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PATIENT PERSONAL/CONFIDENTIAL DATA
No.

Patient:

Home Address:

Social Security No.:
Cell Phone:

Employer: -

Name of Spouse:

Spouse's Employer:

How did you learn of this clinic?

Nearest relative not living with you?

Who is responsible for payment? 0 Self D Spouse
PATIENT'SINSURANCE

Name of Company:
Address:

ID & Group No.:
Phone No.:

Purpose of this appointment and list your complaints:

Date: -
Date ofBirth:-

State: - Zip:
Work Phone:

City:
HomePhone:

Email: -
Address:

SSNo.:

Address:

No. of Children:

Phone:

0 Other-
SPOUSE'SINSURANCE

Name of Company:
Address:

ID & Group No.:
Phone No.:

Date of illness: Time: 0 AM 0 PM

How did accidentoccur? 0 Auto 0 On thejob 0 Other:-

Please describethe circumstancesand whatmakes the condition(s)betteror worse:

Location:

Other Doctor seen for this condition:

Have you been treated by a Doctor for any health condition in the last year?
If Yes, please describe?

DYes 0 No

INSURANCE INFORMATION
, .ndmla." and ''I(r8<'hal ""'It. and acdd",,' i",ur..ce polKi£s are an agre.mem hen..", "" in.."",," crorier rmd mv,e/f. Furl"",," I unden",nd 'har ,/UsChi"'l'rac'iv Ojfia ",ill prepare..y n.v...,ory

repart' andfo,,", '0 a",isl"'" in mokingoollectionfrmn ,he ;"'.,a= ,v"'Pron' andtha'"y amountautho'izedla hepaid direc,ly,. ,/UsChirapra".,OUic.,,;11becredited10m,'aCCOWl'uponreWpt Ho.,...,-. 1cJ",,(,
and''''al'd and aM''''' lhal ai/ ",."iv.., rendered '0 me are charg<d di,,.,tiy to me and 'hat J am pmvnolly re'pwuibl. fo, payment. I aI'a under'land 'har if I ",_d or r"",ino.. my care and ,,,,,,/me.'. ~' ,.., fa'
p7~Ii>"io.aJ ",vicc.t ,,",h,ed '0 m. ..at b. immedia"ly m., and payable.

Signature Physician: Signature Patient:

CONSENT OF PROFESSIONAL SERVICES AND RELEASE OF INFORL'\oIATION
I hereby ,,"marjzr ",od ,deas, Ih. <I",,/orand whomever he "'"'V deJigMle "" hi>""'/Rla." 10 admi./'''r lreal"""'. phy,;cal examination, X-RoY''"diet. "'ba.-alory fJi'O<...tiu"".chiropractic CO" or any clin'e

SCF>ir.e.,I.", h"she <I..,,,,, n',e.<;ory ;OJm)' co,,; and I jil11/"" o.rl",,':< I,;",/h.. tu di,cw.'e ,,1/or any I'Ort of /tQ'(padenl',j reco,d '0 any I'<'non 0' ""'pur,""" which i, 0' may be liable .nder a en"""", 10tIr, di,,'" 0"0 'iur
p",".' 0' '0 a f.,nlry memhe,' or employ.. .1"10. P<"ie~Irar all or fXII'tof Ihe clinic', charge. ini,ludf.g. and "'" /imi,,,1 lu, ha'pital or medical "'Ft'I<:", emop'''''','. i"'.m",~ c~",pa.i",. work vO"'f'O'1'O'i<>.C""''''. welfare
Jimdt. orth. P.Ui,.'ump!ow.

PatientSignature:

Palient's or Guardian's Signature:
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HEALTH QUESTIONNAIRE
PI.EASE CHECK MARK EACH OF THE CONDITIONS BELOW THAT You ARE CURRENTLY EXPERIENCING

Patient:

MUSCULOSKELETAL
SYSTEM

0 Low back pain
a Mid back pain
a Pam between shoulders
a Neckpain
a Arm problems
a Leg problems
a Swollen joints
0 Painful joints
I:)Stiff joints
0 Sore muscles
0 Weak muscles
Q Walking problems
a Spasms
0 Broken hones
a Shoulder pain

GENITO-URINARY
SYSI'EM

I:)Bladdertrouble
a Excessiveurination
0 Scantyurination
0 Painfulurination
0 Discoloredurine

FEMALE

a Vaginal discharge
I:)Vaginal bleeding
I:)Vaginal pain
a Breast pam
I:) Lumps on the breast

ARE YOU PREGNANT?
OYES ONO

SYMPTOM LOCALIZATION
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P - Pain T - Tender
N- Numb H- Hypoesthesia
S - Spasm

Pain Index
Least 1 2 3 4 5 6 7 8 9 10 Worst

G~()'INfESIIONAL
SYSIEM

0 Poor appetite
I:)Excessivehunger
0 Difficultchewing
I:)Difficultswallowing
Q Excessivethirst
I:)Nausea
0 VomitingBlood
0 Abdominalpain
a Diarrhea
0 Constipation
0 Black stool
0 Bloody stool
Q Hemorrhoids
Q Liver trouble
Q 01111 lIiauili;a 1'1vblcm~

0 Weight trouble

NERVOUS SYSTEM
I:) Numbness

a Loss of feeling
a Paralysis
I:)Dizziness
Q Fainting
a Headaches
a Musclesjerking
a Convulsions
0 Forgetfulness
0 Confusion
I:)Depression
0 Insomnia

HABITS
0 Cigarettes
I:)Alcohol Abuse
I:)Coffee or Tea
0 Drug Abuse
0

Date:

No.:

CARDIO-VASCULAR
RESPIRATORY

a Chestpain
a Painoverheart
a Difficultbreathing
0 Persistentcough
0 Coughingphlegm
0 Coughingblood
0 Rapid heartbeat
a Blood pressureproblems
0 Heart problems
I:)Lung problems
I:)Varicosevei.ns

EY~.t..~&. NOSE
ANlJ THKOAT

U bye strain
I:)Eye inflammation
0 Visionproblems
0 Ear pain
0 Ear noises
a Ear discharge
0 Hearing loss
a Nosepain
a Nose bleeding
a Nose discharge
I:) DifIicultbeahingthrougJl rose

0 Sore gums
I:)Dentalproblems
0 Sore mouth
I:)Sore throat
0 Hoarseness
I:)Difficult speech
0 Sinus
0 Allergy
a Jaw Pain

Patient's Signature

. . . . . . . . . . . . . . . . . . .. DO NOT WRITE BELOW TIllS LINE. . . . . . . . . . . . . . . . . . . . .

Patient Accepted? 0 Yes a No Doctor's Signature



for or Promcmd Health Information

Bovadi!1a CHnic 6023 S. Sheridan Rd Tu!sa Ok. 74 j45

Office 493- 1493Fax 576-6789

Act of 1996
as provided in
011this form

~d health
signing
office,

hlSUl'ancePomsbiUtyand
not use or disclose your health

our Notice of Practices without yout' lal.lthorb:ation.Yout" .
indicates that you are for the uses and disclosums of
information You may revoke this authorization at
and dating the revocation sootion on your copy of this form and

L-
!jovadHia use 01'

authQrize Dr
to me.

1ALLMedicalinformation! Historyand Physical j j

'j lab Reoorts 1Operative 1Discharge Summary Consultation

forthe 1 Continue Treatments or patient or their
Other

i ! authorize the
information

persons or to the use or disclosures of my health

! urv::ierstand that inrormation disdosed
additional Derties and no

to this authorization may be re-disclosed to

! understandthat! revokethis authorizationat any timeby
my of thisform itto BovadiHa

rurtherunderstandthatany such a revocation
authorizedto use or disclosemyhealthinformationhave
authorization.

the revocation section of
S. SheridanRd Tu15aOk.

to the extent that
acted in reliance on

understand that this authortzation w!1!automaticaHy expire when information is release or
obtained or one year after the date:signed whichever comes first

! understand that! am under no obligation to
to obtain treatment and my for

this authorization or not

this authorization! rurther understand that my
wii! not depend in any way on whether!


