home Injury Other:

Date of Accident: Have you filed an accident report to employer/or insurance?
PAST HEALTH HISTORY

Maijor Surgery/Operations:

Major Accidents or Falls;

Hospitalization (Other than above);

{ authorize the doctar to provide any and il forms of treatment, evaluation, x-rays and therapy that may be
indicated in connection with the care of the patient above, and further authorize and consent that the doctor
chooses and employs such assistance as he sees fit. | understand that prior ta treatment, full explonation of the
procedure(s) inveived will be given by the doctor. | agree to pay for oll services rendered in this office.

Signature: Date: Relationship to Patient:




aymond
hiropractic
linic

TYPE OF PAIN YOU ARE
CURRENTLY EXFERIENCING.,.

Place appropnate synibol or letter on the
diagram.,

LT

Ache = AAAAA
Numbness = NNNNN WA
Pins and Needler = 00000 i
Buming = XXXXX W,
Stabbing =/ / /|

WHAT IS THE INTENSITY OF YOUR
PAINY

Please circle oue. ..
Slight Minimal

Moderate Severs

VISUAL ANALOG PAIN SEVERITY SCALE
Please place a matk on the line that corresponds te your current pain.

WO PAIN WORSE PATN EVER

Please place a mark on the line that corresponds to youy average pain.

NO PAIN WORSE PALS EVER

When did the pain begin? Any flare-ups since then? If so, when?

What brought the pain on?

What makes the pain better?

What makes it worse?

How often does the pain exist? And for how long?

Auy prioy ywrics to the nren of poin?

Have you seen another healtheare prsctitioner for e pain/condition?

It 50, whe?

Have you had any X-rays taken of the body or the aren of eoipiaing in this past year?

Please bring these (or at least the report) with you 1o your appomtineit?




Patient Name: Date:

Have yon ever been trenated by a chiropraeror? Yes NO

Clinic or Doctor’s uame;

Chnie phote nunber:

Are you taking apy of the following medications? __ Nerve Pills Pain Killers {including aspiriz)
Muscle Relaxers Blood Thinners Tranquilizers Insulin Chther

Do vou or have vou had any of tie following dieases. medical conditions or procedures?

YN Heart Artack: Seoke YN HeanSorp. Preemakes YN Heart Mormur Y Cemgenital Heart Defacy
YN Mirral Valve Protapee YN Amfical Valvet YN AlcoholThug Abuse YN Veneresl Diseme

YN Heparitis YT AnemisDinberes YW Shingles YN Cancer

YN Frequent Meck Pain YN Glaucoms YN Kidory Broblemd Y™ High'Low Blood Pressure
Y Praychisme Problems YX Rhewoatic Fever Y Severe/Frequent Headaches YT Tubsrculosis

YK UlcersColins YK Fainriag Sewrares Eprilepny YN Sivin Problemy YN Emphywema‘Asthma
YN Anhmns YN DBiffieniry Breathing YN Chemothermpy YN Lowet Back Problams

Y Anificial Botes Toumes Tyl ants

Plense list any surgeries with dates and/or any other sarious medical condition not listed above:

[ist any past sevions accidenrs with dates:

Plense list any allergies:

Fazuily heatth lustory;

Do you take supplements/vitamains? _ VYes  No Doyouexercise? _ Yes _ No _ hows/week
Do you smoke? _ Yer  No How much? How lemg? R
Areyouwwariug: _ Shoelifts _ InnerSoles _ Arch Supports

Are you dieting? ___ Yes Mo Since: ! /

For Woinen: Arc you taking birth contrel? _— Yes  No
Are you iursing: Yes No Are you pregnant: Yes No If 50, how many weeks?

I guarantee that this fonn was filled out to the best of my kpowledge and understand that it is my responsibility 1o
inform this office of any changes 1o the information that T provided:

Signnture: Date. f !

Adulr Patient Parent or Guaydian Spouse



gm-y _/4 gmAam, ﬁc

RAYMOND CHIROFPRACTIC GLINIGC
131 8T, ROUTE 27
RAYMOND, NH Q3077

TELEFHONE: (603) BR5-0077

Patient Consent Form

I understand, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), I have certain

rights to privacy regarding my protected health information. I understand that this information can and wil] be
used to:

* Conduct, Plan, and direct my treatment and follow-up among multiple healthcare providers who may be
invalved in that treatment directly and indirectly.

* Obtain payment from third-party payers.
* Conduct normal healthcare operations such as quality assessments and physician certifications.

I have been informed by you and your Notice of Privacy Practices the possible uses and disclosures of my
health information. T have been given the right to review such Notice of Privacy Practices prior to signing this
consent. | understand that Dr, Graham has the right te change its Norice of Privacy Practices from time to time

and that [ may contact the office at any time at the address above to obtain a current copy of the Norice of
Privacy Practices,

[ understand that I may request in writing that you restrict how my private information is used or disclosed to
carry out treatment, payment, or health care options, I also understand you are not required to agree to my
requested restrictions, but if you do you are bound to abide by such restrictions,

I'understand that I may revoke this consent in writing at any time, except to.the extent that you have taken
action relying on this consent,

Patient Name:

Signature:

Relationship to Patient:

Date:

Office use only

[ attempted to obtain the patient’s signature in acknewledgement of the Notice of Privacy Practice, but was
unable to do so as documented below: :

Date: ~ Initials; Reason:




