WELCOME

ConrFIDENTIAL PATIENT INFORMATION

Last Name: Fi lesgal’ Name: Middle Initial:
Home Address: City: State: Zip:

Home Phone: / - Date of Birth:___ /| | Sex: Male / Female Age:

Marital Status: M /S /D /W # of children: Social Security Number: / /
Spouse’s Name: Emergency contact (name & #):

Employer: Occupation: Work Phone: / -
Mobile Phone # / - E-mail:

Who may we thank for referring you to us?
Where have you seen us? ( ) Web site ( ) Yellow pages ( ) Health fair ( ) Other:

Reason for today’'s appointment:

Is your condition due to an injury related to a: work accident ( ) auto accident ( )
How long have you had this condition/Date?
Have you lost work days: Yes ( ) No( ) How many?
Have you had this condition before? Yes ( ) No( ) When?
Check any of the following conditions that you have suffered from:

5 Allergy 5 Alcoholism 5 Anemia 5 Cancer of
5 Ulcers 5 Constipation 5 Diabetes 5 Digestive problems
5 EczemalSkin Disease 5 Gall Bladder 5 Pleurisy 5 Heart Attack
5 High Blood Pressure 5 Heart Disease 5 Hernia 5 Lupus
5 Low Blood Sugar 5 Menstrual Cramps 5 lIrregular Periods 5 Thyroid Problem
5 Sinus Trouble 5 Epilepsy 5 Measles 5 Multiple Sclerosis
5 AIDS 5 Diverticulitis 5 Anxiety/Nervous. 5 Depression
5 Tuberculosis 5 Pneumonia 5 Sciatica 5 Whooping cough
5 Headaches/Migraines 5 Stroke/TIA 5 Ovarian Cyst 5 Prostate Problem
5 Ulcers 5 Numbness 5 Asthma 5 Uterine Fibroids/Polyps
5 Gout 5 Mumps 5 Bladder/Kidney Dis. 5 Fibromyalgia
5 Rheumatic Fever 5 Glaucoma 5 Dizziness 5 Arthritis
5 Other
If you are being seen today for a pain related condition, please describe:
( )Sharp ( )Dull ( ) Numbness ( ) Tingling ( ) Aching ( )Burning ( ) Stabbing
( ) Other
No Extreme
Symptoms Symptoms
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Is there anything you can do to relieve the problem? ( ) Yes ( ) No If Yes, Describe:

If No, what have you tried to do that has not helped?

What makes the problem worse? ( ) Standing ( ) Sitting ( ) Lying ( ) Bending ( ) Lifting
( ) Twisting ( ) Other:
To your knowledge, have you had any diseases, major ilinesses or injuries not indicated on this form either in the past
or present? ( ) Yes ( ) No If Yes, Please Explain:

WOMEN ONLY: Are you pregnant or is there any possibility you may be pregnant? ( ) Yes ( ) No
Onset date of your last menstrual period:




List previous surgeries:

Type of surgery: Date:

Type of surgery: Date:
Medical doctors you have seen in the past year:

Doctor Name: Condition:

Doctor Name: Condition:

Current prescription and over-the-counter medications:

Do you use tobacco? Yes( ) No( ) Smoke ( ) Chew( )  How much? packs/day __dips/day
What is your health philosophy? (What should you do to be healthy?)

How do you want us to handle your problem?

___Temporary Relief (Help the symptom but do not fix the cause of the problem)

__Maximum Correction (Correct the cause of the problem for maximum stability in the future)
What are your favorite hobbies or activities?
Are your current problems affecting these activities or hobbies?
On a scale of 1-10 (10 being the most, and 1 being the least),

How committed are you at being at your maximum health potential?

How important is it for your family to be at their optimum health potential?

How committed are you to preventing arthritis and maximizing your spinal stability?

Last Chiropractor you have seen: Dr.: Date of last visit:
What spinal maintenance programs were you given to follow to maximize the future stability of your spine?

Did you follow it? If not, why?
Are you currently wearing: Heel Lifts? Yes /No Arch Supports? Yes / No

Financial Information:

Unless you are a member of an insurance company that is contracted with Rivertowne Family Chiropractic, payment for services are
expected on the day of the visit. Payment may be made by check, cash, MasterCard, Visa or Discover Card. Failure to provide
accurate insurance information at the time of visit will result in you being financially responsible for payment of account.

Your x-rays will be sent to an outside radiologist for interpretation (report). Currently we use Radiology Consultants/Midwest. There
fee is $25 when paid at the time of younays If not paid at time of service they will send you a bill and there fee is substantially
higher. We want to inform you of this policy. Medicare requlations do not pay for these services.

| authorize Rivertowne Family Chiropractic to release any information acquired in the course of my treatment to my insurance
company in order to file a claim. | also understand that there may be a balance due from me after my insurance pays its portion. |
also authorize payment directly to and assign to Dr. Bickmeyer any medical benefits. A photo static copy of this release shall be as
valid as the original. | understand that if my account is not paid when due, | will be responsible for all costs incurred in the collection
process of my account and that my account will be reported to a credit bureau.

To demonstrate our appreciation to our patients, by signing below, you are authorizing Rivertowne Family Chiropractic permission to
display your picture, name or your family ’name in our office, or other applicable literature.

Date: |___120____ Signature of Patient/Guardian:
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