Lindsey ChiroPLUS+


PATIENT INFORMATION
Date:___________

First Name: _________________________ M.I.: _______ Last Name: ________________________________
S/S #_______-_____-_______
Street Address: _______________________________________________
Date of Birth: ____/____/____ 
City: ___________________________ State: _____ Zip: _____________
Home Phone:
(_______) _______-__________
Email Address: ___________________________________
Cell Phone:
(_______) _______-__________
*Which Phone # is best to reach you? 

Work Phone:
(_______) _______-__________ 
  Circle One:
Home #     Cell #     Work #

Circle One:
Minor     Single     Married     Divorced     Widowed
Spouse's or Parent’s Name: ____________________________________
Your Employer: ________________________________
Your Occupation:___________________________

Employer’s Address: _______________________________
Phone: (_______) _______-__________
Emergency Contact: ________________________
 Phone: (_______) _______-__________

Whom may we thank for referring you to us? _______________________________________________

Primary Insurance Information

Insurance Company: ______________________

Policy#: __________________________________
Group #: ________________________


Contact #: ________________________________
Subscriber (Policy Holder’s Name): ______________________
Their Date of Birth: ___________________
Their Employer: ______________________________
Their Occupation: __________________________
Employer’s Address: ________________________________________________________________________
Do You Have Additional Coverage?  Yes
No
Secondary Insurance Information

Insurance Company: ______________________

Policy#: __________________________________
Group #: ________________________


Contact #: ________________________________
Subscriber (Policy Holder’s Name): ______________________
Their Date of Birth: ___________________
Their Employer: ______________________________
Their Occupation: __________________________
Employer’s Address: ________________________________________________________________________
PATIENT HEALTH HISTORY
1. What is your MAJOR COMPLAINT? ____________________________________________________
2. HOW did this happen? _________________________________________________________________
3. HAVE you ever seen a Chiropractor? Yes     No

4. ARE you a smoker?  Yes    No  If so how many packs per week? _______________________________
5. DO you drink Alcohol?   Yes     No  How many drinks per week? _______________________________
6. Describe your pain.  Dull  achy  stiff  sharp  shooting  burning  tingling  throbbing Other :____________ ____________________________________________________________________________________
7. Does the pain radiate (TRAVEL)?  Yes   No    If yes, WHERE?  Arm R/L     Hand R/L     Leg R/L 











Foot R/L      Buttock R/L

8. Do you have any weakness in your arms, hands, or legs? Yes
No ___________________________
9. Do you have any recent changes in your bowel or bladder? Yes
No ___________________________
10. What makes the pain WORSE?  Walking, Standing, Sitting, Bending, Lifting, Trying to Stand Up, Driving, Work, Sports, Sleeping, Coughing, Sneezing, Laughing, Other: _________________________
11. What makes the pain BETTER?  Ice, Heat, Stretches, Sitting, Lying Down, Standing, Walking, Medication: ____________________________Other:________________________________________
12. Is the pain CONSTANT or does it COME and GO?

13. Is the pain BETTER or WORSE in the morning?  BETTER or WORSE in the evening? Is the Pain always the SAME? ____________________________________________________________________
14. Have you had any recent X-RAYS, MRI’S, CT SCAN, ETC: __________________________________
15. Have you ever had this pain before?  Yes
No
If yes, WHEN and HOW was it treated?_____________________________________________________________________________
16. Have you seen any other doctors for this condition?  Yes
No
If yes, WHEN and HOW was it treated?_____________________________________________________________________________
17. Is the pain stopping you from doing any of your normal daily activities?  Yes
No
If yes, please describe: ____________________________________________________________________________
18. In your immediate family, is there any history of: Cancer, Stroke, Diabetes, Heart Condition, or Other Illnesses: ____________________________________________________________________________
19. List any major SURGERIES, past ILLNESSES, TRAUMAS or FRACTURES.

______________________ DATE: ______________         __________________DATE: _______________

______________________ DATE: ______________         __________________DATE: _______________

______________________ DATE: ______________         __________________DATE: _______________

______________________ DATE: ______________         __________________DATE: _______________

20. Are you pregnant or trying to get pregnant?    Yes
No 

21. Are you RIGHT handed or LEFT?

22. Do you have any OTHER SYMPTOMS you would like to discuss at this time? ____________________
23. Please list your MEDICATIONS and what you are taking them for: _____________________________
24. Please list any ALLERGIES to MEDICATIONS: ___________________________________________
Patient Signature: __________________________________________ Date: ________________________

E&M PAIN DRAWING

AREA OF PAIN:  __________________________________________________________________________
When/How did this episode begin?: ____________________________________________________________
Is the pain getting better, worse or staying the same?: ______________________________________________
Time of day when pain is worse: __Morning __Afternoon __Evening __Disturbs Sleep

Does the pain radiate? If so, where?: ____________________________________________________________

Please circle on the pain scale from 0 to 10 the pain you feel with this condition.

10 being the worst pain you have felt with this condition, 0 being no pain.

Mark areas of pain on figures below.

Type of Pain:  __Stiffness   __Burning   __Numb/Tingling   __Sharp   __Soreness/Achy

Pain Chart


Right

	Neck Pain

0 1 2 3 4 5 6 7 8 9 10

Shoulder, Arm Pain

0 1 2 3 4 5 6 7 8 9 10

Mid Back Pain

0 1 2 3 4 5 6 7 8 9 10

Low Back Pain

0 1 2 3 4 5 6 7 8 9 10

Hip, Leg Pain

0 1 2 3 4 5 6 7 8 9 10

Foot, Ankle Pain

0 1 2 3 4 5 6 7 8 9 10

 Other Pain

__________________
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Right        Left                     Left                  Left            Right

Patient Signature:_____________________________________________   Date: ______________________
Patient Name:_________________________________________

Authorization

I certify that I have answered the above patient information questions accurately.  I understand that providing incorrect information can be dangerous to my health.  I authorize the chiropractor to release any information including the diagnosis and the records of any treatment or examination rendered to myself or my child.  I authorize this information to be released to third party payers and/or heath practitioners, if needed.  I request my insurance company to pay directly to the chiropractor or chiropractic group insurance benefits otherwise payable to me.  

X___________________________________________________________   Date: ______________________

   (Signature of Patient or Parent)

Financial Responsibility

Payment for services are due at the time services are rendered unless our staff has approved other arrangements in advance.  My claims will be filed to my insurance company by Lindsey ChiroPlus.
as a courtesy.  To better serve me as a patient, Lindsey ChiroPlus will call my insurance company to verify my benefits.  This is only a “Quote of Benefits” and NOT a guarantee of payment.  After claims are submitted to my insurance company, the remaining balance is my responsibility.  I agree to be responsible for payment of all services rendered on my behalf or on my dependent’s behalf.

X___________________________________________________________   Date: ______________________

   (Signature of Patient or Parent)

Cancellation Policy

A 24 hour notice of cancellation is required for massage therapy OR physical therapy appointments.  If a 24 hour notice is not received for my cancelled appointment, I will be charged in full for the appointment scheduled under a personal cash account.  For example, the cancellation for a one hour massage therapy session is currently $75.  The cancellation fee is billed only to me and not to my insurance company.

I agree to provide a 24 hour notice of cancellation for massage therapy or physical therapy appointments.  I understand that if I do not provide notice, I will be financially responsible for the cancellation fee.

X___________________________________________________________  Date: ______________________

   (Signature of Patient or Parent)

Patient Name: _______________________________________________   Date: ______________________
	Island Lake

28070 Rt. 176, Island Lake, IL 60042 
Phone: 847.487.1111 & Fax: 847.487.1164
	Hainesville

26 W. Belvidere, Hainesville, IL 60030

Phone: 847.543.9999 & Fax: 847.543.4316



