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FAMILY HEALTH HISTORY

Many health problems are hereditary in nature and can be passed down from generation to generation.
Please review the list of diseases and conditions and indicate those that are present in your family members.  Leave blank those spaces that do not apply to you or your family members.

	CONDITION
	FATHER Age( )
	MOTHER Age( )
	SPOUSE
Age( )
	BROTHER(S)
Age( ) Age( )
	SISTER(S)
Age( ) Age( )
	CHILDREN
Age( ) Age( ) Age( )

	Arthritis
	
	
	
	
	
	
	
	
	
	

	Asthma/Hay Fever
	
	
	
	
	
	
	
	
	
	

	Back problems
	
	
	
	
	
	
	
	
	
	

	Bursitis
	
	
	
	
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	
	
	
	
	

	Constipation
	
	
	
	
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	
	
	
	
	

	Disk problems
	
	
	
	
	
	
	
	
	
	

	Emphysema
	
	
	
	
	
	
	
	
	
	

	Epilepsy
	
	
	
	
	
	
	
	
	
	

	Headaches
	
	
	
	
	
	
	
	
	
	

	Heart problems
	
	
	
	
	
	
	
	
	
	

	Hypertension
	
	
	
	
	
	
	
	
	
	

	Insomnia
	
	
	
	
	
	
	
	
	
	

	Kidney problems
	
	
	
	
	
	
	
	
	
	

	Liver problems
	
	
	
	
	
	
	
	
	
	

	Migraine
	
	
	
	
	
	
	
	
	
	

	Nervousness
	
	
	
	
	
	
	
	
	
	

	Neuritis
	
	
	
	
	
	
	
	
	
	

	Neuralgia
	
	
	
	
	
	
	
	
	
	

	Pinched nerve
	
	
	
	
	
	
	
	
	
	

	Scoliosis
	
	
	
	
	
	
	
	
	
	

	Sinus problems
	
	
	
	
	
	
	
	
	
	

	Stomach problems
	
	
	
	
	
	
	
	
	
	

	Fibromyalgia
	
	
	
	
	
	
	
	
	
	

	Other:
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	



If any of the above family members have passed away, please indicate their age at death and the cause:
____________________________________________________________________________________________

____________________________________________________________________________________________








INITIAL PROBLEM RECORD

Name: ______________________________________________________________________

Height _____ft._____in.               Weight __________lbs.

Please mark your areas of complaint on the diagrams below using the symbols on the right.

 (
Aching
^^^^^^
Numbness
++++++
Pins & Needles
000000
Burning
xxxxxx
Stabbing/Sharp
//////
)[image: A picture containing linedrawing

Description automatically generated]


What area is the most bothersome today? ____________________________________________

On the horizontal line below, draw a vertical line denoting the severity of your WORST pain.


NO PAIN_________________________________________________EXCRUCIATING PAIN

How many days a week do you experience this problem?   1   2   3   4   5   6   7 or  Today Only

What percentage of the time do you experience this problem?    25%    50%    75%   100%

If you have more than (1) problem area, list, and rate. _________________________________________

Rate this pain in a similar fashion:

NO PAIN_________________________________________________EXCRUCIATING PAIN


Signature of Patient or Guardian _____________________________ Date ______________________

Informed Consent To Chiropractic Care
Randall Family Chiropractic
Dr. Glen Randall, D.C.
1598 Delphic Way Suite A-2
Pocatello ID, 83201
(208) 232-0220

I hereby authorize the doctor to treat my condition as he deems appropriate through use of manipulation throughout my spine and other chiropractic procedures, including various modes of physical therapy and diagnostic x-rays, on me (or on the patient named below, for whom I am legally responsible) by the Doctor of Chiropractic named above and/or all associates at above mentioned. 

I have had the opportunity to discuss with the doctor and/or with other office or clinic personnel the purpose and benefits of the chiropractic adjustments and other treatments.  Alternatives to treatment have been reviewed.

Though chiropractic adjustment and treatments are usually beneficial and seldom cause any problem, I understand and am informed that there are some risks to treatment.  Risks include, but are not limited to, fractures, disc injuries, strokes, dislocation, and sprains.

I also certify that no guarantee or assurance has been made as to the result that may be obtained.  I have had the opportunity to read this form and ask questions.  My questions have been answered to my satisfaction.  I consent to the proposed treatment.

*My signature below also acknowledges that I have had an opportunity to view and/or receive a copy of the Provider’s Notice of Privacy Practice.

Signature of Patient                                                                            Date _______________                                           

Signature of Parent/Guardian                                                                Date _______________                                           
(If patient is minor, by signing this I am stating that I have legal medical decision-making rights for this minor.)

