WaGNER CHIROPRACTIC
8333 Alexandria Pike Alexandria, Ky 41001
PH-859-448-0056 FAX-859-448-0156

PATIENT INFORMATION FORM

(PLEASE PRINT)
Date:___/___ [/
PATIENT NAME: — DATEOFBIRTH: _/__ /[
AGE:___ SEXXM F LasT FirsT MI
HOME ADDRESS: CITY/STATE:
Zip:

MAY WE LEAVE A MESSAGE?
HoME PHONE #: () - YES No
WORK PHONE #: ) - YES No
CELL PHONE #: () - YES No
E-MAIL: YES No
PRIMARY LANGUAGE:
DO YOU HAVE A LEGAL GUARDIAN OR HEALTHCARE POWER OF ATTORNEY? YES NO
IF YES, NAME: RELATIONSHIP:
PHONE#: (___) -
EMERGENCY CONTACT: RELATIONSHIP:
PHONE#: (__) -
PRIMARY CARE DOCTOR: WHO REFERRED YOU TO US?

IS THERE A FAMILY MEMBER OR OTHER PERSON YOU WOULD LIKE FOR US TO SHARE YOUR CLINICAL INFORMATION?
—YES NAME(S)

—No

WHO IS RESPONSIBLE FOR PAYMENT? RELATIONSHIP TO PATIENT?
ADDRESS: CITY/STATE:
Zip; PHONE#: () -

INSURANCE INFORMATION

ARE YOU ELIGIBLE FOR MEDICARE AND/OR MEDICAID?

PRIMARY INSURANCE COMPANY NAME:

ADDRESS: CITY/STATE:
Zip: PHONE#: (___) -




PATIENT NAME:
DATE OF BIRTH: / /

INSURED NAME: DATE OF BIRTH

EMPLOYER
CONTRACT # GRouP #

SECONDARY INSURANCE COMPANY NAME:

ADDRESS:

CITY/STATE: Zip: PHONE#:(__)___ -
INSURED NAME: DATE OF BIRTH
EMPLOYER

CONTRACT # GROUP #

PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING (INCLUDE PRESCRIPTIONS, OVER-THE-COUNTER MEDS
AND HERBAL SUPPLEMENTS):
NAME DosE How OFTEN DO YOU TAKE?

PLEASE LIST ALL PRIOR SURGERIES:
TYPE OF SURGERY DATE TYPE OF SURGERY DATE

PLEASE LIST ALL PRIOR HOSPITALIZATIONS (OTHER THAN FOR SURGERY):
REASON FOR HOSPITALIZATION DATE REASON FOR HOSPITALIZATION DATE

SociAL HISTORY
MARITALSTATUS: [] SINGLE [JMARRIED [JPARTNERED []SEPARATED [JDIVORCED []WIDOWED

USEOF ALCOHOL: [] NEVER [] NOLONGERUSE [JHISTORY OF ALCOHOL ABUSE
(] CURRENT USE - TYPE [(JRARE [JOCCASIONAL [JMODERATE []DAILY

USE OF ToBACCO: [J NEVER [] QUIT-HOWLONGAGO? _______ [ SMOKE ___ PACKS/DAY FOR ___ YEARS

USE OF RECREATIONAL DRUGS: [J NEVER [] QuiT - HOw LONG AGO? TYPE



PATIENT NAME:

DATE OF BIRTH: / /
[JCURRENTUSE-TYPE________ [JRARE [JOCCASIONAL [JMODERATE [JDAILY
EMPLOYER: OCCUPATION:

How MUCH ARE YOU ON YOUR FEETATWORK? []10% [J25% [J50% []75% J100%

DO OTHERS DEPEND UPON YOU FOR THEIR CARE? [ ] CHILDREN-AGE(S)
[JELDERLY OR DISABLED FAMILY MEMBER ] OTHER

EXERCISE: [J NEVER [JRARE [] OCCASIONAL [CJWEEKLY [JSEVERALTIMESAWEEK []DAILY
TYPES OF EXERCISE:

O PET(S)-WHAT KIND?

FamILY HISTORY

DO YOU HAVE A FAMILY HISTORY OF: [[] DIABETES [JCANCER [JHEART DISEASE []HIGH BLOOD PRESSURE
[JSTROKE  [] CORONARY ARTERY DISEASE ~ [] THYROID DISEASE ] RHEUMATOID ARTHRITIS
[(JOTHER

Your MEepicaL HISTORY

ALLERGIES: (] NONE KNOWN [] MEDICATIONS
[CJ ANESTHESIA (1 Foobs
[(OTAPE [ LATEX [JSHELLFISH [] IODINE [JOTHER

HAVE YOU EVER HAD ANY OF THE FOLLOWING?

ACID REFLUX Y|N FIBROMYALGIA Y|N NEUROPATHY Y|N
ANEMIA YI|N Gout Y|N QPEN SORES Y|N
ARTHRITIS Y|N HEART ATTACK Y|N PNEUMONIA Y|N
ASTHMA YI|N HEART DISEASE/FAILURE [ Y | N POLIO Y|N
BACK TROUBLE Y|N HEPATITIS Y|N RHEUMATIC FEVER YIN
BLADDER INFECTIONS Y|N HIV+/AIDS Y|N SICKLECELLDISEASE | Y [ N
ABNORMAL BLEEDING Y|N HIGH BLOOD PRESSURE Y|N SKIN DISORDER Y|N
BLOOD CLOTS Y|N KIDNEY DISEASE Y|N SLEEP APNEA Y|N
BLOOD TRANSFUSION Y|N LIVER DISEASE Y|N STOMACH ULCERS Y|N
BRONCHITIS/EMPHYSEMA |Y | N Low BLOOD PRESSURE Y|N STROKE Y|N
CANCER Y|N MIGRAINE HEADACHES Y|N THYROID DISEASE YIN
DIABETES YI|N MITRAL VALVE PROLAPSE | Y | N TUBERCULOSIS YI|N
OTHER CONDITIONS:

CURRENT PROBLEM

WHAT SPECIFIC PROBLEM BRINGS YOU TO OUR OFFICE TODAY?

HAVE YOU HAD THIS CONDITION IN THE PAST? IF YES, WHEN?

DID YOU SEEK TREATMENT BY A DOCTOR FOR THIS CONDITION? IF YES, BY WHOM?




PATIENT NAME:
DATE OF BIRTH: / /

WHERE IS THE PAIN/PROBLEM LOCATED? PLEASE MARK ON THE PICTURES BELOW.

HOW LONG AGO DID THIS PROBLEM FIRSTSTART? ________ DAYS / WEEKS / MONTHS / YEARS
DID YOUR PAIN OR PROBLEM: [_] BEGIN ALL OF A SUDDEN [] GRADUALLY DEVELOP OVER TIME

How wouLD YOU DESCRIBE YOUR PAIN? [JNOPAIN [J SHARP [JDULL [JACHING [J BURNING
[OJRADIATING [JITCHING [ STABBING [JOTHER

How wouLD YOU RATE YOUR PAIN ON A SCALE FROM 0 T0 10? (PLEASB ClRCLE]
(voraiN) 0O 1 2 3 4 5 6 7 8 9 10 (woORrSTPAIN POSSIBLE)

SINCE THE TIME YOUR PAIN OR PROBLEM BEGAN, HASIT: [[JSTAYED THESAME []JBECOMEWORSE [JIMPROVED

WHAT MAKES YOUR PAIN OR PROBLEM FEEL WORSE? [JWALKING [] STANDING [7] DAILY ACTIVITIES
[CJRESTING [JRUNNING [JOTHER

WHAT MAKES YOUR PAIN OR PROBLEM FEEL BETTER?

WHAT TREATMENTS HAVE YOU HAD FOR THIS PROBLEM?

HOWw HAS THIS PROBLEM AFFECTED YOUR LIFESTYLE OR ABILITY TO WORK?

WAS THIS PROBLEM CAUSED BY AN INJURY? []YES (DESCRIBE) ONo
IF YES, WAS IT A WORK-RELATED INJURY? [JYES [JNo




PATIENT NAME:
DATE OF BIRTH: / /

TO THE BEST OF MY KNOWLEDGE, | HAVE ANSWERED THE QUESTIONS ON THIS FORM ACCURATELY. | UNDERSTAND
THAT PROVIDING INCORRECT INFORMATION CAN BE DANGEROUS TO MY HEALTH. | UNDERSTAND THAT IT IS MY
RESPONSIBILITY TO INFORM THE DOCTOR AND OFFICE STAFF OF ANY CHANGES IN MY MEDICAL STATUS.

