TWIN LAKES CHIROPRACTIC CLINIC
1 MEDICAL PLAZA, MOUNTAIN HOME, AR 72653
Ph: (870)425-2515 Fax: (870) 425-2710

Confidential Patient Health Record |  Todav’s Date: / |
How did yon hear abont us? 0 Family O Friend O Co-Worker
O Close te home'work O Dr. O Yellow pagzes O Droveby O Website O Imsurance Plan

| Personal Informarion

Last: First: Middle:

Birth Date: i Age; Sex: Male/ Female  Social Security & - -
Address: Apt#

City: State: Zip:

Home Phone: ( ) - ext Work Phone: ( ) - ext

Cell Phone: ( ) - ext YWhere should we contact vou first: Home Cell Work

May we leave a message for vou at: Home Cell Work

Email Address: (we will not share your email with any third parties)

Spouse Name: Children (Names &Ages):

Marital Status: O Single O Married 0 Widowed O Divorced O Separated
Favorite Hobbies/Interests:

Primary Care Physician/Phone Number:

| In case of an Emergency contact:

Last: First: Middle:
Email Address: Home Phone: { ) -
Cell Phone: ( ) - Work Phone: ( ) - ext

Relationship: O Spouse O Relative 0 Friend O Other

| Employment Information

Occupation/Job Title: Job Description
Business Name 'Address:
Phone: ( ) - Ewplover's Email Address:

[ Current Health Condition

Unwanted Condition (Why you are here today?):




Patient Health ionnair

ChoCan Use Only rav 47099

Patient Name Date

1. When did your symptoms start Describe your symptoms and how they began:

2. How often do you experience your symptoms? Indicate where you have pain or other symptoms
@ Constantly (76-100% of the day)

\ 75 i N
@ Frequently (51-75% of the day) '~-] €« ¥t \ {' e A/
@ Occasionally (26-50% of the day) v\ <31 N Pt A 2N
@ Intemittently (0-25% of the day) /,': P, J ) \ : { " B ol ¥ S § " I’ X 4\.
3. What describes the nature of your symptoms? | ] ) o I.’ } ! 1\ \ /| \ Ak e [ |
® Sharp @ Shooting Y / |." ]'I \.. { | | )\ ', )
@Dulache ®Buming ) ’ W 1= " Wi || .‘| ) l lnwj
@ Numb ® Tingling |/ \ |‘ f Y | B \
{, 1 iy \, {t U
4. How are your symptoms changing? ‘,:‘ I/’ |} \/ | |' A | )
@ Getting Better \ |/ \ (," \ !/ | /
@ Not Changing ) fosl )Y ) |
@ Getting Worse C Lc:ly &S\ =
None Unbearable
5. How bad are your symptoms at their: aworst: ® ®© @ ©®© @ ®© ®© O ® O ©
bbest: @ ® @ ® @ ®© ® ¢ ® ® ©
6. How do your symptoms affect your ability to perform daily activities?
® ) @ @ ® ® ® /) ® ® [ 4
No complaints Mid, forgotten Moderate, interferes Limidng, prevents Intense, preoccupied Severe, no
with activity with activity full activity with seeking relief activity pos sible
7. What activities make your symptoms worse:
8. What activities make your symptoms better:
9. Who have you seen for your symptoms? ® No One ® Medical Doctor ® Other
@ Other Chiropractor @ Physical Therapist
a. When and what treatment?
b. What tests have you had for your symptoms @ Xrays dase: @ CT Scan das:
and when were they performed?
” OMRI gos. @Other  ae
10. Have you had similar symptoms in the past? @ Yes @No
a. If you have received treatment in the past for @ This Office @ Medical Doctor ® Other
the same or simiar symptoms, who did you see? @ Other Chiropractor @ Physical Therapist
@ Professional/Executive @ Laborer @ Retired
17, Wht s your accapefions @ White CollariSecretarial  ® Homemaker ® Other
@ Tradesperson ® FT Student
a. If you are not retired, a homemaker, or a @ Ful-time @ Self-employed ® Off work
student, what is your current work status? @ Part-time @ Unemployed ® Other

12. What do you hope to get from your visit/treatment (select all that apply):

@ Reduce symptoms @ Explanation of condition/treatment
@ Resume/increase activty @ Leam how to take care of this on my own

Patient Signature

Date

® How to prevent this from occurring again
®




ChimCan Use Only o 170099

Patient Name Date
What type of regular exercise do you perform? ®None @Light @ Moderate @ Strenuous
What is your height and weight? Height Weight Ibs.

