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 Please Read Carefully & Sign Below

I hereby give Worldwide Chiropractic & Sports Medicine my consent for evaluation and treatment deemed necessary or advisable by Dr. Stephen Thaxton and staff, for myself, or my child.  I hereby authorize insurance payments and health benefits to the extent of my bills or charges by Worldwide Chiropractic & Sports Medicine.  I further authorize Worldwide Chiropractic & Sports Medicine to furnish my insurance company with any information including information acquired during the course of my evaluation and treatment.  I hereby guarantee payment of all physician/provider charges and understand that I am PERSONALLY responsible for all charges incurred.  I understand that it is my responsibility to know my insurance coverage and the limitations it may have.  I am aware that payment is to be made on the date of services rendered, and hereby gurantee payment upon discharge from Worldwide Chiropractic & Sports Medicine.  

Date:  ____/____/____

Signature:_________________________________________

Date of Birth:  ____/____/____
SSN:  _________-_____-___________


				


Patient Name:  _________________________________


		  Last		        First                  MI


Today’s Date:  ____/____/____Date of Birth:  ____/____/____


What You Prefer to Be Called: _________    □ Male  □ Female 


Age: ________	SS#: ______________________________


Mailing Address: __________________________________


_________________________________________________    City				State		Zip


Home Phone:   ________________________


Work Phone:  ____________________    Ext.  _____________


Cell #:  ________________	Email:___________________


Referred By: _______________________________________


Employer:  ________________________________________


Employer Address:  __________________________________


__________________________________________________


    City				State		Zip


Occupation:  ________________________________________


Status:


□ Minor  □ Single  □ Married   □ Divorced  □ Separated  □ Widowed


Spouse’s Name:  __________________________________


Do you have children?  □ Yes  □  No   How many?________











1.                                                      ABOUT YOU





2.                                        INSURANCE INFO





Primary Insurance: ___________________________





Address: ____________________________________


____________________________________________


   City			         State		Zip





Phone #:  ___________________________________


Insured ID#:  ________________________________


Group # (Plan or Policy #):  _____________________


Insured Name:  _______________________________


Relation:  ___________Date of Birth: ____/____/____


Insured Employer:  ____________________________


Secondary Insurance: _________________________


Address:  ___________________________________


___________________________________________     City			          State 	                  Zip


Phone #:  _________________________________


Insured ID#:  ______________________________


Group # (Plan or Policy #):  ____________________


Insured Name:  ______________________________


Relation:  __________ Date of Birth: ____/____/____


Insured Employer:  ____________________________





3.				 ACCOUNT INFO





  Person Ultimately Responsible for the Account


Name: _______________________________________


Relation: _____________________________________


Billing Address:  ________________________________


__________________________________________________


  City			State			Zip


	SS#:________________________


Home Phone #:  ____________________


Work Phone #:  _____________________


Payment Method:  □ Cash    □ Check


______ I hereby authorize assignment of my insurance                                      Initials       rights and benefits directly to the provider for services rendered.  I fully understand that I am solely responsible for any balance not paid by my insurance company.  





4.                           IN EVENT OF EMERGENCY





Who should we contact? ___________________________


Relation: _______________________________________


Home Phone #: __________________________________


Work #: ________________________________________


Who is Your Medical Doctor? ______________________


M.D.’s Phone #:  _________________________________





Please Continue On Back





5.                                                    REASON FOR TODAY’S VISIT





Are you in pain?  □ Yes  □ No             Please rate your pain.   absent  0   1   2   3   4   5   6   7   8   9   10  severe


Did your injury occur during:   □ Work    □ Sports/Play    □ Auto Accident/Personal Injury   □ Routine/Household activity


When did your condition/accident occur?  ___/___/___  Where did it occur? _________________________________


If work or auto accident related has is been reported?   □ Yes  □ No      Claim #:  _________________________________________


Please explain what happened?  _____________________________________________________________________________________


____________________________________________________________________________________________________________________


Is your condition interfering with your:  □ Work   □ Sleep  or  □ Daily activities     


 Is so, how? __________________________________________________________________________________


____________________________________________________________________________________________


Have you had x-rays     □ Yes  □ No    When?  _____________	Any prior treatment for this condition?  _________


or an MRI/CT Scan?		       Where? __________            _________________________________________


                                                                                                        __________________________________________


Using the body charts below, please circle affected areas.	Additional Comments:  





       �











Worldwide Chiropractic & Sports Medicine


Health History





Please answer the following information regarding your past medical history.  For all questions answered “yes”, please explain in the space allotted.





Heart Problems				□ Yes  □ No   _______________________________________________


Pacemaker					□ Yes  □ No    _________________________________________________________


Cancer						□ Yes  □ No    _________________________________________________________


Gastrointestinal (gas, diarrhea, heartburn)	□ Yes  □ No    _________________________________________________________


Diabetes					□ Yes  □ No    _________________________________________________________


Circulation					□ Yes  □ No    _________________________________________________________


Hearing or Vision				□ Yes  □ No    _________________________________________________________


Headaches, Migraines, or Dizziness		□ Yes  □ No    _________________________________________________________


Night Sweats					□ Yes  □ No    _________________________________________________________


Skin Problems					□ Yes  □ No    _________________________________________________________


Sinus or Allergies				□ Yes  □ No    _________________________________________________________


Lung, Breathing Problems (asthma)		□ Yes  □ No    _________________________________________________________


High or Low Blood Pressure			□ Yes  □ No    _________________________________________________________


Kidney or Urinary Tract			□ Yes  □ No    _________________________________________________________


Women Only:  Are you pregnant?                  □ Yes  □ No ______________	Nursing?  □ Yes  □ No    


Men Only:   Prostate problems		□ Yes  □ No    _________________________________________________________


Spinal Surgeries				□ Yes  □ No    _________________________________________________________


Metal Implants				□ Yes  □ No    _________________________________________________________


Neurological/Muscular Disorders		□ Yes  □ No    _________________________________________________________


Heat or Cold Allergies			□ Yes  □ No    _________________________________________________________


Allergies or Skin Allergies			□ Yes  □ No    _________________________________________________________


Prior history of neck or back pain		□ Yes  □ No    _________________________________________________________


Prior history of shoulder, elbow, wrist pain	□ Yes  □ No    _________________________________________________________


Prior history of hip, knee, ankle, foot pain	□ Yes  □ No    _________________________________________________________


Are you taking  blood thinners?        		□ Yes  □ No    _________________________________________________________





Please list all prior surgeries, including elected or cosmetic surgeries ________________________________________________________________________________________


________________________________________________________________________________________


Please list all medications that you may be taking


__________________________________________________________________________________________________________________________________________________________________________________


Please describe any other health problems you may be experiencing 


__________________________________________________________________________________________________________________________________________________________________________________





Patient Signature:   __________________________________	Date:  ____/______/______




















