La Barbera Family Chiropractic, LLC Case # Family #
2719 Genesee Street, Utica, New York 13501-6556
Phone:(315) 724-0368  Fax:(315) 724-0374 Date Dr.

e

Dear Patient: This information is considered confidential. We need this information because we care enough to want to know, and your answers
will help us determine if chiropractic care can help you. If we do not sincerely believe your condition will respond satisfactorily, we will not
accept your case. In order for us to understand your condition properly, please be as neat and accurate as possible when completing this form.
IF SOMETHING DOES NOT APPLY, WRITE N/A. Thank you.

PERSONAL:
Patient Name Sex: Age: Birth Date:
Title First MI Last MorF Mth-Day-Year
Home
Home Address: Phone:
No PO's #  Street City State Zip
Employer & Work
Your SS# Address: Phone:
ext.
Employer & Work
ls’%:'{s Name Address: Phone : =T
Marital Status: # of children
M-S-WOR D 2 People we can call in case of an emergency & Phone #'s
If Student, School Parent(s) Mother:
Name, Address & Grade: Namef(s) Father:
If Student. Parent Parents (H):
Home Address: Phone (W)
if different # Street City State  Zip AC ¥ ext.
Referred to Is this an injury
our office by: from an accident? QWork QAuto O Home U Personal Injury O Other
Cell Phone #: Fax Home: Fax Work: Pager Number:
E-Mail Home: Work: Other:

INSURANCE: Fill out this section if Worker's Compensation (Company W/C carrier), No Fault (your NF carrier), or with your group health carrier information.

QO Myself 0O Father O Mother

1st Company: Policy Holder: O Spouse O Other

Name Address Phone # Birth Date
ID# Plan Name: Policy/Group#: of 1st Person Insured

QMyself QFather 0O Mother

2nd Company: Policy Holder: ) Spouse O Other

Name Address Phone #

. Birth Date

ID# Plan Name: Policy/Group#:

Patient’s Relationship to 1st Policy Holder:

£ Self

Q Spouse QL Child QOther Name:

of 2nd Person Insured

Name:

Patient’s Relationship to 2nd Policy Holder: QSelf O Spouse Q Child Q) Other

Other Insurance Info:

Yearly Deductible $ Co-Payment $ / % REFERRING DOCTOR:

I allow payment of all medical benefits directly to this office. [ understand that all fees are my responsibility and that 1 will pay any and all unpaid balance due. I
also authorize this office to fumish any information pertinent to my case to any insurance company, adjuster or attorney invelved in this case. My signature also
serves as a release to acquire information from other health providers via fax, mail, e-mail or verbally on myself or minor child. A photocopy of this
agreement/assignment/release shall be considered as effective and valid as the original. I also understand that if my case proves to be non-work or non-auto relat-
ed, I will be responsible to this office for all bills at normal office rates. If 1 discontinue care on my own at any time, any balance due will be payable in full imme-
diately regardless of insurance coverage. This office will assist you submitting your insurance, but there is no guarantee that they will pay.

Signature of Patient/Parent Signature of Policy Holder
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FOR ALL WORK, AUTO, PERSONAL INJURIES/ACCIDENTS, ANSWER THE FOLLOWING:

Date & Time of Injury: QAMOPM City/State where injured:

Taken to Hospital T Where : Doctor Seen:

Lost work: to Are You: O Improving [ The Same (O Getting Worse O Totally Disabled ' Partially Disabled
Date Out Date Back

Did you hire an attorney? (J yes (Jno Name/Address:

What hurt or was injured at the time of the accident?

Did you ever have an injury to this body part before? Qyes Qno When?
Your Vehicle: Street On: Speed: mph Direction Traveling:
Other Vehicle: Street On: Speed: mph  Direction Traveling:

Did you see the impact coming? T yes Qno Was you head turned at the time of the impact O yes Tino Which Way?
You were O Driver O Passenger O Front O Back 0 Wearing Safety Belts O Knocked Unconscious U Airbag Deployed Q Others Injured? Names:

Did your car get pushed/moved? O yes Ckno How?

FOR A WORK RELATED INJURY, ANSWER THE FOLLOWING:
Employer when injured w/Address:

What work related activities/jobs can you not perform:

HEALTH REPORT

Describe all reasons for seeking chiropractic care: 1 Spinal Evaluation Q Scoliosis 3 Poor Posture 0 Neck Pain O Mid-Back Pain O Low Back Pain

0 Improved Health O Prevention/Wellness T Subluxation Correction 0 Improved Sports Performance O Improved Immune Function L Craniat Care
0 Other - Describe:

Describe in detail HOW your problem started:

Date your problem started/1st symptoms: Date of similar condition:

Doctors seen for this condition:

ALL medications now taking:

Recent X-Rays
List all broken bones: within 3 months:

List all surgeries: Q) Tonsils O Adenoids O Hysterectomy T Appendix [ Gallbladder T Hemia QBack QI Neck QHeart [ Carpal Tunne! L Eye
Other Surgeries/Procedures:
List all serious accidents: {car, falls, sports etc.)

