Plantation Point Shopping Center

K KIRAR CHIROPRACTIC WELLNESS Goose Oreck, SC. 2905

CHIROPRACTORS WITH THE HEALING TOUCH Phone: 572-2224
Fax: 572-2274

CONFIDENTIAL PATIENT INFORMATION

Full Name: Date: / /
Address: City:

State: Zip: Email Address:

Phone: Home Work Ext.
Birth date: / / Age:  Sex:oF oM SS#:

o Single o Married o Divorced o Widowed 0 Separated How many children:
Occupation: Employer:

Name of Emergency Contact: Phone:

How were you referred? o Location o Yellow pages o Health presentation o other

Who may we thank for referring you?

Reason for Visit: Began?

Have you seen other doctor’s for your present condition? If Yes, Whom?

Medication you are currently taking:

Major Surgery/Operations:

Major Accident or Falls:

Financial Information

Who is responsible for account?

Relationship to patient:

Are you insured? o Yes o No Insurance Company:

ASSIGNMENT AND RELEASE
I understand and agree that health and accident insurance polices are an arrangement between an insurance carrier and myself.
Furthermore, | understand and authorize the release of any information necessary for Kirar Chiropractic Wellness to secure the
payment of benefits and that any amount authorized to be paid directly to Kirar Chiropractic Wellness will be credited to my
account on receipt. However, | clearly understand and agree that all services rendered to me are charged directly to me and that
I am personally responsible for payment. | also understand that if | suspend or terminate my care and treatment, any fees for
professional services rendered me will be immediately due and payable.
I hereby authorize the Doctor to treat my condition as he/she deems appropriate through the use of chiropractic adjustments and
adjunctive therapies. It is understood and agreed the amount paid the Doctor, for X-rays, is for examination only and the Ra-
diographs will remain the property of Kirar Chiropractic Wellness, being on file where they may be seen at any time. The Doc-
tor will not be held responsible for pre-existing medically diagnosed conditions, nor for any medical diagnosis.

Patient or Responsible Party Signature Date
Guardian or Spouse’s Signature Authorizing Care Date
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PAST HISTORY: Please check all of the conditions, which you have or had in the last 6 months. We need
your complete health report before we can be responsible for your case. If none of the conditions exist, disregard.

General Gastro-intestinal EENT Genito-urinary
m] AII_ergy 0 Bleaching Q Asthma O Bed-wetting
Q gh'"SI _ a  Colitis O Crossed eyes/ Q  Blood in urine
q onvulsions o Colon trouble Nystagmus O Frequent urination
0 Dizziness Q  Constipation O Deafness 0 Lack of kidney control
O Fainting ) P Q Dental decay : . .
o Fever O Diarrhea O Earache 0 Kidney infection
O Headache QO Bloated abdomen Q  Eardischarge a Painful urination
Q  Loss of sleep O Excessive hunger O Ear noise/Ringing Q  Prostate trouble
a Lossof yvelght o Difficult digestion O Enlarged glands Q Pusinurine
2 epression 0 Gallbladder trouble 0 Enlarged thyroid Women only
Q  Hemorrhoids 9 Eyepain
O Sweats Jaundi Q  Visual disturbances O Congested breast
o Tremors Q  Jaundice O Far sightedness O Cramps or backache
Musculo-skeletal O Liver trouble Q Hay fever Q Excess menstrual flow
a Arthritis O Nausea O Near sightedness 0O Hot flashes
a Bursitis a Pain over stomach Q Nose bleeds Q Irregular cycles
0 Low back pain a Vom?t?ng O  Sinus infection Q  Lumps in breast
0 Neck pain Q Vomiting of blood O Sore throat O Menopause
Q Pain b/w shoulders Cardio-vascular SkinD Tonsillitis 0 Painful menstruation
Respirat 0 Hardening of arteries §  Boils Q  Vaginal discharge
a C?f?el:;lt piir?ry 9 High blood pressure 0 Bruise easily **When was the first day of your
a  Chronic cough O Low blood pressure O Dryness last period? yory
- ” Q  Pain over heart O Hives orallergy
a Difficult breathing Q ltching I
. Q Poor circulation ' ) Is there any possibility that you
Q Spitting up blood ) Q  Skin eruptions (rash) are pregnant? oYes oONo
O Wheezing O  Rapid heartbeat O Varicose veins
O Swelling of ankles Due Date:
Check any of the following conditions you have or have had:
o Aids o Chorea O Heart Disease o Pneumor_lia
o Alcoholism o Diabetes o Lumbago o Rheumatic fever
o Anemia o Diphtheria o Measles o Stoke/TIA
o Appendicitis o Emphysema o Miscarriage o Tube_rculosw
o Arteriosclerosis o Epilepsy o MS o Thyriod problems
o Cancer o Goiter o Pacemaker o Ulcers
o Chicken pox o Gout o Pleurisy
Habits: None How much? None How much? [When did you last have............
Alcohol o Exercise 0O Spinal X-rays ............
Coffee O Sleep o Spinal exam .............
'Igobacco o Appetite o Physical exam ...........
fugs o Soft drinks o

Family Health History: If history exists list relationship of person. (mother, father, brother, sister, spouse, etc.)

Arthritis

_ Cancer Seizures
SCO“OS.IS Thyroid Headaches Strokes
iac:/ dise Diabetes Heart trouble Kidney disease
sthma Mental illness High Blood Pres.
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Drs. Vance & Jill Kirar

. . ogs . . Kirar Chi ic » Goose Creek » 843-572-2224
Pain Disability Questionnaire R e s

. Does your pain interfere with personal care (such as washing, dressing, etc.)?

2
Take care of myself completely Need help with all my personal care
0 | 2 3 4 5 6 7 8 9 10

4. Does your pain affect your ability to sit or stand? _
No problems Cannot sit I stand at all times
0 1 2 3 4 5 6 7 '
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6. Does your pain affect ability to lift objects off the floor, bend, stoop, or squat?
No problems Cannot do at all

0 1 2 3 4 5 6 7 8 9 10

8. Has your income declined since your pain began?
No decline Lost all income
0 1 2 3 4 5
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10. Does your pain force you to see doctors much more often than before vour pain began?
Never see doctors See doctors weekly
0 1 2 3 4 5 6 7 8 9 10

12. Does your pain interfere with recreational activities and hobbies that are important to you?
No interference Total interference
0 1 2 3 + 8 9 10
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14. Do you feel more depressed, tense, or anxious than before your pain began?
No depression / tension Severe depression / tension
0 1 2 3 4 8 9 10
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Signature Print Name Date



