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/ƻƴŬŘŜƴǝŀƭ tŀǝŜƴǘ IŜŀƭǘƘ wŜŎƻǊŘ                 Todayôs Date:____/_____/________ 

 

 

 

Last:____________________________________   First:______________________________________ Middle: ______________   

Birth Date: ____ /____/_______         Age:______  Sex:  Male /  Female SSN: ____________________________________       

Marital Status:   Single       Married        Widowed        Divorced       Separated    

Address: ______________________________________________________________________________________Apt # _________  

City: ______________________________________________________ State: ___________________ Zip: ____________________ 

Home Phone:  (______) _______-_________  Work  Phone: (_______) _______________Cell Phone:  (_______) ______-_________    

Email Address: _______________________________________________________________________________________________ 

 Who referred you to our office?______________________________________________ 

     

        

Your Employment Information  
 
Business Name: ____________________________________________________    Work: _____  hrs  /  day or  week 
 
Occupation/Job Title: __________________________ Job Description __________________________________________________ 

 

Job Classification:   Sedentary (<5lbs)           Light (5-20lbs)               Moderate (20-50lbs)     Heavy (>50 lbs) 

 

Lifting Frequency:    Constant (67-100%/day)         Frequent  (33-66%/day)   Occasional (0-32%/day) 

 

Lifting Postures:          with Arms      High Near    from Knee          Off Posture          from Torso     

 
 
Conditionôs Effect On Job Performance:         Mild  Painful (Can do job)      Painful (limited ability to do job)  
 
        Severe  (canôt do limited duty)      Unable to perform any of my job due to condition 
 
 
 
 
  

Recreational Activity: Effects of Current Condition on Performance                                                                                                                                              
    No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform  
List  your   hobbies: ___________________________________________________________________________________________ 
 

    No Effect      Mild  Painful (Can do)         Moderate  Painful (Limited)       Unable to Perform  
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Current Health Condition 
       

 PLEASE  LABEL ON  THE  DIAGRAM  THE  AREA  OF  DISCOMFORT   
   

Use the letters BELOW to indicate the TYPE   and LOCATION  of  your  sensations  right  now. 
  

Key :    A= Ache           B= Burning       N= Numbness        P= Pins & needles        S= Stabbing 

 
Describe  the  symptoms  are you having________________________________________________________________________         

___________________________________________________________________________________________________________ 

When did this Condition BEGIN?   ________________________   

 

Has it ever occurred before?  Yes   No.   When? _____________________________________________________ 

 

Is the Condition:     Auto Related     Job Related     Home Injury      Slip or Fall                                                                                                                                                                                                                                                   

 Slept Wrong        Unknown Cause                          Lifting                Slept Wrong        Other            

Explain: __________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

 
Body Area(s)  Involved:   Cervical       Low back     Mid back        Ribs       Pelvis         Knees    Headaches 

                                              Shoulder     Hands            Lower Extremity       Upper Extremity      Hip 
 
Have you ever hade this condition in the past?  When_______________________________________________________ 
    

 How do you rate your pain when you are ACTIVE?       Circle one    Little  1   2  3    4   5   6   7  8   9   10  Worst 

 

How do you rate your pain when you are RESTING?    Circle one    Little  1   2   3   4    5   6   7  8   9   10  Worst 
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Condition   Worse:     Morning      Afternoon     Night      with Activity;       Constant         Intermittent 

 
 
Symptoms Better With:    

     nothing helps    activity     bending          applying cold      applying heat 

                             massage    movement   OTC meds      Rx meds            rest  

    stretching     sitting   standing        twisting            walking           

 

 
          

 

Daily Activities:  Effects of Current Condition on Performance 

Bending:     No Effect       Mild  Painful (Can do)     Mod  Painful (Limited)          Unable to Perform      

Change PosnïSit-Stand:     No Effect       Mild  Painful (Can do)     Mod  Painful (Limited)          Unable to Perform  

Climb Stairs:     No Effect       Mild  Painful (Can do)     Mod  Painful (Limited)          Unable to Perform  

Driving:      No Effect       Mild  Painful (Can do)     Mod  Painful (Limited)          Unable to Perform  

Extended Computer Use:     No Effect       Mild  Painful (Can do)     Mod  Painful (Limited)          Unable to Perform  

Household Chores:     No Effect       Mild  Painful (Can do)     Mod  Painful (Limited)          Unable to Perform  

Kneeling:      No Effect       Mild  Painful (Can do)     Mod  Painful (Limited)          Unable to Perform  