List all family diseases:
List health problems of spouse & children:

Previous Chiropractic Care? Olyes Qino If yes: O Neck problem  (J Low Back Problem  O3Prevention CIWellness [ Boost Immunity () Enchance sports performance
Q) Last resort for health condition - What condition? : Other reason: ‘
Does your job require: O Standing Q Sitting QO Lifting U Driving QO Walking Job Title :
Daily job activities:
Do you sleep on your: 0 Back QO Side O Stomach Q Cervical Pillow I Waterbed O Firm mattress () Air Mattress () Foam Mattress

Do you smoke? O yes Oino packsaday O Cigarettes O Cigars [ Pipes QO Chewing QO 1 quit ago
Do you exercise: O Daity O Weekly [ Occasionat XNever O Walk QO Swim QLift QRun QO Golf 0 Other
Your: Height Weight Race Nationality Handed: JLeft [ Right O Both
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For Each Condition, Put a “X” if you have it or “R" if a relative has had it or “B” if you and a relative have had it:

Heart Disease
Strokes/TIA'a

Rate your pain if any: (0=none / 10=unbearable}
Did it start : 0 Suddenly U Gradually Tsit: D Constant L On & Off - % of time

What activities make it worse:

Diabetes
Neck Arthritis(you)

High Blood Pressure

__ Whiplash/neckinjury (you)

Describe your piin if any: (e.g. sharp, dull, burning)

High Cholersterol/Arterioclerosis
Blood thining drugs/birth control pills (you) Dizzy Spells

Fainting Black Outs

Can You Sleep?: Qyes Wno £ On & Off - % of time

What activities make it better:

What daily activities can you not perform:
What treatments (drugs, ice, heat, PT, Regular Chiropractic) have you had:
Qsome Chnotatall

List any other symptoms that started about the same time (constipation, nausea, dizzy spells, headaches):

Did it work K well

Changes in L Bladder (JBowel [ Sexuval Function? How:
List any other information you would like the Doctor to know:

“X” OFF ANY SYMPTOMS/HEALTH PROBLEMS YOU HAVE OR ARE CONCERNED ABOUT:

HEAD: ARMS & HANDS; LOW BACK: Other Symptoms You Have:
(Headache QThrobQ Dull QPaininupperaasm QL QR Pain in low back
O Migraine  QSharpQConstanr L} Pain in forearm oL arR O Muscle spasms
Q Memory Loss Q Short O Longrerm (2 Pain in hands 0oL QR U Tailbone problems
Q Light-Headed O Numbnessinarms QL QR U Hips “goout”
U Fainting 0 Numbness in fingers OL OR
1 Eye Pain L Cold hands oL R  URINARY/REPRODUCTIVE:
Q Light Sensitive O Loss of grip sirength QL QR U Difficulty urinating
Q Ear Pain 0 Carpal Tunnel aL aR U Prostate problems
QRinging in Ears QO Buzzing [ Venereal disease
Q Dizzy Spells MID-BACK: U Blood in urine
Q1 Seizures {1 Pain between shoulder blades QO Night time urination
(J Abnormal Hair Loss/Growth Q Sharp stabbing pains U Impotence
0 Sinus Problems [ Always feels tight [J Bed wetting
Q Clicking Jaws Q TMJ Pain QO Buming feeling 2 Infertility
0 Allergies U Incontinence
[J Spots before eyes CHEST: &J Yeast infections
O Ear Infections O Pain
 Sore Throats (J Shortness of breath LEGS & FEET:
QA Difficulty Swallowing (J Asthma 01 Pain in buttocks QL ar
0 Irregular heart beats QO Pain in hips QL aRrR
NECK: ( Night sweats U Pain down leg(s)
[ Pain QDull QO Sharp Q Breath Odors Qright Qback O outside
( Stiffness Q Phlegm Oleft Ufront Oinside
Q Grating Sounds U Leg cramps aL OR
3 Buming ABDOMEN: O Numbnessinlegs QL QR
Q) Difficuity Moving QO Vomiting QO Gas (3 Numbness in foottoe QL QR
(J Nausea A Colic A Cold feet QL ar
SHOULDERS: 0QOLlefr O Righe  Diarthea U Reflux Q Swollen ankles QL QR
QPain  QDull QSharp  Constipation QWeakness inlegs QL QR
2 Bursitis Q Trouble Swallowing WOMEN ONLY:
1 Tendonitis [ Nervous stomach GENERAL: Are you pregnant U yes O no
0 Can not raise arm [ Appetite problems 3 Hot flashes Date of last period:
O Grating sound Q Hemorrhoids Q Nervousness QSpotting [ Menstrual pain
Q Numbness Q Cramps/Pain O Depressed QO Cramping U Difficult pregnancies
. QO PMS ( Menopause
QO Food Allergies:

I authorize the performance upon myself or minor child any diagnostic and therapeutic procedures, including X-rays and chiropractic methods, by associates of
La Barbera Family Chiropractic LLC, which they may consider necessary or advisable in the course of my health care. I acknowledge that no guarantee or
assurance as to the results that may be obtained from the procedure has been given. Females: At this time 1 deny any chance of being pregnant if I have stated
so above. I have read the above and understand it and agree that all information I provided is true and complete to the best of my knowledge.

Signed

Patient/Parent or Goardian if Minor
STOP HERE - Please return this to the receptionist. Thank You.



