TC CASE BISTORY

CONTTDENTTAL AT TN INEORMATTON C DATIE

Name ' S
Home Plhone ) . Coll Phomne . ) vn Temaa.

Address. City - L Siate Zip

Age Glender: M F Marktal: M § D W Fow Many Children? -
Occmpﬁticm . , Ensployer

Address Office Phowne

Arveyou a student? W, W Part - Time./ Full - Thne (cirele ong)  Schoo) '

Name of Husband or Wite «'ff)‘«:cuq\:mi:imﬁ.\\ .

Bployer ‘ TP

Name of Neare "'lermvv - : . Qll:”l.ingmm«!)

Emergecy Contact ' ‘ - * Plnone

Referred by '

Is the condition due io i mymv or sickness avising out of employnest? Awio or Other Accidens?

Days lost from work? Diatersymproms appeared or accident happened?

EHave you ever had the same or stmilar «.;(;{.mmm;ﬁ Ve My yes, when and describe

Name of family physician N ' .May wecontact? Yes No
Date of last physj.mll A _ ~ .............. What «w(,mmu or gevions tnesses have you bad and when?

Have you ever sutfered from: (check all that.apply)

1. Dizziness . Awthritis 11 ‘ll")ﬁ;i;' eative Disorders
2. Backaches ‘ ' 7. Headaches . 12, Nm VOUSHOSS

3. Heart Trouble _ - 8. Mmbmess 13, Binus Trouble

4, Diabetes A . 9. Asthong 14. Anemia,

5. Heroda A 10, Wenritis - I![.ffi.}[«éh.m.mmtio Fever

J6.Cancer

Pmpo‘.c of this appointment

Other doctors seen for-this condition

Has a physician treated you for any hiealth condition in the last year? W MW Describe

‘What medications or dengs ave you taking?

Dunderstand and agree that health and sceideat insurance policies are an arrangement between ny insurance company and myself -
not between. wy surance company and Chis o ¥ authorize this chivopractic clivde to release any medical information and to
oom])lm,o any usual dod cugtommary veperts and formg at no charge 1o assis ist in collec cting frow my insurance company.

Ifonine is a regular health nsuvance cage, 1 agree to pzu apercentage of services as muy are rendered. Howover, I wnderstand that T
am ulthmately responsible for payment in full a¢ this office. 1 also woderstand that % s puxd or texminate my schedule of care ay
determined by my treatiog doctor, any foes for prof ::;:;mxml services will be immediately due and payable.

HEALTH INSURANCE COMPANY

Tnsured’s N ame(PRINT) ' : - Daie of Bivth

PATIENT"S SIGNATU (m guardian) . Date



1 as a guide to financial arrangements.

MIEETEODSE O PAYMENT  Please

i
I

18 Bervices are perfo

Lin full at the 1
y( m ouw lh.\(

artic u;(\.‘(mxv provider, meaning we will bill Medicare first and
Y - surance I you liave one. Medicare
..hw do not cover any x- TS,

ole stimulation or ultrasound
ave dendes paviment for ¢ service the

}AS Your company
ole “c:‘,d ::1‘011.1 care, a 3-month

WL do not pay
mvn e charge

dimum charge of
»rate of 18%
Payment, I promise to
1on. costs and
ot or future

Patient’s 8




