
SHAW CHIROPRACTIC CENTER 

NEW PATIENT.DAtA SHEET 

PATIENT NAME 	 Date
BIRTIIDATE :....---A-=a=E=------SE-X-:-:MIF=-=-==-=S=-=O=-=C=IAL-:--:=-=SE=C=URITYc=:---'JI:---· ---=PH:-=O~iNE#=-:-----

ADDRESS______________~~~=-CITY_·~____~~~~STATB ~ 
OCCUPATION: EMPLOYER WORKpiiQNE -- ­
ADDRESS CITY STATE ZIP 
E-MAIL ADDRESS MARITALSTATUS # OF CHILDREN! AGES---­

HOW DID YOUHEAltA.13OtJ1tlS1_____---~----··-···__...;......-~-.-----. 

SUBSCRmERNAME__-----------~--~--~HEALTRPLAN 
SUBSCRmER ID # GROUP # S:-::-P~OU-:--S~E-N-AME----

SPOUSE EMPLOYER CITY STATE ZIP--­

1. 	 DESCRIBE YOUR 
SYMPTOMS2. 	 ~NDIDTBE~~Y~S=T~AR==T-----~-----------------------------~---

3. 	 HOW DID THEY START_~______- ___--__--________ 

4. How often do you experience your symptoms? 
a. Constantly (76-100% of the day) . . . (R) 
b. Frequently (51-75% ofthe day) 
c. Occasionally (26-50% oftbe day) 
d. Intermittently (0-25% ofthe day) 

4.What describes the nature of your symptoms? . 
a. Sharp b. Shooting 
c. Di1ll Ache- c·,-Bummg -...-- ------­
d, Numb e, Tingling 

5. How are your symptoms changing? 
a, Getting Better 
b. 	 Not Changing 
c. 	 Getting Worse 

6. During the past 4 weeks: .. (none) 	 . (unbearable) 
a. 	 Indicate the average intensity ofyour symptoms: 0._________________-10 

b. How much has pain interfered with your normal work (including both outside the home and housework 
Not at all little Bit _.Moderately _Quite a Bit _Extremely 



- -
---

7. During the past 4 weeks how IJ)u<fhofthe>UlliiiehasyoufccOl1dttIOitiI1.terfered with your social activiti~s? 

_All of the time _Most of the time _Some ofthe time _Alittle. ofthe time _None of the time 

8. In general wo~d you say your overall J:te~th$1lt no,,! is... 
_Excellent_Very Good_.Good;tFBir_:_'Poor 

9. Who have you seen for your symptoms? 
_No one _Medical Doctor _Other Chiropractor _Physical Therapist _'Other 

a. What treatment did you receive and when?, 	 ' 
b. Whattests have you had for your symptom-s-an-'dTwhT'~en-w-ere---:th':'"·e-y-p-J.ern-,-=o-nn-,-e-:d'::'?~--------~ 

_'X-rays date__ __MRI date__ __CT Scan date__ Other date 

10. Have you had similar symptoms in the past? ___Yes No 

a. If you have received treatment in the past for the same 'Or similar symptoms, whom did you see? 
_This Office _Medical Doctor _Other Chiropractor _Physical Therapist _Other 

11. Is there a chance you are pregnant? _Yes No 

12. Do you wear a heel lift? _'_Yes _No 

Please check all of the following that apply to ylJu: . 0 None Apply 
No Yes Condition 	 No Yes Condition o 0 History of Recent Infection 	 o 0 Prostate Problems o 0 Recent Fever 	 o ,0 FrequentUrlttationo 0 HIVIAIDS 	 o 0 Pregnancy.#ofblrths ....---==-__..,...o 0 Diabetes o 0 Abnormal Weight D Gain. 0 Loss 
,0 0 CorticOsteroid Use D Ol:pile~y/Selzure8
. 0 	 0 Birth Control Pills DO. V.~t,Jai Disturbances , 

D 0 High Blood Pressure o D Hisioryof l,.ow/Mld Back Pain,

D 0 Stroke (date) ___----.__ D D History of Neck Pain 

o 0 Dizziness/Fainting 	 o 0' 'Arfhritis o 0 Numbness in Groin/Buttocks 	 o D History ofAlcohol Use 
o 0 Urinary Retention o 0 History of Tobacco Use 
D 0 AorticAneurysm o D Surgeries/Medications: --..--____ 
o 0, CancerlTumor 

D 0 Osteoporosis
o 0 Recent Trauma 


Family History: D Cancer D Diabetes C H;gh Blood Pressure 0 Cardiovascular Problems/Stroke 


I undemand and agree that health and accident insurance poliC/Q are an arrangemettt IJetween an insurance ClImer and m.yself. Fqrthtrrnore. I un4erstand th(lt Shaw 
Chiropractic Center will ASSIST me in making coUectlonfrom. the insurance company andthat any tulWUnt authorized to IJe pald1ltteallyt6the Shaw Chiropractic Center 
wiU IJe credited 10110' account on receipt. However, I clearly undenJimd and agree that I am personally responsilJleforpaymenloJ:rlllpres'nt~'fUfIJft,ttqre services rendered, 
including any charges my insurance company or Medicare denies or does not cover. Slwuld Shaw Chiropractic Cenler eiectlO place 110' accounlin coUections I shaJIlJecome 
liaIJle for aJI costs ofcollection IncllldJng but not Umited to coUectJon agency or aJlQrneyfees as well (18 the IOtIJl account IlIIlance dlle. 

I understand that Shaw Chiropractic Center and I1s employees do not tIlagnose, treat, or claim to CllI't medictd co1UfJtWns and are not responslblefor the dlaglJOSU ofany 
medical condltions. I wuJerstandthat thepradlce ofChiropractic Is IJasd Sl1lely on thepresence, IIII(I/;ysis an4 co"ectlon ofvertelJraJ sublumtlons tuul other skeletlll 
misalignments and1here/Jy authorize Dr. Show to provide ChlropractleCllrefor me. 

Patlent'sSlgnature:____________'--_____________.Date:________ 
Legal Guardian's 
Consent to Treat aMinor:.___________-:-___________...---.;Date:.________ 


