Are you taking any of the following medications?

O Merve pils. Ol Pain killars fincluding aspirn) - ) Muscle rslaxers D Stimulants
[DBwud thinners O Tranquiizers. O Insulin. 0 Otheris).

Have you aver had any of the

¥ N Heart Atock { Strokn ¥ N Hoart Sug/Pacemakic ¥ N Hoar Mo
¥'M Congeniial Heest Dafect ¥ N Mitral Vahe Prosapse ¥ N Artificial Viahves
¥ N Aiconol / Dnug Atuss ¥ M Venorsal Dsassh ¥ N Hepatitis
YN HVe | AIDS ¥ N Shingles ¥ N Carcar

¥ N Fraquont Neck Pain ¥ N Emphysema/Glascoma ¥ N Anemia
lruwmm‘ ¥ N Psychistric Probisms ¥ N Rtieumatc Fever
!YNWMW‘ ¥ N Kidnay Protierms ¥ N Ulkars [ Coliis
¥ M Fening'Serurea®piepay ¥ N Sinus Problams ¥ N Asthma

¥ M Dinbeies ' YN Y :] ¥.NOh

¥ N Lower Back Pain ¥ N Amiicial Bonas! oints ¥ N Artheite

Please ksl any olher serious madical condiBon(s) you have of sver

£

Pliaase kst anything that you may beallargic 1o;

Ll i pravioue. with dates:

List any and ail accidants with dates:

Do 'you exgrciss regularly? O Ne O Yas f How much?
Do you smake? T Mo O Yes | How much? Haow long?

_ Howiong?

Ara you wearing: O Heal s O Sole lifts O Inner stes O Arch supports

Wt s e g of your mattnessT sl comionable? O Yes QMo
For women: Are you laking birth confrol? O Yes- OING
Are you pragnant? CiNo O Yes | How bang

Nursing? O Yes ONo

Person ultimately responsibie for account

Mame:
Ralaton
Billing Address:

85#
oL#
Wik Phonei:

Payment mathod:
DO Cash 'O Check O Credit Card

(v} I

[ | heraty authorize assignment of my insur-
ance rights and benedils directly to the provider
for services randered (i offered at this office).

B e imvite you ko discuss with us any questions regarding our services, The best health senices are basad on a inendty, mutual

understanding between providar and patiant,

M our policy raguires payment in full for all ssnices rendered at the time of visit, unless ofher arrangements have been made with ihe ‘
business manager. If account is not paid within 50 days of the date of service and no fnancial arrangements have been mads, you |

will bo Incurmed in

o] for @ny axp g your account.

M | authorize the stalf to perform any necessary services needad during diagnosis and treatment. | also authorizs ihe provider io

releasa any mlormation requined lo Process ingurance ciaims.

LI this form was comp
mnwmspnﬂdblﬂylumhﬂn this office danychanqez In my medical status,

Signature,

correclly to the best of my knowledgo and undenstand it




