WELCOME TO OUR OFFICE

NAME:

IS YOUR CURRENT COMPLAINT THE RESULT OF A RECENT:

DATE:

AUTO COLLISION

WORK INJURY

UNKNOWN

OTHER:
WHAT NAME DO YOU GO BY (Nickname)?
ADDRESS: CITY:
STATE: ZIP:
EMAIL: HOME/WORK TELEPHONE:
CELL PHONE: OCCUPATION:
MARITAL STATUS: NAME OF SPOUSE:

DATE OF BIRTH:

NUMBER AND AGE OF CHILDREN:

NAME AND TELEPHONE OF NEAREST RELATIVE NOT LIVING WITH YOU:

WHO REFERRED YOU TO OUR OFFICE?

WHAT IS THE PURPOSE OF YOUR VISIT TODAY? IF MORE THAN ONE LIST IN ORDER OF IMPORTANCE.

WHEN DID THIS PROBLEM BEGIN?

HAS IT OCCURED BEFORE?  NO YES

IS THIS PROBLEM GETTING: WORSE BETTER

IF YES? WHEN?
NO CHANGE

HAVE YOU CONSULTED ANOTHER HEALTH CARE PROVIDER REGARDING THESE CONCERNS?

DC MD DO OTHER:

PROVIDER'S NAME(S):

CHECK ALL FACTORS THAT AGGRAVATE YOUR CONDITION:  SITTING STANDING WALKING
BENDING LIFTING LYING DOWN COUGHING SNEEZING ALL MOVEMENT
OTHER:

WHAT FACTORS BRING YOUR RELIEF? NONE REST ACTIVITY ICE HEAT
MEDICATION-TYPE AND DOSAGE: OTHER:




PLEASE INDICATE AREAS OF PAIN AND AREAS THAT THE PAIN REFERS

'

-

YES NO

DO YOU SUFFER FROM BACKACHES?

IF YES, IS IT ACCOMPANIED BY PAIN
IN ONE OR BOTH LEGS?

DO YOU SUFFER FROM NECK PAIN?
DOES THE PAIN GO INTO YOUR ARMS,
SHOULDERS OR HANDS?

DO YOU EXPERIENCE ANY GRINDING
OR POPPING NOISE IN YOUR NECK?

PAIN IN YOUR WRISTS, FINGERS, ELBOWS
HIPS, ANKLES OR FEET?

DO YOU GET HEADACHES?
RINGING IN YOUR EARS?

NUMBNESS, TINGLING, COLD, OR BURNING
SENSATION?
DIFFICULTY OR PAIN SWALLOWING?

PAIN OR ACHING IN YOUR STOMACH?

ANY CHANGES IN APPETITE?
DO YOU FEEL TIRED OFTEN?
CHANGES IN VISION OR SENSITIVITY TO LIGHT?

ANY OF THE FOLLOWING:
FAINTING, SPELLS OR BLACKOUTS?

YES NO

ANY CHANGES IN WEIGHT MORE
THAN 10 POUNDS?

DIFFICULTY WITH BOWL
MOVEMENTS OR FREQUENCY?
ANY CHANGES IN THIRST?

ANY DIFFICULTY URINATING OR
CHANGE IN FREQUENCY?
CHEST PAIN OR SHORTNESS OF BREATH?

IF YES, IS IT RELEAVED BY REST?

CRAMP-LIKE PAIN IN EITHER LEG
WHILE WALKING?
IF YES, IS IT RELEAVED BY WALKING?

PROBLEMS BREATHING?
FREQUENT OR PERSISTENT COUGH?

ANY LUMPS, CYSTS, OR UNUSUAL
GROWTHS?

HAVE YOU NOTICED ANY CHANGES
IN YOUR MOOD, CONCENTRATION,
OR MEMORY?

FOR WOMEN ONLY:

DO YOU HAVE PAIN, CRAMPS OR
DIFFICULT MENSTUATION?
COULD YOU BE PREGNANT?

DO YOU SUFFER FROM FREQUENT

URINARY TRACT OR OTHER
INFECTIONS?



ACTIVITIES THAT ARE RESTRICTED OR IMPAIRED DUE TO YOUR CONDITION

WORK| |SLEEP SPORTS FAMILY LIFE ABILITY TO GO TO THE BATHROOM

OTHER:

DOES YOUR JOB REQUIRE LONG HOURS OF: SITTING STANDING LIFTING

OTHER:

IS YOUR PAIN: CONSTANT INTERMITTENT OTHER:

ANY CHANGES IN YOUR GENERAL HEALTH OVER THE PAST 2 YEARS? YES| |NO

LIST PREVIOUS HOSPITALIZATIONS:

PREVIOUS: CAR ACCIDENTS SPORTS INJURIES WORK INJURIES

OTHER:

APPROXIMATE DATE OF LAST EXAM: DOCTORS'S NAME:

ARE YOU BEING TREATED FOR ANY OTHER HEALTH PROBLEMS AT THIS TIME?

ARE YOU ON ANY PERSCRIPTION MEDICATIONS? TYPE AND DOSAGE:

ANY OVER THE COUNTER MEDICATIONS IN THE LAST 2 MONTHS: ANTACIDS ASPRIN

NON-ASPRIN PAIN RELIEVER COLD MEDICATION INHALERS OTHER:

HEIGHT: WEIGHT:

FAMILY MEDICAL HISTORY (DIABETES, HEART PROBLEMS, BACK PROBLEMS ect.):

BIRTH MOTHER:

BIRTH FATHER:

SIBLINGS:

PLEASE PROVIDE OUR OFFICE WITH A COPY OF YOUR INSURANCE CARD.

| AUTHORIZE THE RELEASE OF ALL MY MEDICAL/XRAY INFORMATION TO THIS OFFICE
THAT MAY BE DIRECTED TO MY INSURANCE COMPANY AND/OR ATTORNEY THAT IS
DEEMED NECESSARY TO PROCESS MY CLAIM. | AUTHORIZE AND ASSIGN BENEFITS TO BE
PAID DIRECTLY TO DR. GUY OF BURLINGTON CHIROPRACTIC. | UNDERSTAND THAT | AM
RESPONSIBLE FOR AND OR ALL OF THE UNPAID BALANCE PERTAINING TO MY
ACCOUNT.TO THE BEST OF MY KNOWLEDGE ALL INFORMATION PROVIDED IS TRUE AND
CORRECT.

PATIENT'S SIGNATURE: DATE:

PARENT'S SIGNATURE FOR AUTHORIZATION OF CARE OF A MINOR:

PARENT'S SIGNATURE: DATE:




PRIVACY NOTICE ACKNOWLEDGEMENT

We are very concerned about protecting your privacy, especially in matters that
concern your personal health information. In accordance with the Health Insurance
Portability and Accountability Act of 1996 (HIPPA), we are required to supply you with
a copy of our privacy policies and procedures. We encourage you to read this document
carefully, for it outlines the use and limitations of the disclosure of your health
information and your rights as a patient. If you ever have any questions or concerns
regarding the use or dissemination of your personal health information, we would be
happy to address them.

I acknowledge that I have received a copy of Dr. Matthew C. Guy Jr., Notice of
Privacy Practices for Protected Health Information.

Patient Name Printed Date

Patient Signature Authorized Provider Rep.
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