Foot Inches

For each of the conditions listed below, place a check in the Past column if you have had the condition in the past.
Iif you presently have a condition listed below, place a check in the Present column

Past Present Past Present Past Present
O O Headaches O O High Blood Pressure O O Diabetes
0O O Neck Pain O O Heart Attack O O Excessive Thirst
QO O Upper Back Pain QO O Chest Pains O O Frequent Urination
(9] O Mid Back Pain O O Stroke
O O LowBack Pain O O Angina O O Smoking/Use Tobacco Products
O O Drug/Akcohol Dependence

O O Shoulder Pain O O Kidney Stones
o O Ebow/Upper Am Pain O O Kidney Disorders O O Allergies
©C O Wrist Pan O O Bladder Infection O O Depression
O O HandPain O O Painful Urination O O Systemic Lupus

i ) O  OlLoss of Bladder Control O O Epilepsy
© O Knee/Lower Leg Pain _ . O O HIVAIDS
O O Ankle/Foot Pain O O Abnormal Weight Gain/Loss
O O JawPai O O Loss of Appetite Females Only

awran O OAbdominal Pain © O Birth Control Pils
O O Joint Swelling/Stiffness © O Ulcer O O Hormonal Replacement
O O Arhritis O  OHepatitis ©C O Pregnancy
o} O Rheumatoid Arthritis (o] O Liver/Gal Bladder Disorder O O
O O General Fatigue O O Cancer Other Health Problems/s sues
© O Muscular Incoordination O O Tumor o O
C O Visual Disturbances O O Asthma o O
C  ODizdness C O Chronic Sinusitis o O

Indicate if an immediate family member has had any of the following:
O Rheumatoid Arthritis O Heart Problems O Diabetes O Cancer Clupus O

List all prescription and over-the-counter medic ations, and nutritionalherbal supplements you are taking:

List all the surgical procedures you have had and times you have been hospitalized:

Patient Signature Date
| Doctor's Additional Comments |

Doctors Signature Date




Twin Lakes Chiropractic Clinic
1 Medical Plaza
Mountain Home, AR 72653

Electronic Health Records Intake Form

In compliance with requirements for the government EHR incentive] program

First Name: Last Name:

Email address: @

Preferred method of communication for patient reminders (Circle one): Email / Phone / Mail
DOB: o Gender: () Male ( ) Female

Your Employer: Occupation:

Employers Address:

Preferred Language:

Smoking Status (Circle one): Every Day Smoker / Occasional Smoker / Former Smoker / Never Smoked

CMS requires providers to report both race and ethnicity

Race (Circle one): American Indian or Alaska Native / Asian / Black or African American / White (Caucasian)

Native Hawaiian or Pacific Islander / Other / | Decline to Answer
Ethnicity (Circle one): Hispanic or Latino / Not Hispanic or Latino / | Decline to Answer

Are you currently taking any medications? (Please include regularly used over the counter medications)

Medication Name Dosage and Frequency (i.e. 5Smg once a day, etc.)

*If more than 3 medications, please continue list on back of page

Do you have any medication allergies?

Medication Name Reaction Onset Date Additional Comments

[[J1 choose to decline receipt of my clinical summary after every visit (These summaries are often blank as a
result of the nature and frequency of chiropractic care.)

Patient Signature: Date:




For office use only

Height:

Blood Pressure:

Weight:

/

Temp:

Heart Rate:




