Confidential Patient Data

PLEASE PRINT CLEARLY. If you need assistance completing this form, please ask the receplionist.

PATIENT INFORMATION Today's Date:
Full MName: Mickname:
Address:

City: State: Zip:
Home Phone: Cell Phone:

E-mail (used only for appointment reminders):

Date of Birth: = Age: O Male O Female
Marital Status: O Married 0OSingle UODivorced UOSeparated OOther

Name of Spouse or Nearest Relative: Phone:

Your Occupation Your Employer:

Referred to this Office by: QFriend QFamily Member - Name?
Qinternet O Insurance O ART Provider QOther

MEDICAL/FAMILY HISTORY S = Self M = Mother F = Father
(Please indicate which conditions have been experienced by the above by marking appropriate

boxes).

S M F S M F S M F

O O QO aps O O O dislocated joints (I neck pain

O O Q anemia O O O epilepsy o Qo a NEervousness
O O O arthritis O O O German measles (I numbness

O O O asthma O O 0O headaches o aan polio

O O QO back pain d O O heart trouble a a a poor circulation
O O QO bladder trouble O QO O reproductive disorders o a a hepatitis

O O O bone fracture O O O nigh blood pressure (I rheumatic fever
O O O cancer d O O HwaRc o aan rheumatism

O O O chest pain O O O kidney disorder o aan scarlet fever
O O Q concussion O O O bowel control loss O O QO  serious injury
O QO QO convulsions O O O menstrual cramps O aQa sinus trouble
O O Q diabetes O O O multiple sclerosis [ R | tuberculosis
O O O indigestion O O O muscular dystrophy o aan venereal disease

Have you been treated by a physician for any health condition in the last year? (dYes [No
Describe Condition, Date of Last Physical Exam




SURGICAL HISTORY:

1. Date:
2. Date:
3. Date:

Have you ever had a metal implant? yes UNo

ACCIDENT HISTORY: Job Daute DOther 1. Date:
Qdeb Qaute DOther 2. Date:
Dok daute dOther 3. Date:

PLEASE DESCRIBE PRESENT MAJOR COMPLAINTS:

Plzase Rate your symptoms (1-10, with 1 being least serous)

D O e L) R

SYMPTOMS ARE WORSE IN THE: JMORNING | JAFTERNOON UWNIGHT

WHEN AND HOW OCCURRED?

SYMPTOMS DEVELOPED FROM: L1JOB RELATED INJURY WJAUTO ACCIDENT UWOTHER UWJACCIDENT
QILLNESS UJUNKNOWN CAUSE UGRADUAL ONSET DATE OCCURRED:

SYMPTOMS HAVE PERSISTED FOR # HOUR(S) DAY(S) __WEEK(S) ___MONTH(S) ___YEAR(S)
SYMPTOMS/COMPLAINTS: UJCOME & GO LJARE CONSTANT

HAVE YOU EVER HAD THIS BEFORE: QNO OYES  WHEM?

IF YOU WERE TO GUESS, WHAT DO YOU THINK IS CAUSING YOUR COMPLAINTS?

NAME AND LOCATION OF DOCTORS PREVIOUSLY SEEN FOR PRESENT CONDITION(S):

ARE YOU ALLERGIC TO ANY MEDICATIONS QMO OYES WHAT KIND?
ARE YOU TAKING ANY MEDICATIONS ONO AOYES WHAT KIND?
ARE YOU PREGNANT QONO  OYES DATE OF LAST MENSTRUAL PERIOD:

PLEASE CHECK THE FOLLOWING ACTIVITIES THAT AGGRAVATE YOUR CONDITION:
HBENDING OQREACHING QCOUGHING ASITTING ATURNING HEAD
QLUIFTING QSNEEZING QWALKING QALYING DOWN QSTANDING

PLEASE CHECK THE FOLLOWING ACTIVITIES THAT RELIEVE YOUR CONDITION:
LOBENDING OSITTING OLIFTING OQSTANDING OLYING DOWN OTURNING HEAD OREACHING OWALKING

PLEASE CHECK ANY ADDITIONAL SYMPTOMS YOU MAY BE EXPERIENCING:

Qblurred vision Qbuzzing in ears Deold feet Qeold hands Qeold sweats Qeoncentration loss! confusion Qeonstipation
Odepression iweeping spells Odiarhea Odizziness Oface flushed Ofainting Ofatigue Ofever Ohead seems too heavy
Oheadaches Qdinsomnia Qlight bothers eyes Oloss of balance Oloss of smell Oloss of taste Qlow resistance to colds
Omuscle jerking dnumbness in fingers Qnumbness in toes dpins and needles in arms Qpins and needles in legs
Qringing in ears Qshortness of breath Qstiff neck Qstomach upset

Patient's Signature: Date:




PROformance Sport and Wellness

CONSENT TO TREATMENT

Health care providers are required to advise patients of the nature of the treatment to be provided. the
risks and benefits of the treatment. and any alternatives to the treatment.

There are some risks that may be associated with treatment. in particular you should note:

a. ‘“While rare. some patients have experienced rib fractures or muscle and ligament sprains or

strains following treatment:

b. There have been rare reported cases of disc mjuries following cervical and lumbar spinal

adjustment although no scientific study has ever demonstrated such mjuries are caused. or may

be caused. by spinal or soft tissue manipulation or treatment.

c. There have been reported cases of injury to a vertebral artery following osseous spinal

manipulation. Vertebral artery injuries have been known to cause a stroke. sometimes with

serious neurological impairment. and may. on rare occasion, result in paralysis or death. The
possibility of such injuries resulting from cervical spine manipulation is extremely remote:

Osseous and soft tissue manipulation has been the subject of government reports and multi-disciplinary
studies conducted over many vears and have demonstrated it to be highly effective treatment of spinal
conditions including general pain and loss of mobility. headaches and other related symptoms.
Musculoskeletal care contributes to your overall well being. The risk of injuries or complications from
treatment is substantially lower than that associated with many medical or other freatments,
medications, and procedures given for the same symptoms.

I acknowledge I have discussed the following with my healthcare provider:

a. The condition that the treatment 1s to address:

b. The nature of the treatment:

c¢. The risks and benefits of that treatment: and

d. Any alternatives to that treatment.

I have had the opportunity to ask questions and receive answers regarding the treatment.

I consent to the treatments offered or recommended to me by my healthcare provider. including osseous
and soft tissue manipulation. I intend this consent to apply to all my present and future care with

Dr. Christian Carson and Staff of PROformance Sport and Wellness.

I understand and am informed that. as in the practice of medicine, in the practice of chiropractic there are
some risks with treatment including. but not limited to. fractures. disc injuries, strokes. dislocations and
spramns. I do not expect the doctor to be able to anticipate and explain all risks and complications. and
wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor feels
at the time. based upon the facts then known. and 1s in my best interest.

Dated this day of 20

Patient signature (or Legal Guardian) Signature of Witness



