Eagle’s Touch Chiropractic & Wellness P.C. PO Box 58, Old Bethpage NY 11804 631.385.1400/718.372.3500

Pel’SOnal IIlfO rm aﬁOll (front and back)

Patient’s Name

Last . First

Address ‘

Street City State Zip
DOB / / - Gender [M]/[F] Marital Status [S]/ [M] / [D]/[W] Home Phone
Work Phone Cell Phone Email
Occupation | | Employer
Social Security # ~ Whom may we thank for referring you?
‘[ have previously been under the care of a Chiropractor: Yes No
Past Injuries: Date: Type: Date: Type:
Past Surgeries: Date: Type: Date: Type:
Medications: For: For: ~ For: For:
Work Stress: High Medium Low Relationship Stress: High Medium Low Family Stress: High Medium Low
Exercise: Diet: |

Do you have an area of chief complaint that you would like us to know about:

I come to this office today for : [ ]Wellness Care [ JA Work Related Injury [ ]Motor Vehicle Accident Injury

[ ]1Injury (other) [ ]Symptomatic Relief

- Insurance Information (ifapplicable)

Insurance Company: Group/Policy #

Address of Insurance Company

Street | ' City . State Zip
Claim # ‘ | | Claim Representative
Ins. Co. Phone # o | - Insured’s Name
Insured’s SS# ' | ' Relationship to Insured
Insured’s DOB _ " Insured’s Phone #
| Address of Insured

Street City State Zip

I, the undersigned, certify that T (or my dependant) have insurance coverage with
and assign directly to Ken Eagle DC all benefits, if any, otherwise payable to me for services rendered. I understand that I am financially

responsible for all charges whether or not paid by insurance. [ hereby authorize the doctor to release all information necessary to secure the
payment of benefits. I authorize the use of this signature on all insurance submissions. |

Responsible Party Signature Date

............

........................................................................................................................................................................

TURN OVER




Eagle’s Touch Chiropractic & Wellness P.C. PO Box 58, Old Bethpage NY 11804 631.385.1400/718.372.3500

Please check all symptoms you have ever had, even of they do not seem related to your current condition.

] Headaches [ ] Pins and needles in arms [ ] Dizziness [ ] Numbness in fingers [ ] Fatigue ] Sleeping problems
| Diarrhea ] Cold Sweats - ] Mood Swings | ] Sinus Problems ] Depression [ ] Stiff Neck

] Constipation : | Pins and needles in legs [ ] Loss of Smell | ] Buzzing in Ears | ] Cold Feet ] Lights bother eyes
] Allergies - ] Numbness in Toes ] Fainting ] Back Pain ] Irritability ] Menstrual Pain
] Fever : ] Menstrual Irregularity ] Asthma ] Ringing in Ears - ] Neck Pain [ ] Nervousness
] Ulcers ] Problem Urinating ] Heartburn ] Stomach Upset ] Hot Flashes [ ] Loss of Balance
| ] Tension ' ] Loss of Taste

Terms of Acceptance/ Informed Consent

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working towards the same
objective.

Chiropractic has only one goal. It is important that each patient understand both the objective and the method that will be used to attain it.
This will prevent any confusion or disappointment.

Health: A state of optimal physical, mental and social well being, not merely the absence of symptoms.

Class A Subluxation/Distortion: A misalignment of one or more of the 24 vertebrae in the spinal column which causes alteration of nerve
function and interference to the transmission of mental impulses, resulting in a lessening of the bodies innate ability to express its maximum
health potential. (This is most often a result of physical stress either sudden or over a prolonged period or a lack of adaptation to emotional,
mental or chemical stress.)

Class B Subluxation/Distortion: A twisting, torquing or stretching of the spinal cord soft tissue and meningeal system which causes alteration
of nerve function and interference to the transmission of mental impulses, resulting in a lessening of the bodies innate ability to express its
maximum health potential. (This is most often a result of emotional, mental or chemical stress either sudden or over a prolonged period or a
lack of adaptation to physical stress.)

Adjustment: An adjustment is the specific application of forces to facilitate the body’s correction of either or both Class A or B Subluxa-
tions. Our method of correction is by specific adjustments to the spine.

We do not offer to diagnose or treat any disease. We only offer to diagnose either Subluxations or neuro-muscular conditions. However, if
during the course of a chiropractic spinal examination, we encounter non-chiropractic or unusual findings, we will advise you. If you desire
advice, diagnosis or treatment for those findings, we will recommend that you seek the services of another health care provider.

Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding treatment prescribed by others. OUR
ONLY PRACTICE OBJECTIVE is to eliminate a major interference to the expression of the body’s innate wisdom. Our only method is

specific adjusting to correct Vertebral Subluxations. However, we may use other procedures to help your body accept and hold the
adjustments.

I, have read and fully understand the above statements.
(print name) | |

All questions regarding the doctor’s objectives pertaining to my care in this office have been answered to my complete satisfaction.

X

(signature) | | | (date)
Consent to evaluate and adjust a minor child

I, | ~_ being the parent or legal guardian of

have read and fully understand the

above terms of acceptance and hereby grant permission for my child to receive chiropractic care.

X

(signature) | | (date)



