PATIENT INFORMATION

Patient Name:

WATERS CHIROPRACTIC
11390 RIDGE RD.
TRUCKEE, CA 96161
(530) 308-7784

Last First
Date of Birth:

ML

Age: Sex: oM
Mailing Address:

oF

City: State: Zip:

Cell Phone: ( )

Home Phone: ( )

Best time and place to reach you:

E-Mail:

Whom may we thank for referring you?

Pets Names:

Special Requests:

IN CASE OF EMERGENCY CONTACT

Name:

Relationship:

Cell Phone:

Home Phone:

EMPLOYER INFORMATION
Employer:

Employer Phone: ( )

Employer Email:

Employer Address:

ACCIDENT INFORMATION

Is this condition due to an accident?

oYes oNo Date:

Type of Accident: o0 Auto o Work o Home o Other
To whom have you made a report of your accident?

0 Auto Insurance 0 Employer o Work Comp oOther

Attorney Name:
Address:

City: State: Zip:
Phone: ( )

E-Mail:

Fax: ( )

INSURANCE

Insurance Co:

Claim #:

Address:

City: State: Zip:
Phone: ( )

E-Mail:

Fax: ( )

ADDITIONAL INSURANCE: oYes oONo

Subscriber’s Name:
DOB: SS#:
Relationship to Patient:

Insurance Co:

Group #:

Account Holder:

Relationship to Patient:




WATERS CHIROPRACTIC
11390 RIDGE RD.
TRUCKEE, CA 96161
(530) 308-7784

[ hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures,
including various modes of physical therapy and diagnostic X-rays, on me (or on the patient named below, for whom
I am legally responsible) by the doctor of chiropractic named below and/or other licensed doctors of chiropractic who
now or in the future work at the clinic or office listed below or any other office or clinic.

I have had an opportunity to discuss with the doctor of chiropractic named below and/or with other office or clinic
personnel the nature and purpose of chiropractic adjustments and other procedures. I understand that results are not
guaranteed. I understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are
some risks to treatment, including but not limited to fractures, disc injuries, strokes, dislocations and sprains. I do not
expect the doctor to be able to anticipate and explain all risks and complications, and I wish to rely upon the doctor to
exercise judgment during the course of the procedure which the doctor feels at the time, based upon the facts then
known to him or her, is in my best interest.

I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions about its
content, and by signing below I agree to the above-named procedures. I intend this consent form to cover the entire

course of treatment for my present condition and for any future condition(s) for which I seek treatment.

Print Name:

Patient Signature: Date

Consent to evaluate and adjust a MINOR child:

L being the parent or legal guardian of have read and fully
understand the above Informed Consent and hereby grant permission for my child to receive chiropractic care.

Parent/Guardian Signature: Date:

This is an acknowledgement that you have received this Notice of our Privacy Practices.

We are required by law to maintain the privacy of our patients, and provide individuals with, this notice of our
legal duties and privacy practices with respect to protected health information. If you have any objections to this form
please ask to speak with the HIPAA Compliance Officer in person or by our main telephone number.

Print Name:

Patient Signature: Date
(Or Parent/Guardian)

Doctors Signature: Date:




WATERS CHIROPRACTIC
11390 RIDGE RD.
TRUCKEE, CA 96161
(530) 308-7784

NAME: DATE:

Please mark all that apply

YES GENERAL HEAD and NECK URINARY
u] Fatigue/Weakness o Headache m] Pain on urination
u] Fever/Chills o Decreased range of motion o Increased frequency
o Bleeding o Stiffness o Frequency at night
o Weight loss/gain =i Lumps o Inability to hold urine
o Swollen glands o Frequent infections
SKIN o Thyroid trouble o Discolored urine
o Rashes o Loss of consciousness a Kidney stones
u] Lumps a Blood in urine
W Night sweats CARDIOVASCULAR O Urgency
o Eczema, hives o Heart disease o Hesitancy
u] Nail changes o Stroke o Bed Wetting
o Change in Mole 0 Chest pain
o Skin Cancer o High blood pressure FEMALE REPRODUCTIVE
o Sores that won’t heal o Swelling in ankles o Painful menses
u] Palpitations, fluttering o Excessive menstrual flow
EYES o Angina w Bleeding between periods
o Vision changes o Murmurs o Irregular cycles
o Double vision u] Low blood pressure a PMS
a Glaucoma a Dizziness upon standing o Difficulty conceiving
m] Cataracts a Cyanosis o Birth control:
o Macular Degeneration o Cold hands/feet
o Anemia MUSCULOSKELETAL
EARS o Easy bleeding or bruising o Joint pain or stiffness
u] Impaired hearing o Joint swelling
o Earache GASTROINTESTINAL o Backache
o Discharge o Trouble swallowing o Arthritis
o Infections o Heartburn o Osteoporosis
o Nausea o Broken bones
NOSE and SINUSES o Vomiting blood o Numbness
o Sinus problems o Rectal bleeding o Muscle spasms or cramps
o Nose bleeds a Blood in stool
o Allergies o Black, tarry stool NEUROLOGIC
o Abdominal pain 0 Fainting
MOUTH and THROAT o Jaundice (yellqw skin) o Epilepsy
a Frequent sore throat o Gall bladder disease a Vertigo
w Sore tongue/mouth = Ulcer w Seizures/Convulsions
o Gum problems 5 Hemorrhoids u] Loss of balance
B2 Diarrhea o Clumsiness
RESPIRATORY - Constipation 8] Speech problems
o Cough K Food allergy a] Muscle weakness
o Difficulty breathing H Hernias a] Numbness or tingling
o Pain on breathing
o Shortness of breath ENDOCRINE .
a Emphysema o Heat or cold‘mtolerance
o Spitting up blood o Excessive thirst
o Wheezing mi Excessive hunger
- Asthma o Excessive urination
8] Bronchitis @ Diabetes
mi Hypoglycemia



WATERS CHIROPRACTIC
11390 RIDGE RD.
TRUCKEE, CA 96161
(530) 308-7784

PATIENT NAME: D.O.B: DATE:
SYMPTOMS:
CIRCLE YOUR PAIN LEVEL
NO PAIN 1 2 3 4 5 6 7 8 9 10 UNBEARABLE PAIN
(-
MARK THE AREAS OF CONCERN:— Y 6
/ ™\
NEW CONDITION: YES NO [\
NEW ACCIDENT OR INJURY: YES NO /' ) \
"\
RESPONSE TO LAST TREATMENT: [ / ‘ \
N/A o Improved o Improved for ‘Dayso Worsened o None O F{ { ' @
w |
FRE NCY: W
0 Occasional (0-25%) 0o Intermittent (25-50%) & A
o Frequent (50-75%) o Constant (75-100%)
\ (} ¢
PATIENT SIGNATURE: ¢ D
L (‘4 / R

(DOCTOR ONLY BELOW THIS LINE)
OBJECTIVE: (+/ -) Compression Tests (+/-) Kemps (+/-) WLR (+/-) Becterew (+/-)Combo (+/-) Squeeze

Rt (rrrrrrrror
Occ C-1234567 T-123456789101112 L-12345 SACRUM Pl AS ShortLeg: oR oL
Lt | 0 W W W W W W W W W

ALL: O Clavicle:(R /L) Shoulder:(R /L) Elbow:(R /L) Wrist:(R / L) Hand:(R / L) Hip:(R /L) Knee:(R /L) Ankle:(R /L) Foot: (R/L)
DX: o M99.00 o M99.01 o M99.02 o M99.03 o M99.04 o M99.05 o M99.06asy o M99.07wry 0 M99.08 o M62.83

TREATMENT: 0O CMT . 1,up O Drop 1, 1vp O Blocks Pro,sup) O Activator (¢, T, vp) O Leander 0O IASTM
Modalities: 0O H/C ¢70100 O MRT (971400 O Massage 97124y 0O E-Stim (97032 0O US (97035) O Traction 97012)

0O K-Tape @712 O Stretch/Exercise (97110) ONutrition ¢97802) O Hydro (97036)
Home Instructions: O H/C @i20y 0O Stretch/Exercise 0O Flex’Ext 0 Up-X 0O Lifting Restriction 0O No Work

PLAN: 0Ol1x 0O2x 0O3x 0 Week O Month For: Weeks/Months O As needed
Tx Response: 0O Slight Improvement O Marked Improvement O Exacerbation O None
ADLs Affected: O None O Minimal O Slight O Moderate O Sever

NOTES:

Doctors Signature:




