Welcome to Angleton Chiropractic & Rehab 

Name ___________________________________________ Social Sec. # ____________________________
Address __________________________________City ________________State _______ Zip ___________
Phone# ____________ Work# _____________ E-mail ______________________ Date of Birth _________
Marital Status:  M  S  D  W  	    Employer __________________________ Occupation _________________
Primary Insurance Co. ______________________ Policy# _________________ Phone# __________________
Secondary Insurance Co. ____________________ Policy# _________________ Phone# __________________
Policy Holder:  Name ________________________ SS# _________________ Date of Birth_____________
Spouse’s Name ___________________ Spouse’s Employer _________________Work Phone ___________
Children’s Names & Ages ______________________________________________ (use back, if necessary)
Emergency Contact _______________________ Relation ___________________ Phone# ______________
How Did You Hear About Our Office? __________________________________________________________
Current Health Complaints:
1. ____________________________________________________ How long/often? __________________
2. ____________________________________________________ How long/often? __________________
3. ____________________________________________________ How long/often? __________________

IS THERE ANY CHANCE YOU MAY BE PREGNANT?       Y       N      Initials_______
Height___________ Weight ___________ Current Medications _____________________________________
_________________________________________________________________________________________
Have You Ever Sought Chiropractic Care Before?		Y	N	When? _____________________
Have You Had Same/Similar Problems Before?		Y	N	If so, how long? ______________         
Family Members With Similar Problems?                    	Y	N	If so, who? __________________
Have You Seen Any Other Doctors For This Problem?	Y	N	If so, who? __________________
Please List Any Surgeries: ___________________________________________________________________
Have You Ever Been Diagnosed With Cancer?   		Y	N	If so, please list type ___________
I have provided Angleton Chiropractic & Rehab with my last 2 years of medical records: Y / N
-If no, I understand that I will need to do so.

AUTO OR WORK INJURY ONLY   (Please complete the following information)
Please circle one:       Work injury           Auto Injury

Name and address of Workers’ Comp Carrier or Auto Insurance Carrier: _____________________________
_________________________________________________________________________________________
Date of Injury________________ Claim #___________________ Contact Person_______________________
Phone #_____________Attorney’s Name, _____________________Phone # ___________________________
Address __________________________________________________________________________________
Briefly describe the incident resulting in your injury. ______________________________________________
______________________________________________________________________ (use back, if necessary)


PLEASE READ AND SIGN BELOW
The information above is true and accurate to the best of my knowledge.  I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and me.  I authorize the release of any medical or other information necessary to process any present and/or future claims.  I also request payment of government benefits either to myself or to the party who accepts assignment. Therefore, I authorize Angleton Chiropractic & Rehab to contact me via telephone, mail, or electronic means, whenever necessary. Furthermore, I understand that Angleton Chiropractic & Rehab will prepare any necessary reports and forms to assist me in making collections from the insurance carrier and that any amount authorized to be paid directly to Angleton Chiropractic & Rehab will be credited to my account upon receipt.  I am aware that my exam, x-rays and adjustments may be recorded to enhance record keeping.  I clearly understand and agree that I AM PERSONALLY RESPONSIBLE FOR PAYMENT.


_____________________________________________________	                          _________________________________________________
        	  Patient/Guardian Signature				                            Date

ANGLETON CHIROPRACTIC & REHAB


Acknowledgement
I have been allowed the opportunity to go over and have received the Notice of Privacy Practices of Angleton Chiropractic & Rehab and I have been provided an opportunity to discuss my right to privacy and Identity Theft Prevention Policy/Procedures.



________________________     ________________________         ___________
PRINTED NAME                          SIGNATURE                            DATE


CHIROPRACTIC INFORMED CONSENT TO TREAT

I hereby request and consent the performance of chiropractic adjustments and other chiropractic procedures, including various modes of physical medicine and diagnostic x-rays, on me (or on the patient named below, for whom I am legally responsible) by the doctor of chiropractic named below and/or other licensed doctors of chiropractic who now or in the future treat me while employed by, working or associated with or serving as back-up for Angleton Chiropractic & Rehab, PLLC, including those working at the clinic or office listed or any other office or clinic, whether signatories to this form or not. Also, I understand that I may be treated in an open adjusting area where others can hear private information or see my treatment.  I hereby authorize and consent to this arrangement and I will let Angleton Chiropractic & Rehab know if I require a private room for treatment. I further authorize Angleton Chiropractic & Rehab, PLLC to contact me via telephone or cellular phone and allow voicemail messages to be left in my mailbox. Also, I allow Angleton Chiropractic & Rehab, PLLC to contact me through mail and electronic means. Additionally, my signature below confirms my consent for my minor son/daughter to be treated by the doctor of chiropractic at Angleton Chiropractic & Rehab, PLLC in my presence or absence. If in my presence, I will sign the daily fee slip. If in my absence, I allow my minor to sign the daily fee slip. In either case, I consent and request the treatment on my son/daughter on this day and any day in the future.  

