FORD WELLNESS AND REHAB, 2003 HWY. 114 #340, TROPHY CLUB, TX, 76262


PERSONAL INFORMATION:
	NAME (FIRST, MI, LAST, SUFFIX):
	SOCIAL SECURITY #:
             -             -             
	DATE:

	DATE OF BIRTH:

                 /                 /             
	AGE:
	SEX:

         M          F
	MARITAL STATUS:

  M         S         D         W
	NUMBER OF CHILDREN:

	ADDRESS:



	CITY:


	STATE:
	ZIP:

	HOME NUMBER:

          -          -          
	WORK NUMBER:

          -          -          
	CELL NUMBER:

          -          -          
	FAX NUMBER:

          -          -          

	COMPANY NAME:


	JOB TITLE:

	LENGTH OF EMPLOYMENT:


	EMAIL ADDRESS:

	TYPE OF WORK:
	OFFICE/CLERICAL
	LIGHT LABOR
	MODERATE LABOR
	HEAVY LABOR

	SPOUSE’S NAME:



	EMERGENCY CONTACT:


	RELATIONSHIP:

	HOME NUMBER:

             -             -             
	WORK NUMBER:

             -             -          
	CELL NUMBER:

             -             -         


MEDICAL HISTORY (check all that apply):

Family:

	
	Number
	Back
	Heart
	Stroke
	Cancer
	Diabetes
	High Blood Pressure

	Mother
	
	
	
	
	
	
	

	Father
	
	
	
	
	
	
	

	Sisters
	
	
	
	
	
	
	

	Brothers
	
	
	
	
	
	
	


Social:

	
	Daily
	3x/wk
	2x/wk
	1x/wk
	2x/mo
	1x/mo
	Never

	Tobacco/Smoke
	
	
	
	
	
	
	

	Exercise
	
	
	
	
	
	
	

	Work on Computer
	
	
	
	
	
	
	

	Sit at Desk
	
	
	
	
	
	
	

	Work on Phone
	
	
	
	
	
	
	


Surgeries:

	Surgery
	Date
	Surgery
	Date

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Allergies:

	Allergy
	Date Detected
	Allergy
	Date Detected

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Current Medications or Supplements:

	Name/Dosage
	Name/Dosage
	Name/Dosage
	Name/Dosage

	
	
	
	

	
	
	
	

	
	
	
	


Please list ANY serious medical conditions that you have EVER had:

List Past Serious Accidents including Dates:

Primary Care Physician:






Date of Last Visit:

Condition List (circle all that apply):

	Alcohol/Drug Addiction
	Anemia
	Arrhythmia
	Arthritis

	Asthma
	Bleeding Disorder
	Blood Clots
	Blood Transfusions

	Bowel Problems
	Broken Bones
	Cancer
	Cataracts

	Chickenpox
	Colitis
	Collagen Vascular Disease
	Depression/Anxiety

	Diabetes
	Eating Disorder
	Emphysema
	Epilepsy

	Gall Bladder Disease
	Genital Herpes
	Glaucoma
	Gout

	Headaches
	Heart Disease/Attacks
	Heart Murmur
	Hemorrhoids

	Hepatitis
	High/Low Blood Pressure
	High Cholesterol
	HIV/AIDS

	Joint/Back Pain
	Kidney Infections
	Kidney Stones
	Liver Disease/Problems

	Lung Disease
	Mental Disorder
	Osteoporosis
	Paralysis

	Pneumonia
	Polio
	Prostate Problems
	Reflux/Ulcers

	Rheumatic Fever
	Seizures/Epilepsy
	Sexual Dysfunction
	Sickle Cell

	Stroke
	Suicidal Tendencies
	Thyroid Disease
	Tuberculosis

	Urine Discoloration
	Hospitalized
	Artificial Limbs/Joints
	Arm/Leg Pain

	Heart Surgery/Pacemaker
	Congenital Heart Defect
	Mitral Valve Prolapse
	Artificial Valves

	Worker’s Comp Injury
	Chemotherapy
	Difficulty Breathing
	Psychiatric Problems

	Frequent Neck Pain
	Fainting
	Chiropractic Care
	Personal Injuries

	Fractures
	Neck, head, or back injuries
	Surgery
	Shingles


The Reason for this visit is a result of (Please Circle):     

Auto Accident     Work Injury     Trauma     Sports     Gradual Onset     Chronic     Other

Date of Injury/When did the condition begin? ____________________________________________

Is this condition getting worse?     Y      N

Explain what happened? ______________________________________________________________

Is this condition interfering with (circle):     Work     Sleep     Daily Routine     Other:
If so, Please Explain: _________________________________________________________________

____________________________________________________________________________________

WOMEN ONLY:

Do You Take Birth Control?    Y     N
If yes, for how long? ______________________________

Nursing?     Y     N          Pregnant?     Y     N          If yes, what is you delivery Date?_____________

[image: image1.jpg]


[image: image2.jpg]



Please darken the body part(s) 

in which you are currently 

experiencing symptoms:

	Where does it hurt?
	ONSET (Start Date)
	PROVOCATIVE

(Worse)
	PALLIATIVE

(Better)
	QUALITY

( Pain Type)
	RADIATION

(Arm/Leg)
	SEVERITY

(1 – 10)
	TEMPORAL

(Constant/On-Off)

	1
	
	
	
	
	
	
	
	

	2
	
	
	
	
	
	
	
	

	3
	
	
	
	
	
	
	
	

	4
	
	
	
	
	
	
	
	

	5
	
	
	
	
	
	
	
	

	6
	
	
	
	
	
	
	
	

	7
	
	
	
	
	
	
	
	


AUTHORIZATIONS:  Name:                                                                       Date:________________

A. I hereby authorize release of any medical information necessary to process this claim and request payment of insurance benefits either to myself or to the party who accepts assignment.

B. I authorize payment of any medical benefit from third-parties for benefits submitted for my claim to be paid directly to this office. I authorize the direct payment of this office of any sum I now or hereafter owe this office by my attorney, out of proceeds of any settlement of my case and by any insurance company contractually obligated to make payment to me or you based upon the charges submitted for products and services rendered.
C. I understand and agree that health and accident policies are an arrangement between an insurance carrier and me. Furthermore, I understand that this office will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any amount authorized to be paid directly to this office will be credited to my account upon receipt. However, I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment. I also understand that if I suspend or terminate my care and treatment, any fees for products or professional services rendered will be immediately due and payable. Unpaid balance of more than 90 days will be turned over to a collections agency. 
We invite you to discuss with us any questions regarding our services and/or fees. The best health services are based on a friendly, mutual understanding between provider and patient.

I understand the above information and guarantee this form was completed correctly to the best of my knowledge. I understand it is my responsibility to inform this office of any changes in my medical or insurance status.

INSURANCE INFORMATION

Responsible Party (Member): __________________________________________________________

Insurance Company: ________________________________ Phone #: ________________________

ID Number: ________________________________________ Group Number: __________________
Signature: ____________________________________________ Date:_________________________

Guardian Signature: ________________________________________ Date:____________________

Who referred you to this Office?

____________________________________________________________________________________

