Loranger Family Chiropractic Center, P.C.
125 W. Columbia Ave.
Belleville, Ml 48111
(734)697-4244 Office » (734) 697-8102 Fax

Date:

Name: S.S.#:

Address: City

State: Zip: Date of Birth: Age:
Home Phone: Work Phone: Ext.
Cell Phone:

Marital Status: [ 1S IM[ID[JW  Spouse Name:
Children: [ ]Yes [ J[No Names and Ages:

Empioyer:
May we contact you at work? [_]Yes [ INo [_IEmergency Basis Only

E-Mail Address:

Would you like to receive newsletters and other E-Mail from our office? [_]Yes [_INo
Referred By:

Purpose of this appointment (Major Complaint)

Date symptoms appeared: How Long:
Have you ever been under chiropractic care? [_]Y [_JN When: Who:
Is this condition getting progressively worse? [_]Y [_]N [_]Constant [ JComes and Goes
Is your condition a result of: [_JEmployment [ JAuto Accident [_]Personal Injury [_]Other
List any accidents, injuries or surgeries in the past year:

Past 10 years:

PAYMENT IS EXPECTED AT THE TIME OF VISIT
Narne of person responsible for payment: Relation:
Are you insured? [_JYes [ I[No Company:
Policy number: Group#:

| understand and agree that health and accident insurance policies are an arrangement between an
insurance carrier and myseif. Furthermore, | understand that Loranger Family Chiropractic Center will
help prepare any necessary reports and forms to assist me in making collections from the insurance
company and that any amount is to be paid directly to this office. However, | clearly understand and
agree that all services rendered to me are ultimately my responsibility for payment.

| hereby authorize the Doctor to examine and treat my condition as he/she deems appropriate through
the use of Chiropractic Health Care and | give authority for these procedures to be performed. It is
understood and agreed that the X-Ray negatives will remain property of this office. They may be seen
at any time while a patient of this office.

Signature Date:




[JAllergies

[ IDizziness
[IFatigue

[ JHeadache
[JLoss of sleep
[Ulcers
[INervousness
[ INumbness
[Arthritis

[ IBursitis

[ IFoot trouble
[ ILow back pain
[ INeck pain

[ INeck stiffness
[ Eye pain

HAVE YOU EVER SUFFERED FROM:

[lPoor posture
[Isciatica

[ITuberculosis
[IBruise easily

[ISpinal Curvature/Scolosis [_|Hay fever

[Iswollen joints
[IColon trouble
[(IDiarrhea

[ IDigestive difficulties
[ JHemotrroids
[INausea

[ JAsthma

[IColds

[ ]Deafness

[ ]Ear noises
[IThyroid problems
[bifficulty breathing

[ INosebleeds
[]Sinus infection
[CIHigh blood pressure
[JLow blood pressure
[ ]Pain over heart
[IPoor circulation
[IRapid heart beat

[ ISlow heart beat

[ ]Anemia

[ IStroke

[_IChest pain
[1Swelling of ankles

[itching

[ IVaricose Veins

[ IBed wetting
[JFrequent urination
[IKidney infection/stone
[ ]Prostate trouble
[ICramps or backache
[_|Excessive menstrual flow
[JHot flashes
[Irregular cycle
[JLumps in breast
[_JAlcoholism

[ IDiabetes

[ JPolio

[ JCancer

Tingling or numbness in: [_]Shoulders (rightileft) [_JArms (right/left) [ Elbows (right/left)
[ IHands (right/left) [ IHips (right/left) [ JLegs (right/left) [ JKnees (right/left) [ Feet (right/left)

Are you wearing: DHeel lifts DSoIe lifts Dlnner soles D Arch supports DOrthotics

[CJAauto-tmmune
[[IMigraines

[ IDrug dependancey
[ClOsteoporosis
[lUpper respiratory
[CJPneumonia
(_IBronchitis

[ Herniated disk
[IPacemaker
[IPsychiatric care
[ ITumors

Medications you now take: [_|Nerve Pills [ ]Pain Killers/Muscle Relaxers | |Biood Pressure [ JAntidepressants
Clinsulin - [_]Aspirin/Similar [_]Other

Are you pregnant? [_]Yes [ _INo Date of last menstrual cycle:
Are you trying to become pregnant? [ lYes [INo

RIGHT

How long?

SEVERITY OF PAIN
List region of pain and circle severity
number. [1=least, 10 = greatest}

ex. Neck

123@#567 8¢9 10

MARK PAIN AREA
+++  Buming RIGHT
000  Stabbing
---  Sharp
I Constant
1.
123456788910
2.
12345678910
3.
1234567 88910
4,
123 45678¢810
5.
12345678910

Please mark area of pain on the drawing using the code listed above.




