
PATIENT PERSONAL / CONFIDENTIAL DATA 
No. Date: 

O Male D Female O Married O Single O Widowed 5 Divorced 
How did you learn of this clinic? Who referred you? 
Patient: 
Height: Weight: Allergies: 
List any medications currently taking:. 
Have you ever consulted a chiropractor in the past? O Yes 0 No Date of last adjustment: 
Name of Chiropractor-or Clinic: For what problem? 
Have you been in an automobile accident in the: Q Past Year 0 Past 5 Years Never 
Have you recently had any X-rays taken? 0 No Yes, When 
List all surgeries that you have had: 
Have you, or anyone in your family had a history of: (I-self, M=mom, D=dad, S=sibling, O=other) 
a ~ r t h r i t i s  0 ~ a c k   iso orders a ~ a n c e r  0 ~ i a b e t e s  0 ~ e a r t  Disease Q ~ i g h  Blood Pressure Qscoliosis O ~ t h e r  
Primary Care Physician: Clinic: 

Name of Spouse: Spouse Job: Spouse Phone #: (circle) Work Cell 

your cell phone #: No. of Children: Names: 
Nearest relative living with you? Phone #: 
who is responsible for payment? 0 Self Q Spouse P Other 

Purpose of this appointment / Major Complaint: Location? 
Date of onset of symptoms: What time of day did the pain start? Q A M O P M  
How did this accident occur? 0 On the Job O Auto Cl Other 
Is there anj&hing that makes your condition Worse? Better? 
Have you ever had this problem, or a similar problem before? No O Yes, explziin: 
Have you seen any other Doctor for this condition? O No Q Yes, Who? 

Did you get any relief? 
Overall, has the problem been: O Getting Worse O Staying the same P Getting Better 

INSURANCE INMlRMATION 

I understand and agree that health and accident insurance policies are an agreement between an insurance cam'er and myself Furthermore, I understand 
that this Chiropractic Ofice will prepare any necessary reports andfirms to assist mein making collectionfrom the insurance company and that any arnounl 
authorized to be paid directly to this Cnimpractic Osee wilI be credited to my account upon m p t .  However, I clearly understand and agree that all service1 
rendered to me are charged directly to me and tharl am personally responsiblefirpayment, Ialso understand that $1 suspend or terminate my a r e  and 
treatment, anyfees forprofe~~l~onal seruices rendered tome will be immediately due andpayable. 

ASSIGNMENT OF BENEFl'I'S 
I hereby authorlreASHLOCK CHIROPRACTIC to release any infoinlation neoesSary to process this dqim and &SSlGNALL.BENEFfTS payable directly to ASHLOCKCHIROPRACTIC. I waiver 
the SbMeof UmiWidns regarding my doctor's right to recover. I undentand that whatever amounk not collected from insurance proceeds, (whetklbe akoc pakofwhatis due) I 
PERSQbUY OWE ASHLOCK CHIROPRACTIC. If collection or legakactions should become necessary in payment of sewices rendered by ASHLOCKCHIRaPRAETIC, I -land that I will 
be P E R S O W  responsible for aU fees i n w d  by ASHLOCK CHIROPRACTIC made to collect the payment d d .  Plead mke all checks oavabk ASHLOCK CHIROPRACTIC. L.L.C., 
12899E. M St N. #101. Owass -.. * 

0. OK. 74055 

* >  , CONSENT OF PROFESSIONAL SERMCES AND BBLEASE OF INFORMATION 

I hereby authorize and pelease the doctor and whom ever he/she may designate as +/her adhuts to administer treatmenbphysical examination, X-Ray 
studies, laboratory procedures, chiropractic care or any clinic services that he/she deems necessary in my case; and I further authorize him/her to disclose all or 
any part of my ( patient's) record to any person or corporation which is or may be liable under a contract to the clinic or to the patient or  to a fami1y member or 
employer of the patient for all or part of the clinic's charge, including ananot limited to, hospital ormedical services companies, insurance companies, workers 
compensation carriers, welfare funds, or the patient's employer. 

