
Complaints 

 
 
 

Financial And Treatment Disclaimer PLEASE READ:  Our policy requires pay-
ments in full for all services rendered at the time of visit, unless other ar-
rangements have been made with the doctor or staff.  If the account is not 
paid in full within 90 days of the date of service and no arrangements have 
been made, you will be responsible for legal fees, collection agency fees 
and any other expenses incurred in collecting your account.  I authorize the 
staff to perform any necessary services needed during the diagnosis and 
treatment.  I also authorize the provider and or managed care organization 
to release any information required to process insurance claims.  I have 
signed their HIPAA form.  I understand the above information and guaran-
tee this form was completed correctly to the best of my knowledge and un-
derstand it is my responsibility to inform this office of any changes to the 
information I have provided.  
 

Signature __________________________ Date ________ 

If a minor, guardian’s signature _______________________ 

Name ___________________________________________________________________________ 
  (Last)    (First)    (M.I.) 

Home Address ____________________________ City _______________State _____Zip _________ 
 

Home Phone ________________ Work Phone________________ Cell Phone __________________ 
 

    Date of Birth _____________           Age_____       

Sex:   M    F       Single ____ Married ____ Divorced ____ Other ____ 
 

Name of spouse __________________________ Ages of Children_______________________ 
 

Email___________________________ (will not be given out; only to keep you posted on in office activities) 
 
Employer ________________________________ Work Phone ________________Ext._________ 
Work Address____________________________  City ____________________State ___________ 
Zip _____________  

GENERAL PATIENT INFORMATION: 

 
Insurance Information on Insured’s Name: 
Insured Name _____________________________________________________________________ 
(Person whose name your   (Last)     (First)    (M.I.) 
insurance coverage is under) 
Your relationship to insured (if you are not policy owner) ________________________ 
Insured Date of Birth ______________ 

Doctor being seen today? ____________________________________ 

Office Use Only: : 
LYTEC ____ 
Superbill_____ 
NEW PATIENT LETTER_______ 
INSURANCE VERIFIED _______ 



Mark the body areas that are causing  
your pain using the following symbols: 
A = Ache 
B = Burning Sensation 
S = Stabbing 
N = Numbness 
P = Pins & Needles 
HA = Headache 
O = Other  briefly describe 

Your Name_______________________________________________________           
Today’s Date__________ 

Brief Health History Past 10 Years 
Recent Illness__________________________________________________ 
___________________________________________________________ 
Past Hospitalizations_____________________________________________ 
___________________________________________________________ 
Past Surgeries_________________________________________________ 
___________________________________________________________ 
Other Major Illness______________________________________________ 
___________________________________________________________ 
Medications___________________________________________________ 
___________________________________________________________ 

Pain Scale 
Circle the number that best describes your pain 

1      2      3      4      5      6      7      8      9      10 
                    None            Little             Medium                  Severe_________ 

The above information is truthful and accurate. 
SIGNATURE____________________________ 
if a minor, parent or guardian’s SIGNATURE_________________________ 
 
 

COMPLAINT AND HISTORY: 
Reason for coming in today? _________________________________________________________ 
How long has this condition persisted/when did it begin?___________________________________ 
Is the condition getting worse?    Yes   No    Constant    Comes and goes 
Have you received medical treatment for this condition?   Yes    No  
Have you received Chiropractic Care for this condition?     Yes    No  
Who referred you? ___________________________Medical Doctor__________________________ 
If you were not referred, how did you hear about us? _____________________________________ 


