
If your injuries could be due to an AUTO ACCIDENT, please fill out this page'

Accident Patient HistorY

Date of Accident

Were you: [Driver fJPassenger f]Frcnt Seat [Back Seat

Were you rvearing a Seat Belt? Y-_ N-- Shoulder Harness? Y- N--=.-

Descrirrtion of Accideut

were you srruck: flFrom Behind ilIn Front fiRight Front Enieht Middte f]Right Rear

flleftFront nLetnaiocte fllercnear

Were you: flMoving ilstopped flTurning Right [Turning Left

Approximate speed of automobiles at time of

Did you s€ ths accident coming? Y N-

trYhich way lYere you looking at the time of impact?

Upon impact which way was your body thrown? ftForward f]Backward nRight flI-eft

Did you hit your head on anything? Y--N-_-

Lose consciousness? How Long?Y

Amount of damage to vehicle? 

-

'1'vpe of vehicle?

Police report filed?

Citation issued?

Y_N- What countY?

YN To rvhom?

When did the pain begin?

Since Motor vehicle accident- pain is: flless flsame f]Worse

Transported to hospital? Y-N- Hospital Name:

Insfuctions from ER Doctor

X-rays taken? Y

Have you seen another Dr. since Motor Vehicle Accident? YN

Dr. Name

trVhat treatment did You receive?,



Welcome to Tallant ChiroPractic
please fill out our Health Record as completely and accurate as possible. lf you have any questions, please don't

hesitate to ask. rt is ou=r'#asl?,*rilffffi:1,-rr:l*l;"ffi:ig:1,:""::J. is to promote the highest quaritv or

5:r*t i{efne

fcii Pharrs

l'4arit*l *iatrs

O Minor

O Single

O Married

O Divorced

O Widowed

O Separated

O Domestic PartnershiP

$tr*et ,{eiiir**l

City

About this Patient

Last F'iar**

i rtal{

$**ie! S*curitY #

Stai*l Pr*r,i*r: +

About the Spouse

L-ast I.lst't r*

Qeierred &y

Zi;: Cade

$p*use'* f*il Firorte

Blrtlrday

O Male

O other
O Female

ljit'rt l.ia!'ne

Employer Information

lmpi*1'*1'

iiJerk ri*idress

Work ffity SJa:k 5t*tr: !V*rk Zip



lyp* *f lrt'*rk

O Job O SPorts

O Fall O Chronic Discomfort

O other

Flease exPi*in

Vr'r,.rL: Ph+i';e

Whe* clic! iili$ cGr'1.iit:*n b€gin?

E Work

tr SleeP

tr Daily Routine

fJ Other activities

l"la;+: }i*l.i s.een i:li+:l'drja?.{! f *r ti"}i*

ai.jtilllt:ir!J

ONo OYes

T'ype *f Treati':-:e;:t

Reason for this Visit

O Auto

O Home lniurY

ii 1';i: l'ei:ii:r:i. i1;1jt] yi::1; *l::4* :l ir'ri:i:;'t *j
yn *t lii ci d *l l r: t.]'t *r-ir + ;i:1-: ! L:','':i^ :

O Yes O t'to

iin. It;: r*niiiti*:: *f ';;:f:+ai ::*1'ji*:'

OYes ONoO Gotten worse

O Stayed Constant

O Comes and goes

Uxplain

*cetclr's Nam* {si

R*:*lis

Place an X on the image below, where you feel pain, numbness or tingling:



14*r'k y*i";r" Fri* Pcint

Experience with ChiroPractic

i'lii.Ji:r ..1*u he+;i't ;r*justeri *y a t:llr+pt;:ril'r
L:*i*r*!'

OYes OHo

Doc'tol's hi;+fl.l+

fi*a**n *or th*s* vi*its?

Awareness of Chiropractic Principles
Were You aware that...

Doe l*;'r; r:i *hir';plil*tit-: '',1*i!'. 'i;ith ir',t-= n+i rillis iiTitrii-'1':

OYes ONo

(-.1lire 1->ra:;::ii ii: th* i*tg*i;1: i:al*:'l! h+3:;rlf Ft'r""i+:-'':!i;: 
jr ih+r

ait:rlcil'

OYes ONo

-trhe ne;.r,*r-tg 9y:lteftl c*ntio:s *l! b*riily iltnctior':s anr={ systeins?

