
APPLICATION FORTREATMENT

Pleose check the type of core desired: flTemporory nLosiing C

lCnect here if you wont the Doctor to recommend the type of for you,

Emoil:
Dote of Birth:

City:

D Mole n Femole
Zip Code:

Best Contoct Number:

Nome of Phvsicion:

Check if you ore

Nome of Husbond

(Cell)

nMorried !single nwidowed
or Wife:

(Work)_-

ed nDomestic Portner

by:
lnsuronce n otner

Heolth Insuronce
Automobile Ins, Policy

MAJOR COMPTAINT
ribe only youn mojor Problem)

Where ore you or husbond/wife employed?

Your doys off:

Who is responsible for your bill? flsett fl Spouse

How Povment will be mode: Type of lnsuronce

Cosh
Check

Workers'
Credit

Nome of ComPonY ond Address:

COMPLETE THESE DIAGRAMS

How did this condition develop? (Whot coused it? How did it

When wos the verv first time you were owore of this problem?

Hove vou ever received ony treotment for this condition? lf

Hos this problem been getting better, worse or stoying the

Employer

omp

os (Pleose

(PLEASE COMPLETE

ond whot were vour results?



ls there onything you do thot mokes your condition worsei

How hos this condition offected your lifee

A, Home life
B. Occupotionol
C. Recreotionol li
D, Rest ond SleeP life

ANY ACCIDENTS, FALLS, ETC,,THAT MIGHT HAVE CAUSED PRCBLEM

Whot surgery hos been done ond when?

Are you pregnont? n Yes ! No
DRUGSYOU NOWTAKE X NETVE P|IIS N PO|N K|IIETS E M

! girtn Control Pills tr Other (pleose list)

ANY CHIROPRACTOR CONSULTED lN THE PAST? Nome

Dotes consulted: For t problem

Fees ore poyoble of the time X-roys, exominotions, ond menTs ore

cre mode in odvcnce. X-rcys remoin the property of this l i n ic .

Potient Signoture Soc

IF VOURS IS AN ACCIDENIAL INJURY PTEASE

Dote of occident: Hour_om_pm Loc

How did occident occur? Auto Collision On-the-job

lf not on outo col l ision, pleose describe the circum

Reloxers tr "?up" Pills n Tronquilizers E Insulin

Did you report the injury to your foremon or employer?

Did they recommend core oi our office? tr VfS tr

lf ouio occident, were you n Driver E Possenger

lf outo collision, were you struck from I Behind n nigfrt

Did your cor strike othe(s) involved? n veS n No Or did the

unless otlrer orrongements

YES N NO

n Pedestrion
n Lefi Side E Front n Auto wos Porked

cor strike yo|trs? ! YES ! NO n Undetermined

As o result of the occident, were troffic citotions isued to you? L-J I NO To the driiver of the other cr:r? n yfS n NO

To the driver of your cor? n vfs tr NO List the e of the injuries os you know them

Did you r re post-occiderjrt hospitolizotion? X VfS ! NO

CHECK SYMPTOMS YOU HAVE NOTICED SINCE ACCIDENT:
! Heodoche
I Neck Poin
tr Neck Stiff
n Sleeping Problems
! Bock Pcin
n Nervousness
n Tension

n Foce Flushed n Feet Cold
I Btizzing in Eors n Honds Cold
n Lgss of Bolonce n Stomoch UPset
n Fdinting Spells n ConstiPotion
n Lgs of Smell n Cold Sweots
n Loss of Toste n Fever

n Dionheo

n lrritcbility
n Chest Pcin
I Dizziness

n
I

in Toes
of Breoth

n Fotigue
n Heod seems too heovv fl
f, Pins & Needles in Arms n Light
n Pins & Needles in Legs n Loss of

n Numbness in Fingers n Eors

Svmotoms other thon obove:

Hove you lost ony doYs of work? n vrs n ruo Dotes:
Nome of Insuronce ComPonY i

Hove you been contocted by on Insurcnce Adjuster or

Do you hove on ottorney who hos odvised you in this cose?

Security No.

I Representotive regording this clclim? E vES n nO

YES n ruo Nome:

Phone:Address of ottorney:

rs Eyes