Witness Signature                                                                               Date ________________                                           

Health Insurance Information

Insurance Co.__________________________________

Subscriber’s name ______________________________
Birthdate ______________________________________
Insured’s Employer ______________________________
Member ID _____________________________________
I, the undersigned, certify that I (or my dependent) have insurance coverage with ___________________ as assign directly to Dr. Glen Randall, D.C. all insurance benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges whether paid by insurance or not.  Should collection become necessary, the responsible party agrees to pay an additional 30% collection fee, and all legal fees of collection, with or without suit, including attorney fees and court costs.  I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all insurance submissions.

Responsible Party Signature ______________________ Relationship __________Date____________

Randall Family Chiropractic
OFFICE FINANCIAL POLICY
CASH
1.	All patients are on a cash basis until their respective insurance coverage and deductible may be verified by our staff.

2.	This office may make payment plan arrangements on an individual basis.  Any such plan or arrangement will be discussed after your report of findings.

3.	If a pre-pay discount is given and treatment is not completed, the discount is forfeited.

INSURANCE
1.	If you have insurance, we will gladly accept assignment with the following exceptions and regulations, provided we have prior certification from your insurance company.

2.	All visits will be payable when services are rendered. As a courtesy we will file Primary insurance claims. Secondary Insurance filing will be the patient’s responsibility. Once you have been discharged from active care and placed on maintenance care, we will continue to file your insurance but require full payment per visit. Unless other payment arrangements have been made. 

3.	We accept assignment as a courtesy to you (except Medicare); you are responsible for your entire bill should your insurance company not pay any of the anticipated charges for any reason.  We are not a mediator between you and your insurance company and will not enter into any dispute with the same, as your contract is between you and your insurance company. Any denied or disputed claims will be treated as uncovered services, and you will be expected to pay such charges on a timely basis.

4.	If you should receive a check from your insurance company during our billing and have not previously paid, you must bring it into the office upon receipt along  with the explanation of benefits. If any over-payment exists after all insurance billing has been done, we will issue you an overpayment check–it will not come from your insurance company.  All insurance payments, regardless of which company issues a check first, are applied to your account if any balance is due.

5.	Any services not covered by your insurance will be the patient’s responsibility.

6. 	If for any reason the account should become delinquent, the responsible party agrees to pay up to a thirty percent (30%) collection fee of the unpaid balance; together with all legal fees, with or without suit, including reasonable attorney fees and costs.

CANCELLATION POLICY
             We expect notification 24 hours in advance to cancel an appointment.  There will be
          a $50 missed appointment fee charged to your account if notice is not given. We reserve 
          the right to discharge a patient from care if there are multiple missed appointments.    	 


*Payments Are Due in Full at Time of Service Unless Other Arrangements Are Made.  Thank You!

Patient name:(Print) ___________________________________________Date:____________________

Responsible party name:(Print)___________________________________Date:____________________

Responsible party:(Signature)____________________________________Date:____________________  



