
Thank you for selecting CREEKWOOD CHIROPRACTIC PC. 

We will strive to provide you with the best possible care, To help US meet your entire h"althc~u:e need8, please 
fill out this form coxnpletely. Ifyou have any ql1eations or need assistance, please ask &: we will be happy to 
hclp, ' 

Dmo ____________________ , __ 

Patient/Guarantor Infol1nation 
Chook Appropriate Box 0 MillO[ 0 Single 0 Marrio(\ 0 Divorced 0 Widowed 0 Separ'ated 

Nllme, ___ , 

Soc Sec #: ----'...-! 
Home Phone ___ ,~ __________ , Cell Phone ~ ___ _ 

Address ' ___________ City , _______ St ___ Zip __ _ 

Patient's or Parent's Employer _____ ~ ___________ Work Ph 

Employer Address _____________ City St __ Zip 
----,- ------

Spouse, Parent or Other ____ ~, , ____ ._~ _________ DOB_I_/_,_ 

Soc Sec ,if: 1 1 ___ _ 

Home Phone, ________________ Ccll Phone _______________ , 

Address City _______ St Zip __ 

Employer Ph ______ ~ 

Employer Address _ St __ Zip ___ _ 

IfPatiell\ is a Student, Name of School/College ________ -----_____ _ 

City State ----------- ------
Person to Contact in Case ofEmergemcy ______________________ _ 

Phone __________ AddrllSs ___ , _________ __ 

NOl:l Family Member Contact __ ~ _______________________ _ 

Phone ________ ~ __ Addresa ____________ _ 

WbQ is responsible for the patient's medical OllXe? ___________________ _ 

Whom May We Thank fat Ref~ng You? 

• OVer -
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In.surance Information 
Name of Insured _____ ~ __ ~. _________ .~ ______ RelatjQnship to Patiel)t ______ ~_. 

DOB ___ ~. ____ Soc Sec if ____ --' __ --' __ " ___ Da.te Employed ____ . _____ _ 

Name of Employer Work Phone __ ._. ____ _ 

Employer Address SI ___ Zip _._. __ 

Insurance Company __ .•• __ . __________ Group # Union or Loca1 ____ ~._ 

IllS. Co Address SI 

Insurance Company Phone # _____ . 

DO YOU HAVE ANY ADDITIONAL INSURANCE? Yes No HYES, Comp.lete the following: 

Name oflllsured 

DOB ---- Soc Sec # ~.~ __ I __ ~I ____ Date Employed ________ _ 

Name of Employer ~ ___ . ________________ WorkPhonc ________ _ 

Employer Address ______________ ~ City ___ . ____ St __ . Zip 

I!l)Iurllnce CompallY __ ~ _______ Group # ______ ~ Union or Local 

Ins. Co Address City _____ St _._" Zip. __ _ 

Insursl1ce Company Phone # ___ _ 

Authorization and Release 

J cort!lv that 1 have read and understand the above information /0 the b~$t o/my knowledge. The above 

questions haw been accurately answered. I understand that providing incoPrl!!ct information can be dangerous 

to my health. 1 authorize the physic/art 10 release any information including the diagnosis and the records Cit 
a'\Y treatment or examination rendered to me or my child during thfJ period of .!luck care to third party payors 

andlol' health practitiom;rs. I authorlze and request my Insurance company 10 pay directly to the physicians 

o/fice" insurance benefits othel"Wise payable 10 me. J understami that my in$urance carrier may pay less th.an the 

actual billjor services. 1 understand J am responsible!o1' all ""pays. deductibles. co-insurance and bal,;mc4s, 

x ________________ ~~ ________________________________________ __ 
Signature of Patient (or Parent if minor) 

This form needs to be fille:l out completely it) order for (lUf services to be provided. 
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Patient Name Oate 

Reason far lod~y's vi.it: 0 Emerg"ncy 0 New Injury 0 Old Injury 0 Chroni" Pain [I Wellnass Visit 

Ar0 you in paIn: 0 Yes 0 No Rate your pain with the following scale 

Di<i your Injury occur duMng: 0 Work 0 Sportsl play o Auto Accident (1 Routinel HOl;isehold activity , 
Wh~n did your.CQ:nditionl accldemt 0C'.Cur? __ .-1-__ ' ___ Wher. did your Injury 
PI •••• explain what happ .. ned: ____________ ...., _______________________ _ 

Is Yol.,lr condItion gettin'g wOl"$e? l:l Yes Cl No a CM!illant 0 CO!'Y'l$I!li and goes 

I. yoW oondltlon interfering with youc D Work (:] Sl~ep or 0 O~ily roUllne? If '0, how: __________ ---------

Has this.or aomethlf'lg simllar h·~ppt;}lj"d !n the past? 

o Yes ·0 No Ex.plaio: 

Ush'9lho adjacent body charts. please circle all .ffected 

Areas. 

