For the office of:  Sue Mulcahey, DC, LLC 
NEW PATIENT INFORMATION
Welcome!  Please allow our staff to photocopy your driver's license & insurance card (if applicable) 

Please print and fill in all of the blanks.             	Today's Date _____________________
Name ________________________________ Nickname/Preferred Name________________
Age _______Male or Female _____ Person responsible for account?____________________
Address__________________________City _________________State________Zip_______
Home phone (____)________________ Work Phone (____)______________Ext.__________
Cell phone (_____)________________  Best number to contact you?  Home  Work  Cell
May we leave voicemail on Home/Cell phone  Circle  YES  NO  *Permission can be changed at any time.
Date of Birth ______/______/______      Social Security Number______-________-_________
Status [  ] Married–Spouse’s name________________   [  ]Single    [  ]Divorced    [  ] Widowed
Are you a student? Circle YES  NO   If yes, full time or part time?_______________________
Patient’s Employer _______________________ Full Address__________________________
Occupation ________________________  [  ] Full time  [  ] Part time  [  ] Disability  [  ] Retired
Work activity [  ] Heavy lifting  [  ] Light Labor  [  ] Mostly sitting  [  ] Walking/moving  [  ]Driving
Emergency Contact____________________ Your relationship_________ Phone___________
Email Address__________________@________________Signature____________________ 
(By my signature above, I give this office permission to contact me through electronic mail.  Emails are used for communication purposes only (if needed) and we will send you a monthly newsletter.  

Information if the patient is not the guarantor of the insurance policy:
Insured’s Name __________________________________ Insured’s Phone ______________
What is your relationship to the insured?  __________________________________________
Insured’s Full Address _________________________________________________________
Insured’s Date of Birth _______/_______/_______ Insured’s SS# _______-_______-_______
Insured’s Employer _______________________Address ________________________

Information about your Primary Care Doctor:
Name of Family Doctor ___________________________________Phone _______________
Address __________________________ City _______________ State ________Zip_______
Do we have your permission to contact this doctor to share information and to let them know your progress with chiropractic care?  Circle one:  YES  NO
How did you hear about this office? ____________________________________________

Please read before signing:
We appreciate that you have chosen us for your health care needs.  If there is insurance coverage that will be submitted for processing for treatment and services received at this practice, patient understands that insurance benefits are not guaranteed and coverage for payment is determined when claims are received and processed.  Any verification of benefits provided is only an estimate of coverage. We will try to verify your insurance coverage and benefits for you, however we cannot guarantee the accuracy of what someone from your insurance company may tell us.  Patients are encouraged to contact insurance payers directly to learn more about your individual policy benefits and limitations. 
Please sign below to acknowledge patient responsibility for the patient portion of insurance charges and/or payment in full for non-covered items or services.  If there is no insurance coverage, patient is responsible for the balance due for services at the time of service for each visit.  

Signature ________________________________________ Date _____________________

Patient Name________________________________
Patient Health Survey
Circle yes or no to the following conditions that apply to you. 
When applicable, give explanations on the line provided. All information that you provide is confidential. 