image1.emf
Personal History   Name: ________________________________________   Social Security # _______ ____________ ___________   Address:  ___________________ _____ _____   City: _______ __ ______  State: _______   Zip Code : ______ _____ __   Phone   Number :  _____________ _ ___ __ _____ _ _     Bir th   Date: _____ __ _______     Ag e: _________ _ _   Se x:     M      F      Marital Status:  Single Married Divorced Widowed Separated       Number and Ages of Children: _____ _________  Business Employer: _________________________________     Business Phone: ____ ____________ __________   Type of Work:  __________ ____________ _______________________________________________________   Name of Spouse/Parent:   ______________________ __ ________   Social Security  # _________ _________ _____   Spouse/Parent's Employer: _________________________ __ ___  Business Phone: _____ __________ _________   Ty pe  of Work:  ____________________________________ ____________ _____________________________   Emergency Contact: _______________ ___ ____   Relationship: ___ __ ______   P h one: __ _______ ______________   Whom  m ay  w e  t hank for  r eferring  y ou  t o  o ur Office? ___________ ____________ _______ ____ _____________   --------------------------------------------------------------------------------------------- ------------------- -----------------------   Current Health Condition   Have you ever had Chiropractic care before ?  Y     N     If yes, who and when ___ ____________ ___ ______ ______   Reason for visit today ? ________________________________ ____________ ___________________________   How did  the injury   occur? _ ______ _ _________________ ____________ _______________________________   When did symptoms start? _____ ___ _ _  Have you  ever  had this problem before?   Y  N      When ?__ _ ______ ___ __   Condition is gettin g   ___ Worse   __ Better   _ _Same    What makes it feel   better ?____ ____ ___   Worse? ___ _____ ___   Kind  of Pain (circle) :       Sharp      Dull     Aching       Throbbing      Numbness     Shooting     Burning    Tingling     Cramps     Stiffness       Swelling        Other _________________ ___________________________ _______________________   Rate the severity of your pain on a scale of 1  -   10 (10 = worst pain ever) ______ ____________ ______________   Frequency (circle) :          Constant         Comes & Go es          Daily     __________ _x/day      _________ _  x/week   Does your pain interfere with your  __ _ ___ Work     _ __ ___ Sleep     ___ __ _ D aily Routin e      _ __ __  R ecreation   Activities that are painful to perfo r m   __ _ _ _ Sittin g  _ _ __ Standin g  _ ___ Walkin g  _ ___ B ending   _ _ __ L ying   Down     ------------------------------------------------------------------------------------------------------------------------ -------------------- -------   Past Medical History   Surgerie s :  _ __ _ Back/Neck    _ __ _ G all Bladder    _ __ _ Hysterectomy  __ _ _ Hernia    __ __ Appendectomy    _ _ __ Heart     _ __ _Tonsillectomy       Other  Hospitalization : __ __ _____________ _ _ __ _____ _    Allergies _____ __ ____ __ ______   Major Injuries/Accidents or Broken Bones:_ ____________ ____________ ______________________________   Have you been in a car accident?    ___ _ _Past Year     ______ L ast  Five   Years     _ _ _ _ _ Over   Five   Years     _ __ _ _Never   Received treatment? _ ___ No   ___   Yes, by   ________________________________________________________   Medications and Supplements:  __ _Ibuprofen/Tylenol/Aspirin    __ _Blood Pressure Me d s    ____ Depression Meds    ___ _Insulin     _ _ __ Vitamin s    _ ___   Birth Control     ___ _Other __________________________________________  


image2.emf
CHECK ANY OF THE FOLLOWING DISEASES YOU HAVE HAD :   __Cancer     __Arthritis     __Polio     __Tuberculosis   __Anemia     __Thyroid     __Rheumatic Fever   __High Blood Pressure   __Heart Disease   __Diabetes     __Hepatitis     __Migraine Headaches   __Seizures     __Kidney Disease   __Hernia     __Tension Headaches   __Gout       __Osteoporosis     __HIV       __Sexually Transmitted Disease   __Epilepsy     __Asthma     __AIDS     __High Cholesterol     CHECK ANY YOU HAVE HAD IN THE LAST SIX (6) MONTHS :   MUSCULO - SKELETAL     NERVOUS SYSTEM       GENERAL   __Low Back Pain       __Nervousness         __Fatigue   __Pain Between Shoulders     __Numbness         __Allergies   __Neck Pain         __Paralysis         __Loss of Sleep   __Arm Pain         __Dizziness         __Fever   __Joint Pain/Stiffness       __Memory Loss       __Headaches   __Walking Problems       __Confusion           __Difficulty chewing/clicking Jaw   __Depression         GASTRO - INTESTINAL   __General Stiffness       __Fainting         __Poor/Excessive Appetite   __Weak Muscles       __Convulsions         __Excessive Thirst             __Cold/Tingling  Extremities     __Frequent Nausea   GENITO - URINARY       __Stress         __Vomiting   __Bladder Trouble                 __Diarrhea   __Painful/Excessive Urination   C - V - R             __Constipation   __Discolored Urine       __Chest Pain         __Hemorrhoids             __Short Breath         __Liver  Problems   EENT           __Blood Pressure Problems     __Gallbladder Problems   __Vision Problems       __Irregular Heartbeat       __Weight Trouble   __Dental Problems        __Heart Problems       __Abdominal Cramps   __Sore Throat         __Lung Problems/Congestion         __Earaches         __ Varicose Veins       INTAKE   __Hearing Difficulties       __Ankle Swelling       __Alcohol   __Stuffed Nose/Congestion     __Stroke         __Tobacco   __Ear Noises                   __Coffee/Tea     FEMALES ONLY : Date of last period?____________  Are you pregnant? __ _ _Yes  _ _ __No   FAMILY HISTORY :   Family members that have a similar/same problem as I do: _ _ __Mother __ _ _Father __ _ _Brother   ___ _ Sister   How are you sleeping?_____________________________________________________________ _ _______   How is your diet?_________________________________________________________________________   What is your exercise program?______________________________________________________________   What habits do you have that may be affecting your health?________________________________________     PATIENT SIGNATURE:___________________________________________ DATE:__________________   PARENT/GARDIAN:______________________________________________ DATE:__________________  
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