ASHKDCK CHIROPRACI'IC ' NOTICE OF PRIVACY PRACMCES ACKNOWLEDGEMENT 

0 I have received the 'Notice of Privacy Practices" for Ashlock Chiropractic. 
C) I understand that if 1 have any questions or concern about Ashlock Chiropractic's "Notice of Privacy Practices" that I should contact the 

Privacy Officer or a staff member of Ashlock Chiropractic. 

Date: Patient's Signature: 
Parent's or Guardian's Signature: 



Date: 
Patient: .No.: 

0 Low back pain 
P Mid back pain 
P .Pain between shoulders 
'PNeckW 
P-Ah pmblems 
PLeg problems 
0 Swollen johts 
0 Painful joints 
P Stiff joints 
0 Sore muscles 
0 Weak muscles 
0 Walki~g problems 
a Soasms 

0-BlatMdr muble 
D Excessive urination 
P Scanty urination 
P Painful mation 
P Discoloied urine 

0 Vagioal discbarge 
P v*al bleeding. 
0 Qginal pain 
OBreastpain 
P Lumps on the bmst 

0 B-mken bones 
P Shoulder pain 

b 

SYMPTOM LOCALIZATION 

P - Pain T ' k n d e r  
N .  Numb H H y p o d d a  
s s p a s m  

B & L b b  
Least 1 2 3 4 5 6 7 8 9 1 0 W o m t  

P Poor appetite 
P Expeaive hunger 
P Difficult cbewing 
P Difficult swallowing 
P ;Ex-ive thirst 
0'N- 
0 .vomiting .3ilooa 
P Abdominal pain 
C3Diakbi 
0 Conskipation 
D Black stool 
0 Bloodv stool 

oeh&paK 
a Pain over heart 
O Difficult breathing 

- #w-.-@ 
% 0 Cosr#ung phlegm 
El.- bl@ 
P Rapid heartbeat 
O Blood pressure problems 
P Heart problems 
0 M g  problems 
D Vixicose veins 

0 kIemo;rhoids 
P Liver trouble 

NOSE 
*%%OAT 

P Gall bladder problems E,,, 
0 Weight trouble P Eve inflammation 

NERVOUS SYSTEM 
ONumbmss 
0 Lois of feeliig 
0 Paralysis 
P ~ i e s s  
P Fainting 
P Htadaches 
0 Muscles jerking 
P Convulsions 
I2 Fo%etfolness 
P Confnsion 
01)epression 
0 Insomnia 

HABITS 
0 Cigarettes 
0 Alcohol Abuse 
I2 Coffee or Tea 
P Drug Abuse 
I3 

13 %ion problems 
P Ear pain 
P Ear noises 
PEaidiscbarge 
0 Hearing-loss 
P Nose pain 
P Nose bleeding 
0 Nose discharge 
O~~~ 
0 Sore gums 
P Dental problems 
ISf Sore mouth 
PSorethroat 
P Hoarseness 
P Difficult speech 
0 Sinus 
0 Allergy 
0 Jaw Pain 

Patient's Sign- 
~ ~ ~ ~ ~ ~ ~ ~ o o ~ o ~ . . . . . .  ~N~T~BEU)WT~LINE.................~~~. 

Patient Accepted? 0 Yes P No Doctor's Signature 
. > 



No. Date: 

Name ( Mr. Mrs. Miss Ms. ): Phone (Home): 
(Last, First. MI) 

Address: 

Married - Single Other Age - Date ofBirth: I 1 

Occupation: Employer: 

Office Address: Phone (Office): 

Previous Chiropractic Care Yes - No Doctor's Name: 

Name of your Insurance Company: 

Major Complaint: Social Security No.: 

Who (or what source) referred you? - 

It is Usual and Customary to Pay for Services as Rendered Unless Otherwise Arranged 

0 PM, Inc., 1996 Form 32/C 


