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Last: First:

Birth Date: _ _ / / SSN: _Age: Sex: |

Mari tal SStngtl®ar ri edi dowedDi vorc&éparated

Addr es s _
City: _ _
Home Phone: G J__ _ _Wor k Phone: (_______ ) -
Email Address:

Who referred you to our office?

Your Employment | nformati on

Busi ness Name:

Occupation/ Job Title: Job Descr

Job Classifi8attéennary (<5Lbgh20I(lbs) Moder af @l fHeavy (>50 1|
Lifting FreqGenstyalnOto %/6d7a V) equ et %/ d8BBPccasi-d82l dayp)

Lifting Postumwéds:h ArHmsgh Nefarom KneGf f Postufrreom Tor so

Conditionés Effect OmMidab mPaifmdumPdCamuldo( ljiomi)ted abil ity
Severe (can6ét Udhoa blliemittoe do edftor)m any of

Recreational Activity: Effects of Cu

List your hobbies:

No Eff &ct d PainfuMo@€anantdo) Pai ndrudbl(aitmi tRar)f or m



Current Heal th Conditi on

PLEASE LABEL ON THE DI AGRAM THE AREA
Use the | etters BELOW to indicate the TYPE and

Key A= AcheB= BurnNegNumbn®sspPins & beeSitlemsbi ng

ceqeccccer(eeettn

When did this Condition BEGI N?

Has it ever oYcecsiNror. e d BAMhfear?e ?

I's the CoMudtio iPentl@atbe RelHotneed | njSurny or Fall
Unknown Cause Lifting Sl ept Wr@tniger

Body Area(sTervincMad wv paikd bacRk bs Pel vi Kneesleadaches
Shoul ddlearnds Lower Ext U@mietry ExtHiepni t vy

Have you ever hade this condition in the past? Wh e n
How do you rate yPQTI ECInr ovhdeint ydoe 22 r e3 4Wo r sbt 6
How do you rate yPRHSTIENGInr cwhéeine fyéoas 2ar e 3 A4Wor s tb 6



Condi WorosneMor ni ngfternNbghtwi th Activi€ynstantnter mitt
Symptoms Better With:

not hing hedtsi vi tbyendi ng appl yi ngapcpollydi ng h

massage movemendTC med<Rx meds rest

stretchingsittingstandingdg wistingwal king
Daily Acti i | es: Effects of Current Con
Bendi ng: No Effedti IRHai nf (CanMaddPri nf (LUmabéaed) to P
ChangeaSiaamdNo Effediti IRdai nf (CanMaddPri nf (LUmabéaed) to P
Climb StairsNo Effeadtt IRHai nf (CanMddPri nf (LUmabée) to P
Driving: No Effediti IRMai nf (CanMddPri nf (LUmabée) to P
Extended CommpNwt &f fesMli:IRdai nf (CanMddPri nf (LUmabée) to P
Household Ch®Nwoe€£ffedtti IRMai nf (CanMaddPri nf (LUmabéaed) to P
Kneeling: No Effedti IRHai nf (CanMaddPri nf (LUmabéae) to P
Lifting: No Effedti IRHai nf (CanMaddPri nf (LUmabéae) to P
Concentrati oMo Effeaditi IRdai nf (CanMaddPri nf (LUmabéae) to P
Sel f Care: No Effediti IRMai nf (CanMddPri nf (LUmabée) to P
Sl eep: No Effediti IRai nf (CanMddPri nf (LUmabée) to P
Standing: No Effeaditi IRdai nf (CanMddPhri nf (LUmiabéea) to P
Wal ki ng: No Effediti IRMai nf (CanMddPri nf (LUmabée) t o P




PAST HEALTH i+ HI STORY

Fil |l out carefully as these probl ems can

Previous Care for this Same Condition:
I have not previously seen a doctor for this

Have you seen other docYesNo.for THIISf CYOND,| TWIHON? ( Na me
Type of Treat ment: YYamsNo he tre

Expl ain:

Previous Chiropractic Care:
I have not previously seen a Chiropractor OR

Doctor6s Name: Locati on:

Primary Care Physicians
I do not have a PCP or Fill in the informat.

Doctor s Name: Locati on:

Current Medication (
Li st ANY/ ALL me
F

Medi cati gn Dosage

cations you are CUR

or What CondHdaw olndng haye you beer
taking thfis?

Surgeries and Date Prefor med



Pl ease |ist all medications you are allergic to

Review of Symptoms
| o . :

Be w is a |list of symptoms that may seem un
er, these questions must by answered careful
car e
Fatigue Headaches Wei ght Loss or Gain
T MJ Ears Ringing Respiratory Probl em
Vi sion Probl ems Chest Pain/ DiscoSweolrlti ng
Heart Probl ems Hi gh Bl ood PressuAbedomi nal Pain
Heartburn Skin Disorders ri nary Probl ems
Di abetes Depressi on Arm/ |l eg weakness
Sei zures Stress Stroke
Al Il ergi es Ment al Di sorder Lymph node swelling
Anemi a ADD Hypertensi on
Scoliosis Arthritis Cancer
Arthritis Fibromyal gi a Thyroid Problem
Lupus HI V STD6s (unspecified)
Ot her :
Emergency Cont act
Last: __ ___ _ _ _ _ _ _ _ o _______ FirSpgaousRel at Fveed her_ _ _
Home Phone: (______ ) Cel | Phone: (_____



Insurance Information

Name of Insurance Phone
Address of Ins City Zip St
Name of Insured Insured Date of Birth -
Policy # Group #
Non Rescindable Assignment of Benefits [/ Agreement ~ Ackn
Todd L. Porter, D.C. ~ Lifestyle Chiropractic-162917 We
Phone-383405 -F&X9 660 40

The undersigned patient and/ or responsibility party, in additional continuing personal responsibility, arel or te#&enertdersd to me or my dependents assigned to
the doctor or facility named above the following rights:

CONSCENT TO TREAT: | authorize the performance of -déggnesienination, treatment, which the doctor consideysonechdsable in the course of their examination
and/or treatment, and | understand that | am fully responsible for the charges incurred for treatment.

