CONFIDENTIAL Tri-L.akes Chiropractic, P.C.

Perilyn L Olson D.G.

Joseph L Lennon D.C.
HEALTH ENFO.RMEATEON . Michael D. Franklin, D.C.
Please allow our staff to photocopy your driver's license and insurancs details. 2404 State Hwy 243 #3
Alf information you supply is confidential. We camply with all federal privacy standards. B’a“s(g:‘hwéggg;g
Please print clearly.
Today's Date {(MM/DD/YYYY) Have you consuited a chiropractor before? Patient Number tstfice ese 2nly)
ONo OYes  When?
Whom may we thank for referring you? i so, whom?
Your Last Rame Your Social Securify Number Biril: Date (MB/DD/YYYY) Age
Your First Name Your Middle Name (or Initial)  Gender Race

OMale O Female

Marital Status OMarried  Ethnisity

Address
QOgSingle O Diverced
City State/Pravinge ZIP/Postal Code OwWidowed O Separated Preferred Language
Home Phone Cell Phane Spouse’s Name
Email Address Child’s Name and Age
Emergency Contact Emergency Contact's Phone Child’s Name and Age
Your Occupation Child’s Name and Age
Your Employer Waork Phone
Address Way we contact you at work?
OYes ONo
City State/Province ZiP/Postal Code Preferred method of contact?

OHome Phone O Cell Phone
OCwork Phone - OEmail

Primary Gare Provider's Name

insurance Garrier Policy Number

Insured’s Last Name Birth Date (MM/DD/YYYY) Whe earries thiis policy?
OSelf OSpouse O Parent

Insured’s First Name Insered’s Middle Name {or Initial}

Insured’s Employer

Address

City State/Province ZIP/Postal Code Emplayer’s Phone

Q
O
g
o
%
T
:
T
Z
O
-
=
o}
Z

Worison . 48018393
D T613 Peporwork Froiacl. AT ‘s 1ssanTed



1. The symptom(s} that have prampted me to seek care teday inclute

2. And are the resuit of {darken circle): O An accident of injury

O Wark O Auto O Other

O A viorsaning lorg-term problem

O An inferest in: O Wellaess O Other

4. Intensity (How extreme are your
current symptoms?)
0
Absent

3. Onset (When did you first nctice
your current sympioms?)

Uncemiartable Agoniz

6. Quality of symptoms {What does 7. Location (Where does it hust?)
Circle the area(s) on the ilfustration,
“0" for curren! condition

“¥* for conditions experienced in Ihe past

it feel like?)
(O Numbness
(OTingiing
(O stitaess
(@D

O Aching
O Cramps
(O Nagging
(O Sharp
OBurring
(O Shooting
(O Thrabbing
(O Stabibing
O Giher

O Constant ) Comes and goes. How Often?
ili]

5. Duration and Timing (Whan did it start and how often do you feel it?%)

ing

8. Radiation (Does it alfect other areas of your body? To what areas does the
pain radiate, shoot or travel,)

9, Aggravating or relieving factors (What makes it better or warse, such s
time of day, movements, cerlain activities, elc.)

What tends lo worsen

the problem?
What tends i lessen
lhe preblem?
10. Prior interventions (What have you dane to relieve the symptoms?)
OO Prescription medication O Surgery Oz
O Overlhe-counterdrugs O Acupunciure O Heat
(O Homeopathicremedies (O Chircpractic Other
O Physical therapy O Massage

11. What else should Tri-Lakes Chiropractic know about your cerrent condition?

12. How does your cureent condition interfere with your:

Waork or career:

Reereatienal activities:

Household responsibilities:

Personat relationshins:

13. Review of Systems
Chiropractic cara locuses on lhe integrity of your nervous system, which conltrols al
Had or currently Have and initial to the sight.

a. Musculoskelefal

Had Have Had Have Had Have
Q QOO0steoporesis O O Athritis C O Seoliosis
O OKneeinjuries O OFoolfankle pain O O Shaulder problems

b. Heuralogical

Ha¢ Have Had Have Had Have

O OAnxiely O Qbbepression O COHesvache

¢. Cardiovascular

Had Have Had Have Had Have

O OHighblood O OlLowblood O OHighcholesterol
pressure oressure

d. Fespiratery

Had lave Had Have Had Have

C Chsthma C Ohonea O O Emphysema

e. Digestive

Had Have Had Have Hizd Have

O O tnorexiabtimia O O Uleer O OFood sensitivities

{. Sensery

Had Have Hag Have Had Have

O Osuredvision O ORinginginears O OHearing foss

0. Skin

Had Have ltad Have Had Have

O OSkincancer O O Psorlasis O OFczema

nd requlales your entire body. Please darken the circle beside any condition that you've

