PLEASE CHECK ANY OF THE FOLLOWING THAT APPLY TO YOU

___ Anxiety
___ Depression
___ Panic attacks

___ Headaches
___ Dizziness
___ Pins & needles
___ Numbness
___ High blood pressure
___ High cholesterol
___ Bruising
___ Bleeding disorder
___ Anemia
___ Stroke
___ Pacemaker
___ Arthritis
___ Gout
___ Artificial joint
___ Osteoporosis

___ Herniated disc
___ Neck pain
___ Low back pain
___ Night time urination
___ Low libido
___ Erectile dysfunction
___ PMS
___ Prostate issues
___ Herpes
___ Vaginal infections
___ Hypoglycemia
___ Fatigue
___ Migraines

___ Thyroid issues
___ Miscarriage
___ Diabetes
___ Heartburn
___ Ulcer
___ Constipation
___ Psychiatric Care

___ Diarrhea
___ Anorexia/Bulimia
___ AIDS/HIV
___ Hepatitis
___ Kidney disease
___ Cancer
___ Cataracts
___ Multiple Sclerosis
___ Autoimmune disease
___ Seasonal allergies
___ Hysterectomy
___ Sinus Problems

___ Difficulty Breathing

___ Sleep apnea
___ Glaucoma
___ Fractures
___ Chemical dependent
___ Psychiatric care
___ Tuberculosis
___ Pinched Nerve

___ Epilepsy

___ Frequent infections
___ Poor appetite
___ Breast implants
___ Weight gain
List any other serious medical conditions/accidents with dates  ________________________________________________________________
________________________________________________________________

________________________________________________________________

List all allergies ___________________________________________________
List previous surgeries with dates ________________________________________________________________________________________________________________________________
________________________________________________________________

Family Heath History _______________________________________________

Do you smoke ______ How much ______________ How long ______________

Do you wear heel lifts, sole lifts, or arch supports  ________________________
For women—are you pregnant/nursing ____________ How long ____________
· We invite you to discuss with us any questions regarding our services. The best health services are based on a friendly, mutual understanding between provider and patient.

· Our policy requires payment in full for all services rendered at the time of each visit, unless other arrangements have been made with the business manager. If account is not paid in 90 days of the date of service and no financial arrangements have been made you will be responsible for legal fees, collection agency fees, and any other expenses incurred in collecting your account.

· I authorize the staff to perform any necessary services needed during diagnosis and treatment. I also authorize the provider to release any information required to process insurance claims. I acknowledge that any insurance I may have is an agreement between the carrier and me and that I am responsible for payment of any covered or non-covered services I receive.
· I understand the above information and guarantee this form was completed correctly to the best of my knowledge and understand it is my responsibility to inform this office in my medical status.

· I have received the provider’s Privacy Notice and have been given the chance to discuss my concerns and questions about the privacy of my health information.

· I hereby authorize assignment of my insurance rights and benefits directly to the provider for the services rendered. I authorize the use of this signature on all my insurance forms.

X_____________________________________________   ________________________

Signature of Insured/Guardian



    Date