 Yes No  List any allergies/sensitivities to medications or ointments  _________________________________
 Yes No  Weight change (loss or gain) more than 10 lbs. in past year________________________________
 Yes No  Have you seen a doctor in past year other than for cold/flu?________________________________
 Yes No  List hospitalizations in past five years _________________________________________________     
 Yes No  Has a doctor recommended any tests/surgeries in past five years? __________________________
              ________________________________________________________________________________                
 Yes No  When was your last chiropractic visit? _________________________________________________
 Yes No  Fever, chills, night sweats, dizziness, fainting, shortness of breath ___________________________
 Yes No  Head, neck, ear or eye pain, headaches or ringing in the ears  ______________________________
 Yes No  Bleeding disorders, arthritis, leukemia or skin disorder  ____________________________________
 Yes No  Neck problems, swallowing difficulties, thyroid condition ___________________________________
 Yes No  Hoarseness, sore throat, allergies, regular colds, flu or asthma  _____________________________
 Yes No  Injury to the neck, whiplash, pinched nerves or numbness of neck ___________________________
 Yes No  Chest pain, heart problems, irregular beats, pacemaker, stroke _____________________________
 Yes No  Lung problems, congestion, cancer, tuberculosis or lung disease ____________________________
 Yes No  Do you smoke? __________ If yes, how many packs per day?______________________________
 Yes No  Alcoholism or drug addiction to social or prescription drugs_________________________________
 Yes No  Nausea, vomiting, ulcers, colitis, spastic colon or diverticulitis_______________________________
 Yes No  Gallbladder, pancreas, liver or other digestive condition ___________________________________
 Yes No  Hemorrhoids, rectal bleeding or frequent constipation or diarrhea____________________________
 Yes No  Male/female genital disorders, surgeries, diseases, sexual problems, prostate problems
              ________________________________________________________________________________    
 Yes No  Fatigue, anxiety, depression  ________________________________________________________
 Yes No  Diabetes (Type 1 or Type 2) kidney problems ___________________________________________ 
 Yes No  Any fractured or broken bones _______________________________________________________
 Yes No  Malformation of any bones or joints ___________________________________________________
 Yes No  Injury to the mid back, pinched nerves or severe muscle spasms ____________________________
 Yes No  Scoliosis, curvature of the spine or structural problems ____________________________________
 Yes No  Injury or tendonitis of shoulder, elbow, wrist, hand or fingers ________________________________
 Yes No  Carpal tunnel syndrome, rotator cuff, bursitis or tennis elbow________________________________ 
 Yes No  Foot problems, deformities, surgeries to the feet or ankles__________________________________
 Yes No  Venereal diseases, HIV/AIDS, herpes, hepatitis, other communicable disease__________________
 Yes No  Any work related injuries pending now or in the past ______________________________________
 Yes No  Have you ever had a disability rating for an injury in the past?_______________________________
 Yes No  Any condition, surgery or disease not described above ____________________________________

Explain any “yes” answers and list any other health related conditions or problems that we should know about:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________

Signature _________________________________________ Date ____________________________

Patient Name____________________________

Explain your use of the following: (Circle answer)
Alcohol  	Never    Seldom    Occasionally    Often    Daily
Tobacco  	Never    Seldom    [  ]  ______ cigarettes a day
Social Drugs 	Never    Seldom    Occasionally    Often    Daily
Coffee         	Never    Seldom    Occasionally    Often    Daily  _____cups/day
Tea           	Never    Seldom    Occasionally    Often    Daily  _____cups/day
Soda 	  	Never    Seldom    Occasionally    Often    Daily  _____cans/day
Water            Never    Seldom    Occasionally    Often    Daily  _____glasses/day
Exercise  	Never    Light         Moderately      Heavy   _____times a week Type___________
Stress Level  Extremely High     High      Moderate     Slight     None


Describe any medications or vitamin/supplements that you are currently taking:
Name of medication            Dosage          Frequency          Reason for taking medication
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________For use by doctor:   Dates Med List was updated by patient:             ___/___/___  Initial_______   ___/___/___  Initial ______          ___/___/___ Initial _______          ___/___/___  Initial_______

List all surgeries that you have had in the past:
Type of surgery                   When              Reason performed                 Result
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Indicated which of the following test(s) you have had in the past:
X-rays __________________________	When ___________ Where ___________________
CT scan or MRI __________________  	When ___________  Where __________________
Myelogram ______________________ 	When ___________  Where __________________
Ultrasound ______________________  	When ___________  Where __________________

Indicate any or all treatments that you have already had for you present condition:
[  ]  Prescription drugs   [  ]  Surgery      [  ]  Chiropractic care    [  ]  Physical Therapy

FOR WOMEN ONLY:  Can you become pregnant? Circle   Yes   No
Date of your last mammogram ________________Date of your last pap smear ____________
Are you now or is it possible that you are pregnant?  Circle  Yes  No
Date of your last period ________________ Any menstrual/hormone issues?_____________
Signature _______________________________________  Date ______/_______/_________
Patient name________________________________
Family History: Identify conditions that you or any of your family members have now or have previously had.  PGM=Paternal Grandmother PGF=Paternal Grandfather  F=Father M=Mother
MGM=Maternal Grandmother  MGF= Maternal Grandfather    B=Brother    S=Sister    X=Myself

Condition        ___     Relation to you                    Condition                      Relation to you
Heart Disease _____________________________ Glaucoma ________________________
Stroke ___________________________________ Bleeding Disorders__________________
Diabetes (Type I or 2?)_________________________ Kidney Disease ____________________
Deep Vein Thrombosis _____________________  Thyroid Disease ____________________
Cancer: Type________________Type______________Type_______________Type_____________
Other conditions not listed______________________________________________________
___________________________________________________________________________