Hav. you b."" treated by a medical physician for this 

Pain? DYes 0 No If so. whero? _~ _______ ~ 

Have you ever beon treated by fA chiropractor? (J' Yes 0 No 

Cllnio Dr Drs Name: 

CllnicPhone#: _____ .,-_________ _ 

~;) Q 

I \W .{j ~:C 

jj ... 
Left Back 

~w ~~:1 
,r--;;'<:' 1'[1"' ...... ""'-" l \j'<" 
f.\~! /,.) 1,'\ 
11' /' ~ /"'1 

11~ ~J\ 11(:1 

'<J ..-, 

Front Right 

Are you taking any of the following medications? 0 Nerve PillS 0 Pain killers (including aspirin) 0 Mi.1Scle relaxes 0 Blood 

thinners 
o Tranquilizers 0 Insulin 0 Other(s) _________________________ , 

Do you have or have you had any of the following dlse,ases, medical conditions or procedure$? 

Y N HoBn Attacl<l Stroke Y N Heartl SurgJ Pacamakor Y N Heart Murmur Y N Congcnit:ll H~M OefEitm Y N Milral Valvo Frllf~pl!i!) 

y N Artlfi~.1 Valv •• Y N AI~Qholl tlrug Abuse Y N Venereal DIsease Y N Hepatitis Y N Anel'l'lillli Ola~1ii!taG 

Y N Shingl •• Y N CanGer Y N f:'teque.nl Neck Pain Y N Gllllucoma Y N Kkjn$Y Probllllril$ 

Y N High! I-cw Blood PJ'Q$~UI'e Y N P'$YQhtairlc prQblams Y N Rheumatic Fever Y N 8cVaYi')/ FrCQ\,u)rlt Headaches Y N Tl"lb$rclJlosis 

Y N Ulcers' Colilis Y N FailltlngJ Scizul'0Si Epilopsy Y N Sin", Problom' Y N ~mphys~ma' Aslhm. Y N Arthritis 

Y N DiffiCUlty are. thing Y N Chamotht'lrapy Y N Lower Sack Problems Y N Anlfloli'd 80rnlrel Jolnlsl Implant:;; 

Please list any surgeries with dates andl or any other serious medical condition(s) not listed above: 

list ~ny past seriou" accidents with dates: 

PI ••• e list anything thai you may be allergiC to; 

AP- t· 
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Patient Name_' ________ _ Date ____ _ 

".mily Health History: 

Do y<Ju take Supplements or Vitamin$? 0 Ye. 0 No Do you exercise? 0 No D hours per weel( 

Do you smoke? 0 No 0 Yes How much? How Long? _____ _ 

Are you wearing: 0 Shoe lifts 0 Inner soles D Arch support. Are you dieting: D No 0 Yes· Siilce __ 1 __ 1 __ 

For Women: Are you taking Birth Control? 0 Ves 0 No 

Are you nursing? 0 Yes 0 No Ar" you pregnant? 0 Y.s 0 No If so, how many w .. "k$?_~_, __ 

o We inVite you to discuss with us any questions regardIng our services. The best services are based on a 'friendly, rnutuaJ 
cndor.landlng between provider and patient 

o Our policy requires payment in full for all services rendered a' the lima of visit, unless other arrangements have beer. 
made with II,e business manager. If account is not paid within 90 days of the dats of service and no financial 
arrangements have been made, you will be responsible for legal fees, collection agency fees. interest charges and any 
other expenses Incurred In collecting YDur account. 

" I authorize the staff to perform any necess8'Y services needed during diagnosis and treatment. I also authorize the 
provider to release any information required to process insurance claims, 

o I Urlderstend the abova iniClrmation and guarantee Ihis form was completed correctly to tht;' best of my knowledge end 
understand it is my responsibility to Inform this office of any chenges to 1M information I have provided, . 

Signature D3te _____ _ 

o Adult palient 0 Parent or Guardian 0 Spouse 

Ap·Z-
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PRIVACY NOTICE WRITTEN ACKNOWLEDGEMENT 

(MJddle) 

Dat. 

no.amen tation of Good Faith EfIOrt 

Cl At\lmIpted to distribute the Noti"" ofPrlvac,y Practices to the patimlt/parettt/legal guardl!lll, but W. 
patiem, paIlll1t, legal guardian declined to acknowledge W. reaUpt of the Notiee ofPrlvac,y l'facti_. 

[] Patient/Pare.nt/Legod Gum:dian si>1lOO theyhad 8lready ~i'l'ed the l'rlvacy Notice. 

IJ PatientfPm:entJLegal Gual'dian di1"ected our el!nie's website to-mww. Notice of 
Pri'\>l,iC,Y l'raeti<:<is, 

P 006/006 

IJ Ofu~ ______________________________________________________ ___ 

Date 