Lifting:       No Effect      Mild  Painful (Can do)     Mod  Painful (Limited)          Unable to Perform  

Concentration           No Effect      Mild  Painful (Can do)     Mod  Painful (Limited)          Unable to Perform  

Self Care:      No Effect      Mild  Painful (Can do)     Mod  Painful (Limited)          Unable to Perform  

Sleep:      No Effect      Mild  Painful (Can do)     Mod  Painful (Limited)          Unable to Perform  

Standing:     No Effect     Mild  Painful (Can do)     Mod  Painful (Limited)          Unable to Perform  

Walking:     No Effect       Mild  Painful (Can do)     Mod  Painful (Limited)          Unable to Perform  
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PAST  HEALTH  HISTORY   ï  

 
Fill out carefully as these problems can affect your overall course of care. 
 
 

Previous Care for this Same Condition: 
   I have not previously seen a doctor for this condition OR Fill in the information BELOW 
 

Have you seen other doctors for THIS CONDITION?   Yes   No.      If yes, Who? (Name) _____________________  

Type of Treatment: ____________________  Was the treatment beneficial in resolving condition?   Yes    No 

Explain: ________________________________________________________________________________________ 

 

 

Previous Chiropractic Care:                                                                                                                                                                                                                                                 

   I have not previously seen a Chiropractor OR  Fill in the information BELOW. 

  
Doctorôs Name: ________________________  Location: _____________________  Date of Last Visit: ____________ 
 

 

Primary Care Physicians :          

   I do not have a PCP  or Fill in the information BELOW. 

  
Doctorôs Name: ________________________  Location: _____________________  Date of Last Visit: ____________ 
 
 
 

Current Medication (s):              
  List ANY/ALL medications you are CURRENTLY taking.  Be Specific. 

 

Surgeries and Date Preformed  
 

 

 Medication Dosage For What Condition? How long have you been 
taking this?  

    

    

    

    

    

    

    

    

    



 

5 

 Fatigue   Headaches  Weight Loss or Gain 

 TMJ  Ears Ringing  Respiratory Problem 

 Vision Problems  Chest Pain/ Discomfort  Swelling 

 Heart Problems  High Blood Pressure  Abdominal Pain 

 Heartburn  Skin Disorders  urinary Problems 

 Diabetes  Depression  Arm/leg weakness 

 Seizures  Stress  Stroke 

 Allergies  Mental Disorder  Lymph node swelling 

 Anemia  ADD  Hypertension 

 Scoliosis  Arthritis  Cancer 

 Arthritis  Fibromyalgia  Thyroid Problem 

 Lupus  HIV  STDôs (unspecified) 

 Other:   

   

   

 
Please list all medications you are allergic to :________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
 

Review of Symptoms 
Below is a list of symptoms that may seem unrelated to the purpose of you r appointment. Howev-
er, these questions must by answered carefully as the problem can affect your overall course of 
care. 

Emergency Contact 
 

Last:________________________ First:__________________   Relationship:  Spouse    Relative    Friend    Other  

Home Phone:  (______) ___________    Cell  Phone: (_____) _______________    Work Phone (_______)___________ 
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Insurance Information  

Name of Insurance ______________________________________________________________    Phone  ____________________________________________________________ 

 

Address of Ins __________________________________________________________________   City ________________________________  St __________  Zip______________ 

 

Name of Insured_________________________________________________________________   Insured Date of Birth ____________- _____________- ______________________ 

 

Policy #________________________________________________________________________   Group #____________________________________________________________ 

 

 

Non Rescindable Assignment of Benefits / Agreement ~ Acknowledgement ~ Authorization of Release and Consent Form 
Todd L. Porter, D.C.  ~ Lifestyle Chiropractic  2317 West University Drive Suite B5 ~ Denton Texas  76201-1699 

Phone  940-387-0405   Fax  940-383-2966 
 
The undersigned patient and/ or responsibility party, in additional continuing personal responsibility, and in treatment rendered or to be rendered to me or my dependents assigned to 
the doctor or facility named above the following rights: 
 
CONSCENT TO TREAT: I authorize the performance of diagnostic x-rays, examination, treatment, which the doctor considers necessary or advisable in the course of their examination 
and/or treatment, and I understand that I am fully responsible for the charges incurred for treatment. 
 
EXECUTIVE ASSIGNEMENT , ACKNOWLEDGEMENT OR AGREEMENT:  To any insurance, personal injury protection, third party, attorney, and/or dispensing settlement of any kind 
to me or us  in regards to treatment rendered by the above named doctor, you are hereby rendered to pay in full for services  rendered by the above named doctor.  If the policy, or third 
party liability  carrier prohibits direct payment to the above named doctor then I/we instruct and direct the PIP, third party or attorney to make checks payable to me as follows:  Todd L. 
Porter, D.C., 2317 W. University Drive, Suite B5, Denton, Texas 76201, for benefits or settlements otherwise payable to me by an insurance, PIP, attorney or third party liability. I assign 
benefits for services to Dr. Porter.     
 
I fully understand that I am responsible to the above named doctor for any expenses and supplies provided to me or my dependents.  I further understand that payment on this account 
is to be made as services are rendered.  I understand that any charges that are related to a third partyôs liability, I understand that this liability is personally between me and the third 
party liability. I understand that payment expenses that I have incurred needs to be paid at the time services are rendered.  I further understand that if the account is unpaid and the 
account is assigned for collections and/or suit filed that I/we are personally responsible for court fees and/or attorney fees in regards to the unpaid account. 
 
You are assigned to exclusive, irrevocable right to any cause of action that exists in my favor against any insurance benefits to the extent of my bill for total services if such benefits or 
settlements are owed within the term of the policy.  I/we hereby grant the above named doctors limited power of attorney, the power of attorney to endorse my name upon checks, 
drafts or negotiable instrument(s) representing payment from any insurance company, third party payer for payment for treatment and health care rendered by the above named doctor.  
I agree that any payment representing an amount in excess of the charges or treatment rendered will be credited to me upon written request to the above named doctor. 
 
Under your health plan you are finically responsible for copayments, co-insurance and for covered services, as well as those services that exceed benefits limits. You are also financial-
ly responsible for all non-covered services, including care determined to be elective or maintenance as defined by your health care plan. The services or products that may/are not 
covered by your health insurance plan are supplements, vitamins, maintenance care, supports, chiropractic supplies, massage, acupuncture, therapies or modalities, etc.   The services 
or products listed below are not covered according to your health plan.  Your acknowledgement of the above listed indicates that you have been advised of this information and that you 
agree to pay for the listed services or products.   I acknowledge that I have been advised that in advance by my doctors office that the services listed above may not be covered under 
my health plan.  This information is based on the plan benefits at the time that the services are rendered and eligibility under the plan.  RELEASE INFORMATION:  You are authorized 
to release information (including photographs or copies) concerning my condition and treatment to my insurance(s), electronic clearing houses, attorney, employer, primary care physi-
cian, consulting doctors, insurance adjuster, for the purpose of reviewing or processing claims for benefits and payment of services to me or my dependents. 
 
Patient consent to use and disclose of Health Information for treatment, payment and/or Healthcare operations: I understand that as part of my health care Lifestyle Chiropractic, Dr. 
Todd Porter originates and maintains paper and/or electronic reports describing my health history, symptoms, examination and test results for treatment. I understand that this infor-
mation serves as: a basis for planning for care and treatment for futures care and treatment ï a means of communication with Other healthcare professionals who contribute to my care
- a source of information of applying my diagnosis information to my bill ï A means for which a third party payer can verify services billed were actually provided ï  I understand that the 
Notice of private policies information is available for my review, which indicates a more detailed description of uses and disclosures of my information. I understand that I have the 
following right to review the health care information brochure prior to signing this consent ï the right to object to the use of my health 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 treatment, payment or health care operations.  I understand that special filing charges 
may be billed to me for any special handing of my account. 
 
I wish to have the following restrictions to the use or disclosure of my health   information to:__________________________________________I understand that as part of this facili-
ties treatment, payment, or health care operations it may become necessary that as part of this facilities treatment, payment or health care operation, it may become necessary to 
disclose my protected health information to another entity, an I consent to such disclosure for the permitted uses, including disclosures, via fax, email, us postal service, clearinghouses, 
phone. I give the permission to the above named facility for doctor to contact I/we with birthday cards, holiday cards, newsletters, postcards, promotional information, and/or other 
health care information.   By signing this form I am giving Lifestyle Chiropractic , Dr Porter permission to use and or disclose my protected health information in accordance with the 
directives listed above.  This notice will stay in effect until the office of Lifestyle Chiropractic replaces it.  I understand that I am fully responsible for charges incurred by I/we for services 
rendered.  I fully and understand and accept the terms of this consent.     A photocopy of this document shall serve as the original.  
 
 
Date ______________________   Print Name ______________________________________________    Sign ___________________________________________________ 
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