PRINT NAME OF PATIENT, PARENT OR GUARDIAN SIGNATURE OF DOCTOR

IF OTHER THAN PATIENT, RELATIONSHIP TO PATIENT DATE

SIGNATURE

DATE



Informed Consent for Chiropractic Treatment

TO THE PATIENT: You have a right to be informed about your condition, the recommended chiropractic treatment,
and the potential risks involved with the recommended treatment. This information will assist you in making an
informed decision whether or not to have the treatment. This information is not meant to scare or alarm you; it is
simply an effort to make you better informed so you may give or refuse to give your consent to treatment.

| request and consent to chiropractic adjustments and other chiropractic procedures, including various modes of
physical therapy and diagnostic X-rays. The chiropractic treatment may be performed by the Doctor of Chiropractic
named below and/or other licensed Doctors of Chiropractic working at this clinic or office. Chiropractic treatment
may also be performed by a Doctor of Chiropractic who is serving as a backup for the Doctor of Chiropractic named
below

I have had the opportunity to discuss with the Doctor of Chiropractic named below, my diagnosis, the nature and
purpose of my chiropractic treatment, the risks and benefits of my chiropractic treatment, alternatives to my
chiropractic treatment, and the risks and benefits of alternative treatment, including no treatment at all.

| understand that, there are some risks to chiropractic treatment including, but not limited to:

O Broken bones O increased symptoms and pain

O Dpislocations 0 No improvement of symptoms or pain
[0 sprains/strains O infection {(acupuncture)

[0 Burns or frostbite (physical therapy) 0] punctured lung (acupuncture)

O worsening/aggravation of spinal conditions O other

In rare cases there have been reported complications of arterial dissections n (stroke) when a patient receives a
cervical adjustment. The complications reported can include temporary minor dizziness, nausea, paralysis, vision
loss, locked in syndrome (complete paralysis of voluntary muscles in all parts of the body except for those that
control eye movement), and death.

1 do not expect the doctor to be able to anticipate and explain all risks and complications. | also understand that no
guarantees or promises have been made to me concerning the results expected from the treatment.

TREATMENT PLAN:

I have read, or have had read to me, the above consent. 1 have also had an opportunity to ask questions. All of my
questions have been answered to my satisfaction. By signing below, I consent to the treatment plan. I intend this
consent form to cover the entire course of treatment for my current condition.

To be completed by the patient: To be completed by the patient’s representative:
print name print name of patient
signature of patient print name of patient’s representative
date signed signature of patient’s representative
as:

relationship/authority of patient’s representative

date signed
To be completed by doctor or staff:
witness to patient’s signature date
translated by date

Revised May 2017



WacNER CHIROPRACTIC

8333 Alexandria Pike  Alexandria, Ky 41001
PH-859-448-0056 FAX-859-448-

X-RAY CONSENT FORM

Patient: Date:

During your examination, the doctor may feel that x-rays will be needed in order to provide your
treatment. In order to perform x-rays on any patient our office requires that patients consent for such
tests to be performed.

Please choose one of the following:

I understand that the doctor may need x-rays in order to administer my treatment and | give my
permission to perform such tests.

| understand that it may be necessary for the doctor to take x-rays to administer my care. | choose
not to have any x-rays at this time and release the doctor of all liabilities. | also understand that the
doctor has the right to refuse treatment to me if | choose this option.

Consent To X-Ray A Minor:

I am the parent or legal guardian of , who is a minor, ____years of age. | hereby
authorize the performance of diagnostic x-rays of the minor named above. Wagner Chiropractic has requested the
x-rays for further diagnostic purposes. At this time | know of no other condition which the taking of x-rays would
further complicate.

Females: Regarding Possibility of Pregnancy

This is to certify that, to the best of my knowledge, | am NOT pregnant. The doctor and certified staff of Wagner
Chiropractic have permission to perform diagnostic x-rays. | am aware that taking x-rays, particularly those
involving the pelvis, can be hazardous to an unborn child.

YES | NO | DON'T KNOW

| am pregnant

I could be pregnant

My menstrual period is late

| have an IUD

I have had a tubal ligation

| have had a hysterectomy

I have irregular menstrual periods

Signed: Date:




