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Date:  __________________

Name: ________________________________________
Home Phone: ____________

Address:  ______________________________________
Cell Phone:  _____________

City __________________ State ________ Zip ________  
Email: __________________



 Single   Married   Widowed   Separated   Divorced

Sex:  M   F   
Age:___   
Birth date:______
Social Security # _______________

Occupation _________________________


Employer ________________________  Employer Phone ___________________

Spouse’s Name ____________________  Birthdate __________  SS# _______________

In Case of Emergency Call:  _______________________  Phone #  _________________
How did you hear about us?_____________Would you like reminder phone calls, email, or text? Y/N
Would you like to receive Dr. James Shaw’s monthly email newsletter?____ Email:_______________
PATIENT CONDITION
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Reason for Visit_____________When did your symptoms appear?  ___________

Is this condition getting progressively worse?   Yes No Unknown

Mark an X on the picture where you continue to have pain, numbness or tingling.

Rate the severity of your pain on a scale from 1 (least) to 10 (severe pain)  _____

Type of pain:  
Sharp  Dull  Throbbing  Numbness  Aching  Shooting  Burning  Tingling Cramps  Stiffness  Swelling  Other

How often do you have this pain?  __________________

Is it constant or does it come and go?  ____________

Does it interfere with your:    Work   Sleep   Daily Routine   Recreation

Activities or movements that are painful to perform:  
 Sitting   Standing   Walking   Bending   Lying Down   Other  _______

INSURANCE

Primary Insured _____________________________________ 
Relationship  _________________

Birth date  ______________________  
SSN #  __________________


Insurance Company  _________________________________
Group #  ______________

Address  ___________________________________________  
Phone #  ______________

ASSIGNMENT AND RELEASE


I, the undersigned, certify that I (or my dependent) have insurance coverage with ______________________________ and assigned directly to Dr. James Shaw all insurance benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges whether or not paid by insurance.  I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all insurance submissions.
______________________________________    __________    ____________________

   Responsible Party Signature



Date

 Relationship 
HEALTH HISTORY

What treatment have you already received for your condition?  Chiropractic  Services Medications  Physical Therapy  Surgery  None  Other  __________

Name and address of other doctor(s) who have treated you for your condition 

 _____________________________
_________________________________________________

Date of Last: 
Physical Exam _________  
Spinal X-Ray __________  
Blood Test ___________

Spinal Exam    _________
Chest X-Ray  __________
Urine Test  ___________

Dental X-Ray  _________
MRI, CT-Scan, Bone Scan 
_____________________

Place a mark on “Yes” or “No” to indicate if you have had any of the following:

	AIDS/HIV YesNo

Alcoholism YesNo

Allergy  Shots YesNo

Anemia YesNo

Anorexia YesNo

Appendicitis YesNo

Arthritis YesNo

Asthma YesNo

Bleeding Disorders YesNo

Breast Lump YesNo

Bulimia YesNo

Cancer YesNo

Chemical Dependency YesNo

Chicken Pox YesNo

Diabetes YesNo

Epilepsy YesNo

Fractures YesNo
	Glaucoma YesNo

Goiter YesNo

Gout YesNo

Heart Disease YesNo

Hepatitis YesNo

Hernia YesNo

Herniated Disk YesNo

Herpes YesNo

High Cholesterol YesNo

Kidney Disease YesNo

Liver Disease YesNo

Measles YesNo

Migraine Headaches YesNo

Multiple Sclerosis YesNo

Mumps YesNo

Osteoporosis YesNo

Pacemaker YesNo
	Parkinson’s Disease  YesNo

Pinched Nerve YesNo

Pneumonia YesNo

Prostate Problem YesNo

Prosthesis YesNo

Psychiatric Care YesNo

Rheumatoid Arthritis YesNo

Stroke YesNo

Suicide Attempt YesNo

Thyroid Problem YesNo

Tonsillitis YesNo

Tuberculosis YesNo

Tumors, Growths YesNo

Ulcers YesNo

Vaginal Infections YesNo

Venereal Disease YesNo

Other _________________

	EXERCISE

 None

 Moderate

 Daily

 Heavy
	WORK ACTIVITY

 Sitting

 Standing

 Light Labor

 Heavy Labor
	HABITS

 Smoking
               Packs/Day      ________________

 Alcohol                           Drinks/Week ________________

 Coffee/Caffeine Drinks    Cups/Day      ________________

 High Stress Levels          Reason          ________________



Are you Pregnant?   Yes  No
Due Date: ___________________

Injuries / Surgeries you have had

Description



Date



Falls


____________________________
_______________



Head Injuries

____________________________
_______________



Broken Bones

____________________________
_______________



Dislocations

____________________________
_______________



Surgeries

____________________________
_______________

	MEDICATIONS
	ALLERGIES
	VITAMINS/HERBS/MINERALS

	
	
	


Health Questionnaire

1. What are your goals for your healthcare? 

___________________________________________________________________________

2. Are you healthier today than you were 5 yrs ago? Yes/No Why? ___________________________________________________________________________
3. Does your current health situation prevent you from doing anything that you would normally enjoy doing? What?

______________________________________________________________________________________________________________________________________________________
4. Do you have enough energy? Yes/No  Why?
___________________________________________________________________________
5. Please list anything else you would like us to address: ___________________________________________________________________________
HEALTH CONCERNS: Please list your top health concerns in order of priority.

1.) ________________________________________________
2.) ________________________________________________
3.) ________________________________________________
4.) ________________________________________________
What medications are you currently taking, including over-the-counter drugs? ________________________________________________
TREATMENT: What type of treatment are you looking for?

____ I am looking for the most minimal amount of care to “patch up the symptoms” of my problem.

____ I am looking to resolve my symptoms and then go on to “fix the cause” of my problem.

____ I am looking to take care of my problem and then go on to “achieve optimal health and wellness.”
When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working for the same objective.

Chiropractic has only one goal. It is important that each patient understands both the objective and the method that will be used to attain it. This will prevent any confusion or disappointment.

Adjustment: The adjustment is the specific application of forces to facilitate the body’s correction of vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the spine.

Health: The state of optimal physical, mental and social well being, not merely the absence of disease of infirmity.

Vertebral subluxation: A misalignment of one or more of the 24 vertebra in the spinal column which causes alteration of nerve function and interference to the transmission of mental impulses, resulting in a lessening of the body’s innate ability to express its maximum health potential.






