C}liropractic Health Associates

Harley L. Misner, D.C. and J. Chris Johnson, D.C.
1407 Wyoming Ave
Billings, MT 59102
Phone # (406) 656-3333  Fax (400) 656-6633

Patient Information Insurance

Date SS# Who is responsible for account?

Patient Name Insurance Co

Last Name ID # Group #

Subscriber's Name

First Name Middle DOB ; ) ; SS#

Name Relationship to Patient

Address Assignment and Release

City State | certify that I, and/or my dependent(s), have insurance
coverage with and

Zip Email assign directly to Chiropractic Health Associates all insurance
benefits, if any, otherwise payable to me for services rendered.

Sex M [OF DOB Age | understand that | am financially responsible for all charges,

. . . . whether or not paid by insurance. | authorize the use of my
"IMarried uWIdgwed ~Single [1Minor signature on all insurance submissions. The above named
"1Separated [IDivorced clinic may use my health care information and may disclose
such information to the above-named insurance company and

Occupation their agents for the purpose of obtaining payment for services

Patient Employer/School and determining insurance benefits or the benefits payable for
related services. This consent will end when my current

Employer/School Address treatment plan is completed or one year from the date signed
below.

Signature of Patient, Parent or Guardian

Employer/School Phone

Spouse’s Name
DOB SS#
Spouse’s Employer

Print Name of Patient, Parent or Guardian

Date Relationship to Patient
Phone Numbers

Home# ( ) Accidt_ept Information |
Is condition due to an accident? [JYes[INo Date

Cell# ( )
. Type of accident [1Auto [1Work [JHome [ Other
Best time to reach you
' [JAuto Insurance [1Employer [TWork Comp [10ther
Name Relationship
Attorney Name (if applicable
Home# (__) Work# (__) y (i-app )

| hereby authorize the Doctor to treat my condition as he deems appropriate through the use of treatment methods used. If female, | attest that | am
currently not pregnant and that it is okay to take any necessary x-rays. | also agree that | am responsible for all bills incurred in this office. |
understand that the Doctor will provide care with the intent to remove energy blockages and if unable to achieve the level of care desired through
treatment methods offered will refer me to and healthcare professional.

Patient's Signature Date

Parent or Guardian Signature Date




Patient History

What isyour chief concern? (If more than one chief concern, please attach
additional sheets.)

For Doctor's Use

When did this concern begin?

Isit getting better or wor se?

How often isthis problem present?

When do you noticeit most? AM PM Constantly
What makesit better?

What makesit wor se?

Isit constant or doesit come and go?

What do you feel is causing this problem?

Doesthis praoblem interferewith any of the following?
Work Sleep Daily Routine Recreation
Rate the severity of the problem / pain on a scale of 1 (least severe) to

10 (most severe):

What treatments have you used for this concern?

What other health care professionals have you consulted about this

concern?

What areyour health goalsin dealing with this concern?
[ ] Relieve current symptoms
[ 1 Deal with underlying causes to prevent return of symptoms
[ 1] Enhance overall wellness and health




What prescription or over -the-counter medications do you take at the

present time?

For Doctor's Use

What vitamins, herbs, minerals, or nutritional supplements do you

currently take?

Do you have any allergiesto food, chemicals, or medications?

What injuriesor surgeries have you had?

Broken Bones:

Surgeries:

Accidents;

Hospitalizations:
What isthe date of your last:

Physical Exam:
Blood / Urine Test:
Spine/ Chest X-ray:
MRI / CT Scan / Bone Scan:
Tetanus Vaccination:

Areyou currently pregnant? Yes No  DueDate:

Have you had chiropractic carein the past?

Family History

Please list any blood relatives who have had the following conditions:

Cancer:

Diabetes;

Heart Disease:

High Blood Pressure:
Stroke:

Arthritis:

Blood Clots:

Other Significant Family IlIness:




Health History

Pleasecircle" Y" for a condition that you currently have, " P" for a

condition that you have had in the past, and " N" for a condition that

you have never had.

Z2 2 Z2 Z2 Z2 Z2 Z2 Z2 Z2 Z2 Z2 Z2 Z2Z Z2Z Z Z Z

AIDSHIV Y PN Mononucleosis Y P
Alcoholism Y P N Multiple Sclerosis Y P
Allergies Y P N Mumps Y P
Anemia Y PN Osteoporosis Y P
Appendicitis Y P N Pacemaker Y P
Arthritis Y PN Parkinson'sDisease Y P
Asthma Y PN Pneumonia Y P
BloodClots Y P N Palio Y P
BreastLump Y P N Prostate Problems Y P
Bronchitis Y PN Prosthesis Y P
Cancer Y PN Rheumatoid Y P
Cataracts Y PN Scarlet Fever Y P
ChickenPox Y P N Stroke Y P
Depression Y P N Thyroid Problems Y P
Diabetes Y PN Ulcers Y P
Emphysema Y P N Whooping Cough Y P
Epilepsy Y PN Y east Infection Y P
Fibromyalgia Y P N

Fractures Y PN

Glaucoma Y PN Other

Goiter Y PN

Gout Y PN

Heart Discase Y P N

Hepatitis Y PN

Hernia Y PN

Liver Disease Y P N

Lupus Y PN

Lyme's Y P N

Meades Y PN

Migraines Y PN

For Doctor's Use




Systems Review

Please circle your responses.
Bowel Habits
Issueswith:  Congtipation  Diarrhea  Bloody stool
Other

For Doctor's Use

How often do you have a bowel movement?

Bladder Habits

Issueswith:  Incontinence  Bedwetting Blood in theurine
Waking up at nightto urinate  Burning with urination
Other

How often do you urinate during the day?

How often do you urinate at night?

Digestion

Issueswith:  Gas Loss of Appetite Nausea
Vomiting Acid Reflux Bloating
Other

Respiratory / Cardiovascular
Issueswith:  Shortnessof breath  Coughing  Chest Pain

Poor stamina Poor circulation Asthma
Other

Hormones/ Endocrine

| ssues with: Cold handsor feet  Poor Circulation
High or low body temperature  Dry skin
Other

Per sonal Habits

Do you usetobacco products? Y N Type

Do you consume alcohol ? Y N Amount:

Do you consume coffee/ tea/ caffeine? Y N Amount:
Do you have a high stresslevel? Y N

Do you have an exerciseregimen? Y N Explain:




