‘E’ﬂﬁ(& to = Brian H. Wikoff D.C. and Associates

‘ ; 2431 N. Tustin Avenue, Suite A

K'F?, | &l | santa Ana, CA 92705

) Chiropmc.tic Ph. 714-541-LIFE (5433%) ~ Fax 714-541-5405
A Weles Center www.drwikoff.com

Patient Name: o Male 0 Female
LAST FIRST MI

What You Prefer To Be Called: Birthdate: / / Age:

SS5#: Driver’s License #

Mailing Address:

STREET aTy STATE ZIP
Home Phone #: ( ) Cell Phone #: ( )
Work Phone # ( ) E-mail Address :

Status: O Single 0 Married o Divorced o Scparated o Widowed - Ages of Children

Whom can we thank for rchrringgou?

Emplogcr: How Long: OccuPation

Emploger’s Address:

STREET aTy STATE ZIp

IN EVENT OF EMERGENCY

Whom should we contact? Relation:
Home Phone #: Work# Cell #
Who'is your Medical Doctor? Phone #: ( )

PAYMENT FOR CARE

o CASH o CHECK o CREDIT CARD PLUS o INSURANCE, Please give us a copy omcang omcgour Insurance Cards

ACCOUNT INFO ~Person ultimatclu res_ponsiblc for account:

Name: Relation:
Address:
SS #: Drivers License #:

Home# Work #: Cell#




HEALTH HISTORY

Where or what is your main Problem?

How did it start? How long has it been bothcringgou?

Have you had treatment for this Problcm, Plcase exl;)lain:

Have you ever beento a ChiroPractor before? o yes ono ngcs, Your last Chiropractor’s Name

Your last a&Justmcnt? What was the treatment for?

Do you have or have you had any of the Fo”owing diseases, medical conditions or Procedures?

o Headache o Fainting 0 Dizziness O Twitching o Numbness o Migraines o A”crgics

o Neck Pain o Fatigue o Glaucoma o Sinus Problems 0o Vision Prob|ems o Ringing in Ears
o Cold hands o Scizurcs/l‘:PilePsy o DcPression mi lrritability o Loss of Balance o Ear Infections
o Pain in arms/shoulders 0 Muscle spasms O Asthma o Chest Pain o Mid Back Pain  oRib Pain

o Shortness of Breath DThgroid trouble 0 Anemia o Pins and needles in arms or hands o Diabetes
o High Blood Pressure = Kidneg Problems o Constipation o Stomach Problems o Ulcers/Colitis
0 Low Blood Pressure o Congenital Heart Defect oHeart Attack/Stroke o Mitral valve ProlaPsc
o Cancer o 5coliosis oArthritis o Artificial Bones/Joints/lmP|ants o Psychiatric Problems
oLower Back Problems o Pain down Iegs = Numbncss/Tingling in |cgs o Other

Please list any surgeries with dates

List any Pas’c serious accidents with dates:

Please list the current medications you are on and for what Problem:

Do you take Supplemcnts or Vitamins? 0 Yes o No Do you exercise? 0 No o Yes hours per week

Do you smoke?n No o Yes How much? How long? Are you dieting? o No o Yes Since / /

Are HOU wcaring: ] 51’706 11&5 O Inner SOlCS ] Arch SuPPOT‘tS

FOR WOMAN:

Are you Pregnant? oNo o VYes If 50, how many weeks? Are you nursing? 0 Yes 0 No

! hereby authorize the doctor and or associates of Back to Life Chiropractic to work with my condition through the use of
Chiropractic ad)’us’cmcnts and Phgsiotherapy tomy sPine, as he or she deems aPProPriatc. I authorize the staff to Pchorm any
necessary services needed during diagnosis and treatment. If care is for a minor child listed above 1 am giving the doctors of the
Facilitg authorization to treat my child’s condition as described above. 1 clcarly agree that all services rendered me are chargccl
clirectlg to me and that | am Persona”g resPonsible for all bills incurred at this office. | hcrebg authorize assignment of my insurance
rights and benefits (i{: applicablc) clirectlg to the Provider for services rendered. | understand that the doctor’s office will prepare
any necessary forms to assist me in co”ecting from the insurance company and that any amount authorized to be Paid clirectlg to

the doctor’s office will be credited to my account on receipt‘

DATE PATIENT

SIGNATURE OF RESPONSIBLE PARTY