Is your mother living?  Age?_______ If no, her age at death________ Cause of death______________________ 
Is your father living?    Age?_______ If no, his age at death ________ Cause of death______________________
   
What activities of daily living are difficult for you to perform due to your condition?
[  ] Climbing stairs	        [  ] Standing for prolonged periods  	         [  ] Pushing or pulling
[  ] Lifting		        [  ] Getting in/out of auto or chair	         [  ] Kneeling
[  ] Yard/outdoor work      [  ] Household chores or light work 	         [  ] Bending over

List any additional information that may help us with your health care needs:
______________________________________________________________________________________________________________________________________________________

Tell us about why you made an appointment to see us today:
Health concern(s) today_______________________________________________________________
When did symptoms begin?____________________ What initiated symptoms?___________________
Have you previously been treated by another provider? Yes or No  Is so, by whom?________________
Treatment received:__________________________________________________________________
Have you had any bad reactions to previous treatment? Yes No Explain_________________________
If this is a recurrence, when did you initially notice this problem?_______________________________
Has it worsened over time? Circle:  Yes  No  Same  Better  Worse  ____________________________
How long does it last? Circle: All Day    Hours    Minutes  Other________________________________
Is this condition interfering with activities?  Circle:  Work  Sleep  Daily Routine Recreation  Other______
Describe your symptoms. (Circle all that apply)  Pain  Sharp  Dull  Numbness  Tingling  Aching  Burning
Stabbing  Throbbing  Stiffness  Other:____________________________________________________
What makes the  problem worse? Circle: Standing Sitting Lying Bending Lifting Twisting  Other_______
Does anything relieve your symptoms? Yes: _______________________________  No, Nothing Helps 
Do you have any other conditions/symptoms that may be related to current symptoms? ____________
Have you ever been in an auto accident or other physical trauma? When?_______________________
Are you left or right handed? Circle  LEFT  RIGHT

What would you like to be able to do but are unable to do so now?_____________________________

PRINT NAME OF PATIENT ____________________________________________    DATE __________________________

Signature of patient (or parent/legal guardian) ____________________________________________________
Thank you for taking the time to complete this paperwork!
Informed Consent to Chiropractic Care
(Please read carefully before signing.)


Chiropractic Adjustment:  The doctor will use her hands or a mechanical device in order 
to adjust your spinal joints.  This procedure is called a spinal adjustment and is intended to reduce spinal subluxation (slight dislocation of the spinal joints).  You may feel a ‘click’ or a ‘pop’ as well as a movement of the joint.  Various ancillary procedures such as electric simulation therapy, traction or hot/cold packs may also be used.	                                                                                                                                                                                            Risks:  As with any health care procedure, complications are possible following a chiropractic adjustment.  Fracture of bone, muscular strain, ligament strain, dislocation of joints, injury to intervertebral discs, nerves or spinal cord are all rare occurrences and generally result from some underlying weakness of the bone or surrounding tissues.  Usually, there is an underlying, pre-existing vascular condition like atherosclerosis that contributes in a stroke resulting after a neck adjustment.  A minority of patients may notice stiffness or soreness after the first few days of treatment.  We will not accept individuals for treatment unless we feel confident that 
we can safely help them.	
     
Probability of Risks:  The risks and complications of chiropractic care, acupuncture and massage have all been described as ‘rare’.  The risk of cerebrovascular injury or stroke has been estimated at one in one million to one in twenty million, and can be even further reduced by our screening procedures.  The probability of adverse reaction due to ancillary procedures is also considered to be ‘rare’. 

Risks of remaining untreated: Delay of treatment allows formation of adhesions, scar tissue and other degenerative changes.  These changes can further reduce skeletal mobility and induce chronic pain cycles.  It is quite probable that delay of treatment will complicate the condition and make future rehabilitation more difficult.          
                                                                                          
I have had the following risks of my case explained to me.  If you/and/or the individual listed below understand the above information, please sign below.  This signature authorizes treatment, acknowledges Notice of Privacy Practices and also authorization to submit to insurances (if applicable).  Patient or guardian understands that he/she is responsible for payment of all services.

Patient Authorization: I have read or have had read to me, the explanation of care offered at this facility.  I have had the opportunity to have any questions answered.  I have fully evaluated the risks and benefits of undergoing treatment and hereby give my full consent to the items mentioned above.

________________________________________________      
	PRINT NAME of Patient (or Guardian of minor)                          

_________________________________________________       _______/______/______
SIGNATURE of Patient (or Guardian of minor) 			              Date