EXECUTIVE ASSIGNEMENT , ACKNOWLEDGEMENT OR AGREEMENT: To any insurance, personal injury protectindpttiidgeamngtsettiesnent of any kind

to me or us in regards to treatment rendered by the above named doctor, you are hereby rendered to payderéd|ligrtkeraizege named doctor. If the policy, or third
party liability carrier prohibits direct payment to the above named doctor then l/we instruct and dirgar titoRiBy ttunchgleetchecks payable to me as follows: Todd L.
Porter, D.C., 2317 W. University Drive, Suite B5, Denton, Texas 76201, for benefits or settlements otherarsaquagablke @fetiprney or third party liability. | assign

benefits for services to Dr. Porter.

| fully understand that | am responsible to the above named doctor for any expenses and supplies providedt® hferthenydepesaed that payment on this account

is to be made as services are rendered. | ustaw ¢hatshts dabildy istparsonally detweenanle and the tkird
party liability. |1 understand that payment expenses that | have incurred needs to be paid at the time serficteatndengened that if the account is unpaid and the
account is assigned for collections and/or suit filed that l/we are personally responsible for court feesraredjardstmriey tegpaid account.

You are assigned to exclusive, irrevocable right to any cause of action that exists in my favor against suytiesesdane dfengflill for total services if such benefits or
settlements are owed within the term of the policy. l/we hereby grant the above named doctors limited pmwer of attorney, tin@ndorse my name upon checks,
drafts or negotiable instrument(s) representing payment from any insurance company, third party payer fotaraymeaitHarareaemdered by the above named doctor.
| agree that any payment representing an amount in excess of the charges or treatment rendered will be itt=ditequesti® tipealove named doctor.

Under your health plan you are finically responsible for copmsueariseand for covered services, as well asvicesels#rexceed benefits limits. You are also financial-
ly responsible for all-novered services, including care determined to be elective or maintenance as definedreypjanir Hlealfeiwices or products that may/are not
covered by your health insurance plan are supplements, vitamins, maintenance care, supports, chiropracécipupptie®, iessaies or modalities, etc.  The services
or products listed below are not covered according to your health plan. Your acknowledgement of the diadyeuibecibdea@dvised of this information and that you
agree to pay for the listed services or products. | acknowledge that | have been advised that in advane¢hhy thy slecticesdifted above may not be covered under
my health plan. This information is based on the plan benefits at the time that the services are rendéeetie@upthalig BLBAGE INFORMATION: You are authorized
to release information (including photographs or copies) concerning my condition and treatment to my inseisaimce )y sdsctadtoiey, employer, primary care physi-
cian, consulting doctors, insurance adjuster, for the purpose of reviewing or processing claims for benefitseanith pagraentyofilspendents.

Patient consent to use and disclose of Health Information for treatment, payment and/or Healthcare opehatasqadruotiergthrdlth care Lifestyle Chiropractic, Dr.
Todd Porter originates and maintains paper and/or electronic reports describing my health history, symptoedsiesxdisiftativeaament. | understand that this infor-
mation serves as: a basis for planning for care and treatment for futures caré amtemeatofasdmmunication wign hlthcare professionals who contribute to my care
-a source of information of applying my diagnosis informatiotmeanbifior which a third party payer can viedfy lséied were actually providlediderstand that the
Notice of private policies information is available for my review, which indicates a more detailed descsitisures asesyanfbdination. | understand that | have the
following right to review the health care information brochure prior to signinghisgiungeabject to the useydiealth care information for directory purposes and the
right to request restrictions as to how my health information may be used or disclosed to carry out trealtheatepapyenativios.héanderstand that special filing charges
may be billed to me for any special handing of my account.

| wish to have the following restrictions to the use or disclosure of my health information to: | understand that as part of this facili-
ties treatment, payment, or health care operations it may become necessary that as part of this facilitiesrthestithecarg@apaeation, it may become necessary to
disclose my protected health information to another entity, an | consent to such disclosure for the perufititdosuses, welizdingmail, us postal service, clearinghouses,
phone. | give the permission to the above named facility for doctor to contact I/we with birthday cards eteilgyostrasisygmsimotional information, and/or other
health care information. By signing this form | am giving Lifestyle Chiropractic , Dr Porter permissiasémyseratedted disellth information in accordance with the
directives listed above. This notice will stay in effect until the office of Lifestyle Chiropractic reptitbes itanh daifierstsponsible for charges incurred by I/we for service
rendered. | fully and understand and accept the terms of this consent. A photocopy of this documengshgll serve as the o

Date Print Name Sign