Hod Have . Had Have Had Have REO
O O Neck pain O OBackproblems O O Rip disorters
O QOcElbowfwristpainC OTMJissues O OPoarposture  niiels
Hed Have Had Have Had Have KOHED
C O Dizziness QO QOPinsand O OMNumbress
needles Initials
Had Have Had Have Had Have HoKe O
O O Poorcirculation O O Angina O OFbxassive
bruising Initials
Had figva Had Hove Hal Have HOKE O
O O Hayfever O OShotness © OPneumenia y
of breath iniligls
Hait Mave Had Have Had Have HBNE(QD
O O Hearlburn O OCanstipation O O Diasrhea
Indials _____
Had Have Had Have Had Have HNORED
O Ochronicear O Olossofsmell O Olossoftaste
infeclion Tfials
Hzd Have Had Have Had Mava HOHEO
C O Acne O CHairloss O ORash
Iniligls _____

Patient name

Palient Bumber
foffize uze anly)

Consuifation Notes

Dactar’s Initials

Tri-Lzkes Chiropractic, P.C.
Perityn L Olzon D.C.

Jozephi Lennon .C.

Mithael D. Frazklin, D.G.

Vorzion o, 42310093
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{Conlinued from previous pags}

I, Endocrine
Had Have Had Have Had Have Had Have Had Have Had Have RINE) Patient name
O OTwroidissues C Clmmung O COHypoglycemia O O Frequent O O Swollenglands O O Low energy ‘
S disarders infection Irkcls
i. Genitousinary
Had Mave Had Have Had Have Had Have Had Have Had Have HORECS B
O OXKidneystones O O Infestility O O Bedvelling O O Prosiateissues O O Erectile O OPFMS symptams Patignt Humber
. o dysfunction intigls ¢ foftice use anly}
i. Constitetional
Had Have Had Have Had Hawve Had Have Had Have Had Have HOKEQ \
O (OFainling O OlLowiibido O O Poor appetile O O Faligee O O Suddenweight O O Weakness O All gther systems negative
gainfloss {ciele one} Iniials ____
Past Personal, Family and Sacial History
Please identify your past heallh hislory, inciuding accidents, injuries, illnesses and freatments. Please complete each section fully.
14, llinesses 15. Operations 16. Trealments
i Check the iflnesses you have Had in the past or Have now. Surgical intervenlions, which may or Check the ones you've receivad in the
Hal Have Had Have may not have included kospilalization. Past or are regeiving Currently.
O O aps O O Tuberculosis (O Appendix removal Past  Currerly
O O agholism O O Typhoid fever O Bypass surgery O O Acupuncture
QO O Alergies QO O Ulcer O Cancer O O Antibiotics
QO O Mderiosslerosis O O Other: O Cosmetic surgery O O githcontrol pills
O O Cancer O Elective surgery: QO O Blocd transiusions
QO (O Chicken pox 7. Mlargies O QO Chemotherapy
O O Digketes : : o O Eye surgery O O Chisopractic care
) Are yau aliergic to any medications? .
O O Epilepsy my o gesoany O Hyslereclomy O O Dialysis
O O Glaucoma O O tesgssis: O Pacemaker QO Hebs
) glegsa list
O O Gaiter O Spine O O Homeopathy
O O Gt QO C Hormone replacement
O O Heart diseass O O Inhaler
O O Hepatitis O Tonsillectomy O O Massage thesapy
O O HW Positive QO Vaseclomy O O Physical therapy
O O Malria O Oier: O O Medications
O O Measks {Plezsz lisl beloa 2l prescription, over-the-cauries, -
QO O Muliiple Scleresis e e, SEmes KM e 2
O O Mumps 18. Injuries =
O O Polio Have you ever.. %
O O Rheumatic fever O Hadalraciured or broken bone O Used a cruish or other support 3
O O Scarlet fever (O Had aspine or nerve disorder (O Used nack or back bracing §
O O Sewallyfransmited disease €O Been knocked uaconscious O Received a tatioo
O O Stioke (O Beeninuredinanaceicent (O Had a body plsreing
19, Family History
Same health issues are hereditary. Tell Tri-Lakes Chiropractic abaut the health of your immediate family members.
Relative Age (H living} State of health {linesses Ape at death Cause of death
Gaod Poor Hatursl llness
Mother e OO0 O O
Fatter OO o O
Sister 1 ONO) O O
Sister 2 OO0 o O
Brather 1 OR@) o 0
Brother 2 OO0 O 0O
OO0 O O
20. Are there any other hereditary health issutes that you know about?
21. Social History
Tel Fri-Lakes Chircpraclic about your heafth habits and stress levels.
Alcoholuse  ODaity OWeskly Haw much? Praver or meditation? OYes OhNo
Cofieause  ODally OwWeekly How much? Job pressure/sirass? OYes Oho
. o inanci 7]
Tobaccouse  ODaily OWeekly  How much? Financial peace? OYes OHo Doctors nilials
Exercising ODbaily OWeekly How much? Vaccinated? QOYes ONo
i el : s Tri-Lakes Chirogractic, P.G.
Pain relievers O Daily  OWeekly  How much? Mercury fifliags? OYes ONe menlmmmc‘_’
¢! i ? H 7] Jozeph L Lenaon D.C.
Softdrinks O Daily OWeekly How much? Recreationat drugs? QOYes QONo prat o
Waterintake (O Daily (OWeaskly How much?
Hobbies: Vorsion Mo, 48316093
© 2043 Papcrwerk Proizet Mirights rosenvod,




22. Astivities

of Daily Living

How does this condition currently inferfere with your life and ability to function?

Ko Mird Moderate  Sevare Ho idg Hoderate  Severe
Eifact Eftact Effatt EHact Effact Efizel Eftact Erlact

Sitting O 9, ) 0O Grocery shopping O ) @) O
Rising cut of chair O '@, O O Household chores O > > O
Standing > '@, @, O Lifting objecis O O O O
Waiking Q! O ®! O Reaching averhead 9, O O O
Lying down > O O O Stsowering or bathing O O O O
Bending over @ ) > O Dressing myself ) O > {
Climbing stairs O Oy 9. O Lave life O 'S 'S O
Using a computer O > O ) Gelting to sleep ) > ) O
Getting infout of car > ) ) O Staying aslesp 9, ) > @)
Driving a car O O O O Cancentrating O ) O O
|.ocking over shoulder 9, O @ O Exercising ' O O O
Caring for family O > @, O Yard wark O O O '@

23. What is the major stressor in your life? 24. How much steep do you average per night? Hours

25. What is the type and approximate age of your matiress and pillaw? 26. What is yout preferred sleeping position?

27. Describe your typicat eating habits: (O Skip breakfast (O Two meals aday (O Three meals 2 day (O Snacking betwean maals

28. What would be the most signifisant thing that you could do te improve your heaith?

29, In addition to the main reason for your visit today, what additiona! health goals do you have?

Acknowledgements

To set ofear expectations, improve commuaications and hely you get the bast resulls in the shoriest amount of time, please read each statement and initial your agreement.

Inilials

1 instruct the chiropractor to deliver the cara that, in his or her professional judgement, can best help me in the
restaration of my health. | also understand that the chiropractic care offered in this practice is based on the best
avaiiable evidence and designed to reduce or correet vertebral subluxation. Chirepractic is a separate and distinct
healing art from medicine znd does not prociaim to cure any named disease or endity.

I may request a copy of the Privacy Policy and understand if describes how my personal health information is

t acknowiedge that any insurance | may have is an agreement between the carrier and me and thai | am responsible

Patient name

Patient Number
(offise use only)

Gansullation Notes

s — protected and released on my behalf for seeking reimbursement from any invaived third parties.
il 1 realize that an X-ray examination may be hazardous 1o an unbom child and | gertify that te
" the best of my knowledge | am not pregnant. Date of last menstrual period (MM/DD/YYYY):
s I grant permission to be called io confirm or reschedule an appoiniment and to be sent occasional cards, letters,
" emails or health information to me as an extension of my care in this office.
fnitals .. _
for the payment of any covered or non-covered services | receive.
s To the best of my abilily, ihe infermation [ have supplied is complete and fruthful. | have not misrepresented the
presence, severity or cause of my health cencern.
If the patient is a minor child, ptint chitd’s full name:
Signature

Date (MM/DDAYYYY)

Dactor’s Initizls

Tri-Lakes Chiropractic, P.C.
Porilyn L Olson D.C.
Jogeah L Lennon 0.C.
Mickael D. Frankdin, B.G
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