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PATIENT INFORMATION FORM 

Please fill information out in detail for this is important to your care!
Full Name___________________________________________________________________________
Address __________________________________  City ______________  State ____ Zip___________
Home Phone ____________________ Work Phone ___________________ Cell ___________________

Email _______________________________________________________________________________

Social Security # _______________________________ Birth date____________________  Age______


Sex  M / F
Marital Status ( S, M ,D, W)


Employer ________________________________  Occupation _________________________________

Referred By __________________________________________________________________________
Emergency Contact ________________________________ Address/Phone# _____________________

What is your main complaint today? ________________________________________________________________________________________________________________________________________________________________________
Is this condition due to an: A) Auto collision B) Work Injury C) Other Accident D) Unknown 
Date symptoms appeared ________/_______/_________
Are symptoms: A) Improving B) Getting worse C) About the same D) Intermittent (come & go)
Have you had these symptoms before? Yes /No I

If so, approximately when?  _____________________________________________________________
Circle any activities that aggravate your condition: A) Standing B) Walking C) Sitting D) Lying E) Bending F) Lifting G) Twisting H) Coughing I) Other _________________________________________________
Other doctors seen for this condition A) MD B) Chiropractor C) Osteopath D) Dentist F) Podiatrist  Name________________________________________________ Date Consulted _____/_____/______ 
Diagnosis ___________________________________________________________________________
Does Peak Chiropractic and Wellness Center have permission to obtain copies of your past medical records (there may be a small fee involved—charged by the previous clinic/doctor)?  YES     NO
Have you ever had surgery? (Y / N) When _____/______/______ and for what?  ___________________
____________________________________________________________________________________
Have you had plastic surgery/ augmentations? When ______/______/_____ and on what?  ___________
____________________________________________________________________________________
Do you have any significant diseases? (i.e. Cancer, Diabetes, etc.) ______________________________
Have you had any broken bones? (Y / N) When _____/____/_____ and What? _____________________
Have you been in any accidents? ( Y / N) When _____/____/_____ and Type? _____________________
Are you taking any medications? ( Y / N)  What? _____________________________________________

________________________________________________________________________________________________________________________________________________________________________
Do you have health insurance? (YES / NO) 
Insurance Company __________________________________________________________________
I understand and agree that the health insurance and/or accident insurance policies are an arrangement between my/an insurance carrier and me, not between the insurance company and this office.  Therefore, while I authorize Peak Chiropractic and Wellness Center (PC & WC) to release any medical information and to complete any usual and customary reports and forms to assist in collecting from the appropriate insurance company. I authorize and assign payment from my/an insurance carrier directly to Peak 

Chiropractic and Wellness Center, with the understanding that all monies will be credited to any outstanding monies wed by me to Peak Chiropractic and Wellness Center; and then to any interest owed on my account.  All services not paid at the time services are rendered will be subject to interest on my account.  All services not paid at the time services are rendered will be subject to interest accruing at 18% per annum.
I UNDERSTAND THAT I AM PERSONALLY RESPONSIBLE FOR ALL PAYMENTS OF ALL OF PEAK CHIROPRACTIC AND WELLNESS CENTER’S SERVICES RENDERED, COLLECTION COSTS INCURRED, INTEREST AT THE RATE OF 18% PER ANNUM (FROM THE DATE SERVICES WERE RENDERED) AND ALL COSTS INCURRED-INCLUDING REASONABLE ATTORNEY’S FEEES, FILING FEES AND EXPERT WITNESS COSTS (THAT PEAK CHIROPRACTIC AND WELLNESS CENTER MAY INCUR IN COLLECTING ANY AND ALL AMOUNTS OWED.
I have read the above statements and fully understand that I am solely responsible for all payments due to PC & WC regardless of my insurance or what claim PC & WC may make on my behalf.  It is our usual and customary practice to wait 60 days before referring and claims to collections.  However, we may change this policy dependant upon each patient’s circumstance.

Patient’s/Guardian’s Signature______________________________________ Date_____/_____/______ 

CIRCLE ANY OF THE FOLLOWING THAT GIVE YOU DIFFICULTY:

	Headaches
	Digestive Disorder
	Stroke

	Migraines
	Frequent Urination
	Menstrual Cramping

	Head Seems Heavy
	Nausea
	Diabetes

	Loss of Memory
	Constipation
	Ringing in Ears

	Dizziness
	Diarrhea
	Swollen Joints

	Fainting
	Extreme Fatigue
	Difficulty Lifting

	Tremors
	Shortness of Breath
	Difficulty Standing

	Palpitations
	Asthma
	Difficulty Walking 

	Neck Pain/Stiffness
	Pain Radiating to:
	Difficulty Sitting

	Neck Motion Restricted
	Right Arm
	Difficulty Bending

	Upper Back Pain/Stiffness
	Left Arm
	Sinus Congestion

	Lower Back Pain/Stiffness
	Both Arms
	Sinus Drip

	Pins and Needles in Arms
	Right Leg
	Sinus Pressure

	Pins and Needles in Legs
	Left Leg
	Insomnia 

	Numbness in Fingers and Arms
	Both Legs
	Eye Strain

	Numbness in Legs
	Hips
	Pain Behind Eyes

	Chest Pain
	Shoulders
	High Blood Pressure

	Cancer ____________________
	Poor Posture
	Seizures

	Heart Problems
	Cold Hands/Feet
	Equilibrium Problems

	Depression
	Varicose Veins
	Other ___________________


Consent for Chiropractic Care of a Minor:

I hereby authorize the Doctor of Peak Chiropractic and Wellness Center to administer care to my child.

Child’s Name: _____________________________ Signed (Parent or Guardian): ____________________________

Office Representative: __________________________________________________________________________


Fees are due and payable at the time that the examination and adjustment are received, unless other arrangements are made in advance. Any films taken (X-ray/MRI/CT Scan, etc) are property of this office. Once films are used for treatment purposes they cannot be released to the patient. However, they may be released to another physician with the properly signed release and payment for the postage for sending them out. They must be returned to the office within 30 days of release. I also understand that if a check is written for services and then returned there will be an additional fee of $35.00 added to the balance.

Again, I understand and agree that health and accident insurance policies are an arrangement between the insurance carrier(s) and me. Furthermore, I understand Peak Chiropractic and Wellness Center will prepare any necessary reports and forms to assist me in making collections from the insurance company and that any amount to be paid directly to Peak Chiropractic and Wellness Center will be credited to my account upon receipt. HOWEVER, I clearly understand and agree that  I AM PERSONALLY RESPONSIBLE FOR ALL PAYMENTS OF ALL OF PEAK CHIROPRACTIC AND WELLNESS CENTER’S  SERVICES RENDERED, COLLECTION COSTS INCURRED, INTEREST AT THE RATE OF 18% PER ANNUM (FROM THE DATE SERVICES WERE RENDERED) AND ALL COSTS INCURRED-INCLUDING REASONABLE ATTORNEY’S FEEES, FILING FEES AND EXPERT WITNESS COSTS (THAT PEAK CHIROPRACTIC AND WELLNESS CENTER MAY INCUR IN COLLECTING ANY AND ALL AMOUNTS OWED.
__________________________________________            
                 __________________________________

              Patient’s Signature 






Date

__________________________________________                                 __________________________________
Guardian’s Signature Authorizing Care for Minor

         


Date

In case of emergency, please notify: ________________________________________________________________






Name of relative/friend not living with you

___________________________________


    _________________________________________


Relationship







Phone
 
Peak Chiropractic and Wellness Center – 121 S. Madison St, STE D – Denver, CO 80209 - 303.221.1520


