Welcome to the Uptown Wellness Center

Requested Treatment: [ ]Massage/Hot Stone Therapy [ |Spinal Decompression [ ]JAcupuncture [ [Chiropractic

Please provide us with all of the following:
Health Insurance cards e Drivers License ® Auto/Work Injury Papers e Insurance/Attorney info

PRINT CLEARLY - All information is required & kept confidential.

Who referred you to our Center ?

OReferred by* Olnternet website* [OHealth Fair/Event* (OMet Doctor* OYellow Pages* [IDrove by
*Name:

| '

Patient Information

Patient’s First & Last Name: _

Date of Birth: Gender: Male Female Marital Status: single married widowed  divorced
Address: ___Apt/Suite#:____ City: State: ___ Zip: B
Home Phone #: ( ) Cell/Pager/Other #: ( )_

Email address:

Social Security #: T Driver’s License #:

Emergency Contact Name: Tel #:( )

Relationship to Patient: _

Address: Apt/Suite#: City: - State:  Zip:

Home Phone #: ( ) Cell/Pager/Other #i( )

Work Phone #: ( ) Extension: Email:

Patient Employment Information

O Not employed O Self-employed [ Student [J Other:
Employer/School: _ Occupation: __
Address: _ Apt/Suite#: City: _ State: _ Zip:_

Work Phone #: ( ) Extension:

Patient Health Insurance Information
Do you currently have Health Insurance? [J No = Discounted Wellness Plans available
[J Yes & Complete below

Name of Insured/Subscriber:
Rc]ationsh(i?: O Self [ Spouse [ Child O Parent [J Legal Guardian [ Other: _
Insurance Company name: ~ .

Plan Type: O PPO O HMO 0O Medicare [ Other: _

ID #: Policy #: Group #: _
Insurance Tel # (on back of card): ( )
Name of Primary Care Doctor: ) ~Tel#:( )

| [I

Individual responsible for patient’s account

[J Above patient is responsible - OR - First & Last Name:

Relationship to patient: ! Date of Birth: ___ _
Address: Apt/Suite#:___ City: _ __State: ____ Zip:
Home Phone #: ( ) Cell/Pager/Other #: ( )

Work Phone #: ( ) Extension:

Email address: —— s, —
Social Security #: I Driver’s License #: _ ) .




Patient Current Health Concerns

What is the prim urpose of your visit?
O Injury Care |5 Temporary Relief Care [ Preventative/Correction Care ~ [J Wellness Care

Did you injure yourself recently? [ONo [OYes> How? OAuto Accident OWork Injury [Other:
When did you injure yourself? Date:
Are you currently receiving treatment for this injury? [JNo [ Yes>

What are your health goals? !check ALL that apply]
Reduce/eliminate Hain Reduce stress/tension [0 Manage weight [ Manaﬁe diet/ nutrition
O Increase strength/flexibility O Increase energy/immunity 0 Keep healthy/well

0 Other Goals [e.g. sports/ hobbies/ activities]:

Which services & products may you be interested in?
[T Spinal Decompression Therapy [ Laser Light Therapy [ Massage Therapy O X-Rays [ Pillows
O Acupuncture [ Chiropractic [ Physiotherapy ~ [ Vitamins/Herbs [ Foot arch supports

Where are your areas of concern? [Check ALL that apply and CIRCLE: R=RIGHT, L=LEFT]
Note how severe each area is on a scale of 0 (no pain) to 10 (extreme pain).

OHeadache:__/10 UJR/L Shoulder:__/10 OR/L Thigh:__/10
OJaw IE’ainz_/ 10 OR/L Elbow:_/ 10 OR/L Hip:__/10
ONeck pain:__/10 OR/L Wrist:__/10 ' OR/L Knee:__/10

cu ger back pain:__/10 OR/L Hand:_ /10 OR/L Foot:__/10
OMid-back pain:__/10 OR/L Upper Arm:__/10 COR/L Ankle:__/10
OLow back pain:__/10 OR/L Forearm:__ /10 OR/L Upper leg:__/10
OChest:__/10 OR/L Lower leg:__/10
OAbdomen:__/10

{0 Other:

\/E\I’hsthmakes your condition worse? Ositting Ostanding Cwalking Obending forward Olying down
ther:

VE\IIhathmakes your condition better? [ ice pack [ hotshower [Jrest [] medications>
Other:

Is your condition becoming progressively worse? [J No [J Yes-> Details:

Have you previously received treatment for this condition? [1 No [J Yes-> Check all that apply:
B Sou;gery O Meaicaﬁons O Injections O Chiropractic = O Physical therapy O Acupuncture
ther treatment:

Describe the quality of your pain/condition: (J sharp O dull O achy O burning [J throbbing
O Other quality:

What percent of the day do you have your pain / condition?
O constant [100%] ﬂfrequent [75 %Y O intermittent [50%] O occasional [25%]

How long have you had this condition? Since [month/day/ year]:
# hours: # days: # weeks: # months: # years:

Does your gain travel/radiate to another area of your body?
O No 0O Yes->body region:

lélaso y}(‘)ur condition interfered with your: (Jdaily activities OJwork [house chores Usports
ther:

Any other problems associated with your condition? 1 No [ Yes=>







