For your convenience, we have provided the questionnaire forms
that are needed for your initial visit. You may type in your
responses or you may print out the pages and fill them in by hand.
Please sign the documents and bring them on your initial visit.



Patient Case History

Name Date

Social Security #

Address City

State Zip

Home Phone Work Phone
Cellphone

Age Birthdate Marital Status MSW D
Occupation

Spouse’s Name Referred By

Nearest relative and telephone

What is your major complaint?

Other complaints

How long have you had this condition? What aggravates your condition?

Is the condition gettingworsez [] Yes [J] No [J] Constant [] Comes and goes

Who is your primary doctor? Date of last checkup

Date of last blood work

List surgical operations and year

List medications you are now taking

Have you ever been in a car accident or sustained any other trauma? List year

~~
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Patient Case History

Do you suffer from daily fatigue?

Do you have difficulty sleeping?

Do you get colds or infections often?

Do you have low libido?

For women: Are your cycles irregular? Do you have PMS symptoms?

Do you have constipation or diarrhea or both?

Do you bloat after meals? Do you frequently belch?

Are you gassy?

Do you get stomach pain before or after meals?

Do you have stomach reflux?

Do you get urinary infections? Difficulty or burning urination?

Are your legs or arms puffy (edema)?

Do you suffer from headaches? How often? Circle which part of your head. (top, front, back, sides). How long

have you had headaches?

Do you have chest pains? Do you get out of breath walking up stairs?

Do you have high blood pressure? What does it usually read?

What is your cholesterol? Triglycerides?

Do you have diabetes?

Is your thyroid sluggish? Overactive?

Do you suffer from eczema or psoriasis?

Do you have arthritis?

Are you concerned about osteoporosis?

Are you worried about the premature onset of degenerative disease such as Alzheimer’s, Parkinson’s, or

Multiple Sclerosis?

Has any family member contracted cancer or heart disease?

Are you ready to take responsibility for your health?
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Insurance Information

Name

Is your condition due to an auto accident? [ Yes [0 No
Do you have health Insurance? ([ Yes ([ No

Policy #

Are you covered by Medicare? ([ Yes [ No

Medicare #

I request that payment of authorized
Medicare benefits be made on my
behalf to Dr. Stanley Miller for
services furnished to me by the
provider. | authorize any holder of
medical information abut me, to
release to the centers for Medicare
Services and its agents any information
needed to determine these benefits
or the benefits payable for related
service.

Patient Signature

Date
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I authorize my insurance carrier to
send payments for chiropractic
services performed in the office of Dr.
Stanley Miller, to Stanley Miller,
D.C.P.C. | also give permission to
Dr. Stanley Miller to release to my
insurance carrier any information
necessary regarding my condition
and care in order to determine
benefits payable for related service.

Patient Signature

Date
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