I have had an opportunity to discuss with the doctor of chiropractic named below and/or with other offices of clinic personnel the nature and purpose of chiropractic adjustments and procedures. I understand that results are not guaranteed.

I understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are some risks to treatment, including but not limited to, fractures, disc injuries, strokes, dislocations and sprains. I do not expect the doctor to be able to anticipate and explain all risks and complications, and I wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known, and is in my best interest.

I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions about its content, and by signing below I agree to the treatment and procedures recommended by the doctor. If at any point during my treatment plan or in the future I have questions about treatments being used including intended results, I will ask the doctor for clarification. I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.



___________________________			______________________________
Patient Signature or Representative			Date


___________________________			______________________________
Relationship to Patient					Witness for Angleton Chiropractic & Rehab

REVIEW OF SYSTEMS

For new patients, established patients who may be having a new problem, or our patients who we
haven’t seen for a while, we need to update our records as to your general medical health. In each area,
if you are not having any difficulties, please check “No Problems.” If you are experiencing any of the
symptoms listed, PLEASE CIRCLE THE ONES THAT APPLY, or explain any that may not be listed. If
you have any questions about this, please ask one of the technicians, or your doctor.

Const. (Health in General) ❑ No Problems Lack of energy, unexplained weight gain or
weight loss, loss of appetite, fever, night sweats, pain in jaws when eating, scalp tenderness, prior
diagnosis of cancer. Other: _______________________________________________________________

Ears, Nose, Mouth & Throat ❑ No Problems Difficulty with hearing, sinus problems, runny
nose, post-nasal drip, ringing in ears, mouth sores, loose teeth, ear pain, nosebleeds, sore throat, facial
pain or numbness. Other: _________________________________________________________________

C-V (Heart & Blood Vessels) ❑ No Problems Irregular heartbeat, racing heart, chest pains,
swelling of feet or legs, pain in legs with walking. Other: _______________________________________

Resp. (Lungs & Breathing) ❑ No Problems Shortness of breath, night sweats, prolonged
cough, wheezing, sputum production, prior tuberculosis, pleurisy, oxygen at home, coughing up blood,
abnormal chest x-ray. Other: _______________________________________________________________

GI (Stomach & Intestines) ❑ No Problems Heartburn, constipation, intolerance to certain
foods, diarrhea, abdominal pain, difficulty swallowing, nausea, vomiting, blood in stools, unexplained
change in bowel habits, incontinence. Other: ________________________________________________

GU (Kidney & Bladder) ❑ No Problems Painful urination, frequent urination, urgency,
prostate problems, bladder problems, impotence. Other: ______________________________________

MS (Muscles, Bones, Joints) ❑ No Problems Joint pain, aching muscles, shoulder pain,
swelling of joints, joint deformities, back pain. Other: ___________________________________________

Integ. (Skin, Hair & Breast) ❑ No Problems Persistent rash, itching, new skin lesion, change
in existing skin lesion, hair loss or increase, breast changes. Other: ______________________________

Neurologic (Brain & Nerves) ❑ No Problems Frequent headaches, double vision, weakness,
change in sensation, problems with walking or balance, dizziness, tremor, loss of consciousness,
uncontrolled motions, episodes of visual loss. Other: __________________________________________

Psychiatric (Mood & Thinking) ❑ No Problems Insomnia, irritability, depression, anxiety,
recurrent bad thoughts, mood swings, hallucinations, compulsions. Other: _______________________

Endocrinologic (Glands) ❑ No Problems Intolerance to heat or cold, menstrual
irregularities, frequent hunger/urination/thirst, changes in sex drive. Other: _______________________

Hematologic (Blood/Lymph) ❑ No Problems Easy bleeding, easy bruising, anemia, abnormal
blood tests, leukemia, unexplained swollen areas. Other: _______________________________________

Allergic/Immunologic ❑ No Problems Seasonal allergies, hay fever symptoms, itching,
frequent infections, exposure to HIV. Other: ___________________________________________________
