Burton Chiropractic
2045 N. University Dr., Sunrise, FL 33322
(954) 742-0332

Date:
Confidential Patient Information
Patients Name: Chief Complaint:
Address: Home Phone:
Cell: Work:
Email: SSN:
Date of Birth: Marital Status: M S W D
Occupation: Employer:

Referred by:

Are your present symptoms or condition related to, or the result of an auto collision, work-related injury or other

personal injury? (Someone else might be responsible for payment?) _ Yes __ No
Ins. Company: Ins. Phone #:
ID#: Group #:
Name of Insured: Insured DOB:
Family Physician: (Note: We may send your health information to this provider)

Person to contact in case of emergency (Name and Phone):

What operations have you had? When?
When?
Serious IlIness: When?
Accidents/Injuries: When?
When?
Infectious Diseases: When?
History of Cancer(s): When?

Do you have a pace maker? Y / N
Do you ever had any Hip or Knee Replacements Y / N
What medications or drugs are you taking? (check those that apply): Pain Killers Insulin Cholesterol Meds

Blood Pressure Meds _ Muscle Relaxers _ Birth Control ___ Other:

Signature of Insured / Guardian Date



Below are a list of diseases which may seem unrelated to the purpose of your appointment. However, these questions
must be answered carefully as these problems can affect your overall course of chiropractic care. g ¥

CHECK ANY OF THE FOLLOWING DISEASES YOU HAVE HAD:
(J Pneumonia

O Mumps O Influenza
O Rheumatic Fever 0O Small Pox - O Pleurigy l[?ngiie
O Polio [J Chicken Pox O Arthritis O Tea
O Tubercg.;losis O Diabetes O Epilepsy O Alcohol
O Whoopmg Cough O Cancer (J Mental Disorders (O Cigarettes
O Anemia O Heart Disease 0O Lumbago [0 White Sugar
O Measles O Thyroid O Eczema

Have you been tested HIV positive? [1 Yes [ No
CHECK ANY OF THE FOLLOWING YOU HAVE HAD THE PAST 6 MONTHS:

MUSCULO-SKELETAL CODE
O Low Back Pain

O Pain Between Shoulders

O Neck Pain

O Arm Pain

O Joint Pain/Stiffness

O Walking Problems

O Difficult Chewing/Clicking Jaw

O General Stiffness

NERVOUS SYSTEM CODE
Nervous

Numbness

Paralysis

Dizziness

Forgetfulness
Confusion/Depression
Fainting

Convulsions
Cold/Tingling Extremities
Stress .

O00oOoDoDooOo

GENERAL CODE
O Fatigue

O Allergies

O Loss of Sleep
O Fever

O Headaches

GASTRO-INTESTINAL CODE
O Poor/Excessive Appetite
O Excessive Thirst

0O Frequent Nausea

O Vomiting

O Diarrhea

O Constipation

O Hemorrhoids

O Liver Problems

O Gall Bladder Problems
O Weight Trouble

O Abdominal Cramps

O Gas/Bloating After Meals
O Heartburn

O Black/Bloody Stool

O Colitis '

GENITO-URINARY CODE

O Bladder Trouble

O Painful/Excessive Urination
O Discolored Urine

C-V-R CODE

Chest Pain

Short Breath

Blood Pressure Problems
Irregular Heartbeat

Heart Problems

Lung Problems/Congestion
Varicose Veins

Ankle Swelling

Stroke

000000000

EENT CODE

O Vision Problems
O Dental Problems
O Sore Throat

O Ear Aches

0O Hearing Difficulty
O Stuffed Nose

MALE/FEMALE CODE

O Menstrual Irregularity

0 Menstrual Cramps

O Vaginal Painvinfection

O Breast Pain/Lumps

U Prostate/Sexual Dysfunction
O Other Problems

ooo

FEMALES ONLY:

When was your last period?

Are you pregnant?

O Yes O No O Not Sure

Please outline on the diagram the
area of your discomfort

FAMILY HISTORY

The following members have a
same or similar problem as | do:
0O Mother

O Father

() Brother

O Sister

O Spouse

O Child

CHIROPRACTIC ANALYSIS:
DIAGNOSIS:

Patient Accepted: 00 Yes O No I Referred

DO NOT WRITE BELOW THIS LINE

Dactar's Sinnatiire



Burton Chiropractic
2045 N. University Dr., Sunrise, FL 33322

Terms of Acceptance

Informed Consent:

A patient, in coming to the chiropractic physician, gives the doctor permission and authority to care for the patient in accordance with the
chiropractic tests, diagnosis, and analysis. The chiropractic adjustment or other clinical procedures are usually beneficial and seldom cause
any problems. In rare cases, underlying physical defects, deformities or pathologies may render the patient susceptible to injury. The
doctor, of course, will not give any treatment or care if he is aware that such care may be contra-indicated. Again, it is the responsibility of
the patient to make it known, or to learn through healthcare procedures whatever he/she is suffering from: latent pathological defects,
illnesses or deformities which would otherwise not come to the attention of the chiropractic physician. The chiropractic physician provides
a specialized, non-duplicating health care service. Your doctor of chiropractic is licensed in a special practice and is available to work with
other types of providers in your health care regimen. | understand that if | am accepted as a patient Burton Chiropractic, | am authorizing
them to proceed with any treatment that may be necessary. Furthermore, any risk involved, regarding chiropractic treatment, will be
explained to me upon my request.

Women Only:

To the best of my knowledge (I am / am NOT pregnant) and (give my permission / don’t give my permission) to x-ray me for diagnostic interpretation.
(please circle one) (please circle one)

Missed Appointments:

There is a possible $25 fee charged for all appointments that are not canceled prior to scheduled visit.

Consent to Evaluate and Treat a Minor:

I, being the parent or legal guardian of , have read and fully
understand the above terms of acceptance and hereby grant permission for my child to receive chiropractic care.

Communications:

In the event that we would need to communicate your healthcare information, to whom may we do so?
Spouse:
Children:
Others:

None

May we mail postcards or leave messages on any answering device, i.e. home answering machines or voicemails? Yes[] No[]

Acknowledgement:

I have reviewed the notice of privacy practices (HIPAA) and have been provided an opportunity to discuss my right to privacy. Upon
request | will be given a copy.

l, , have read and fully understand the above statements.

Signature: Date




