Pleasanton Upper Cervical, LLC
4224 Stanley Blvd., Pleasanton, CA 94566

925-846-3357

Date:
CONFIDENTIAL PATIENT INFORMATION
email address:
LegalName  Home Phooe Cel) Phoos
Address . Cuy N/
Agc___ BimhDate _ Male  Female  Marital MS WD # of Children
Occupatson Employer
Name of Spouse/Nearest Relative Their Phooe 8
Referred 1o our offics by Is conition due to injury from cmploymeat ___ Auto Accident____

This office does not take Workers Compensation cases. If your injury was
work-related initial that you understand.

Da=te of First Symptoms or sccident happened?
If yes, when and desende

Have you bad samac or simmilay condstion? Yes Mo

Have yob lost any days from work? If yes, whea

1f female, e youpregnant? Yes ~ No Date of last menstreal period o e
Na=me of Physician Duse of last physical examination

What operations have you had and when?

Serious illness, what aad when? =
Ever bad Chiropesctic care? If y¢s, Doctor’s neme and when

Have you ever suffered from: (If yet, circle the disoeder)

Allergy Poor posture Tuberewkosis Irching Dizziness

Fatigue Sciatica Bruise casily Varicose veins Headache
Swallen joints Nosebheods Froquent urination Loss of skep Colon Troube
Prostate trouble Nervou/Depressed Difficalt digestion Low blood peessure - Cramps of backache
Numboess Hemoerhoid Pain over heart Excess menstrual flow  Arthritis

Nausea Poce circulation Hot Nashes Busitis Asthma

Rapid heart beat kregalar cycke Foot trouble Frequent colds Slow heart beat
Lumops in becasts Low back pain Deafness Ancmia Alcodolizen

Neck painatiff Ear notses Stroke Diadetes Enlarged Thytoid
Chest pain Polio Eye pan Difficulty beeathing ~ Failing vision
Pleerisy Veocread Discase Swelling of ankles Cancer



Habits: Heavy Modcrate Light Noac Do you wear?:
— o Heel ifts
Sole lifts

Tobecco Inner soles

e —

Drugs R — I - Arch suppocts

Vitamins &
Minerals

Purpasc of the appoztment (major complaint) —

What activizics aggravate your condition?

Iz condition getting progressively woese? Yes No Comstant Sporadic
Is condition interfering with your: Woek Slocp A Daily Routine Other
How long has it been since you readly felt good?

What do you belzewe is wrong with you?

Orhear Doctors scen foe this condition?

Have you boen treated for any bealth conditions by a pivysician in the last year? If yes, deseride

What medicaticns or over-the-couster drugs are you taking?

Consent o x-ray miner child: [, suthones the porformmancs of diagnostic x-emy
cxamination of mvy child which the doctor or associstes may coasider noccssary o advisable in the course of cxammation and
treatment. The patent, , is a minoe chidd years of age.

Paticnt consent to x-ray: [, ) authorize the paformasce of diagaetic X-ray
cxamination of ouyself, which B¢ doctor or associates may consider neocssary o advisable in the course of my examinetion and
treatment. Signed . Dae

Payment is expected at the time of the visit. Our financial policy will be explained and given 10 you in writing before you leave the
office today. If you bave any questions regarding how this policy works, feel free 1o ask guestions befe you see the Doctor.

Name of person responsible for payment

Patient signature Date