OYes Oruo

ii i-,hli*t:rar;.:jl, i::*ri::!t+lt!' af flii"rh, ?ilij f ':i1 *chiel';::L 1"iii:*; i':';i:i
r:i he*itl"; :hr+i;6i:+ui lif +?

OYes ONo

Goals for my Care
people see Chiropractors for a variety of reasons. Some go for relief of pain, some to correct the

cause of their pain, and others for correction of whatever is malfunctioning in their bodies' Your

Doctor will weigh your needs and desires when recommending your treatment program.



Please check the tYPe of care desired so that we may be guided by your wishes whenever

possible.

*+iiei i}-lrc: iiyrri;rt*t"r:;:llr, r*riiei ':i 1+i;'' tr
*!::r-;*,nf :.'rt

E Yes

lu*a,eJi+:;tii *t ! ii*e" ?;rl..e:

E Nerve Pills

E Blood Pressure Medicine

tr Blood Thinners

OYes ONo

O Daily O Moderately O ttto

l!*irii ih i: +* i i I ; r: 1",*:

B Severe or Frequent Headaches

D Cancer

E Pain Between the Shoulders

O Lower Back Problems

E Heart AttacklStroke

fl Congenital Heart Defect

tr Psychiatric Problems

B Asthma

E Venereal Disease

B Tuberculosis

E Anemia

D Yes

Health Habits & Conditions

tr Pain Killers (including Aspirins)

E lnsulin

E Tranquilizers

OYes ONo

E Sinus Problems

E Loss of Sleep

E Frequent Neck Pain

D Digestive Problems

tr Thyroid Problems

E Heart Surgery/Pacemaker

tr Difficulty Breathing

tr Arthritis

E HIVIAIDS

D Shingles

* + rr p I + it f: l-r ; i :i a:: I i i' €r'l I i') I I : I ;i *" i: :; : 
"r 

v t r' : ::

f:f arli'-ti:ai;?i-ri.:p ic ;:i:;: $1i'; 1:.1 
'l:E 

t:'il j:t'ri'r'

-..' ;{ '.'-l':':: '"-:' ' '!" i

E Yes

E Muscle Relaxers

I Stimulants

OYes ONo

fl Dizziness

E Hepatitis

E Numbness in ArmslLegs/Hands

tr UlcerslColitis

tr Kidney Problems

D High/Low Blood Pressure

E Rheumatic Fever

B AlcohoUDrug Abuse

B Diabetes

B Chemotherapy

OYes ONo

D Patient D SPouse

E Workers Comp fl Medicare

! Auto lnsurance

E Parent

E Personal Health lnsurance

Emergency Contact

Fi*t i'ia*te Last l.ior**



le!*ti*:':shi;r

My Health lnsurance
I understand and agree that health and accideni in"ur"n"e policies are an arrangement between an insurance carrier

and myself . I understand that the Doctor's office will provide any necessary reports and forms to assist me in

collecting from the insurance company and that any amount aut'horized to te paid directly to the Doctor's office will

be credited to my account upon receipt'

\4Jark Ph*ne

P*li*y $i

Aeiii.ess

Ho*':e Flr*ne

Graup #

ABOUT THE INSURED PERSON

lR*r.:ra *c * C* rrr P**'3,

iJl"'u1ne fq!fnS*i'

i-*st F.,l;:r**i:irst iriar',re

So*i*l SecuritY # ilate oi Sirth

Th i ;r gl i ii,; * r-i: r*::ti y l* :i-t r-J pi: ri 111,!' h#ttl t i"i i:"l r: 11: Si: :

tr Drink plenty of water [1 Exercise regularly

E Acupuncture B PraY/Meditate

tr Alcoholin moderation E Homeopathic remedies

E Self-improvement books il Eat organically grown foods

E Maintain the proper weight 0 Receive regular massages

D OrthoticslHeel Lefts D Use a cervicalpillow

E Annual physical examinations

Nutrition and self-care are just two of the components in obtaining optimal
wellness.

Please let us know what you are currently doing for your health'

Rei*rtian

tr Get plenty of rest

tr Yoga/PilateslAerobics

0 Maintain Positive attitude

E Vitamins, minerals or herbs

0 Counseling/TherapY

E Attend religious services



Ple*se list a*',* vilami* gripiliem*rlts Ya'Li are ci'lrfenti'f tPk'"rll

lnitial Consultation Form

Frim*ry C*rnPlair:t {s}:

O Constant-1OO%of thetime O Frequent'75o/o

O Occasional - 25"/o

O Minimal (An annoyance but has no effect on activity)

O Slight (Tolerable with some impairment to activity)

o Moderate (Tolerable with marked impairment of activity)

O Severe (lntolerable and cannot perform any activities)

O lntermittent - 50%

lleres it ifitey{€re,*;irh yr:ui. r'iorn}*! rlaily activitiet {F*fi''riiy, re*:"+*tisn, spcrts)?

OYes ONo

Wh*t *ggrav;ites the Pr+:blem?

1#h;:t reiierres the pr*hiem?

lf tfri* prcbi*x:,,v*nt witl"}$ilt trairrg tak*n **re +f. ir+v+ tls: y*u thi*k it is*!.llrJ afieei y*u?

Missed Appointments
We strive to provide you with the utmost professionalism and excellence of service. our commitment to your well-

being and health is something we take seriously.

we care about you and realize it would be a disservice to you if we did not emphasize the importance of your own

commitment to the care you need and to the actions we recommend to you'

r your faithfulness to the recommended number of adjustments is key to ensuring optimum results'

. With the exception of emergencies, it is vitalthat you keep allyour appointments. Reminder cards are

provided to help you save the date. lf you need to re-schedule an appointment, please call our office and

arrange for a make-up appointment with our chiropractic assistants. We would prefer the make up

appointment to be within the same week.

Thank you for your understanding. We greatly appreciate you as our patient and strongly desire excellent results

and success for you!



I understand and agree to all the information written above'

$igrratur*
*ate Sign*d

€r':raiiilrinte* i"{errr*

D Credit Card E lnsurance

lnsurance:
we will verify all insurances and your benefits per your agreement with your carrier' After verification the Doctor will

give his recommendations and an appropriate plan will be designed for each individual. Please let the front-desk know

if you have been in some type of accident or have been injureion the job. This will enable us to give you any and all

information necessary to serve you completely and accurately'

Authorization for Care:
I hereby authorize the Doctor to work with my condition through the use of adjustments to my spine, as he or she

deems appropriate.l clearly understand and agree that allthe iervices rendered to me are charged directly to me and

that I am personally responsible for all paym"It. Lgr". that.l am responsible for all the bills incurred at this office' The

Doctor will not be held responsible tor any pre-exis-ting medically diagnosed conditions nor for any medical diagnosis'

I also understand that if I suspend or ter;inat" .y 
""6, 

any feei for professional services rendered to me will

become immediately due and payable. I hereby authorize assignmeni of my insurance rights and benefits (if

applicable) directly to the provider of services rendered'

Agreement:
My signature below signifies my agreement for payment in full on a cash basis if I have not provided allthe necessary

documents and information by the time of the second visit.

I have read and agree to the above statement'

i *;iir j':r *rlYi'!i!:rli rvil! hr;; l::;'ici+ -l':'1

ft Cash tr Check

"$ig*xtt r:'* **t+ tigrrr:d

=t'laatPrifl:t*d [i*trr€



ACTIVITY WORKSHEET

Name:

Date:

Duties Under Duress

Have you continued to do the following activities even though you have pain caused by your
injury?

Please circle the following activities if you have pain while doing them, but you can still do
them:

1. Work/employment

2. Laundry

3. Dishwashing

4. Vacuuming

5. Cleaning

6. Preparing meals

7. Mowing grass

8. Gardening

9. Taking out trash

10. Other house or yard work:_

11. Attending school

12. Any other activity that you still can do but only with pain:

a.

b.

c.

d.



Loss of Eniovment

Have you stopped doing any of the following activities as a result of your injuries? If so, circle:

1. Work

2. Laundry

3. Vacuuming

4. Dishwashing

5. Cleaning

6. Preparing meals

7. Mowing grass

8. Gardening

9. Taking out trash

10. Other house or yard work:_

11. Attending school

12. Hobbies:

a.

13. Any other activity that you have stopped doing as a result of your injuries:

b

a.

b.

c.


