The Arne Clinic

PATIENT INFORMATION (Please Print)

First Name: MI: Last Name: S5#:

Address: City: State: Zip:
Home Phone: Work Phone: Cell Phone:

Email: Sex:oM oOF Date of Birth: Age:
Marital Status: (Circle One)  Single Married Divorced Widowed

Occupation:

Employer and Employers Address:

TY ATI
(Circle One)  Spouse Parent Guardian Self (if circled ‘self” skip this section)
First Name: MI: Last Name: S5#:
Address: City: State: Zip:
Home Phone: Work Phone: Cell Phone:
Sex: O M O F Date of Birth: Age: Marital Status: (Circle One) Single Married Divorced Widowed

Occupation:
Employer and Employers Address:

IN NCE IN MATION

Insurance Company Name:

Address: City: State: Zip:
Subscriber Name: Relationship to Patient: (Circle One) Self Spouse Dependent
Group#: ID#: CoPay:
Medicare#: Medical Assistance #:

W DID Y HEAR ?

O Individual/Patient:

O Yellow Pages Minneapolis Other (please indicate name)
O Employer:

O Physician:

O Attorney:

O Building/Sign/Location:

O Advertisement (please specify ad):

Other:

ASSIGNMENT OF BENEFITS: I hereby authorize payment of Chiropractic Benefits to The Arne Clinic for services rendered to
myself and/or dependents.

Signed: X Date: f !
FINANCIAL STATEMENT: I understand that I am responsible to pay for services and supplies not covered under my insurance plan.
I agree to pay an 8% finance charge for balances over sixty days. If necessary, I am responsible for any collection costs, including
but not limited to billing and attorney fees.

Signed: X Date:_Jf __ [










Name Dote of Birth Today's Dote
Occupation Age Maight ___ Sex____ Mumbec of Childen |
Marital Stats: 0 Single QO Fartner Q Married 0 Seporated O Divorced 0 Widowier)

Are you recovering from a cold or flu? Are you pregnani?

Reason for ofice visi: : ' _ Dote began:

Date of lost physical exam Practitioner nome and phone number
Laboratory procedures performed [e.g., stoal analysis, blood and urine chemistries, hoir anakysis):

Oulcome
What types of therapy have you tried For this problem(s):
O diet modification O fosting O vitomins/minerals O herbs O homeopathy O chiroproctic [ acupunciwe 1 conventional drugs
Q2 other . 4
List current haalth problems for which you are being freated:

Current medicofions [prescripfion or overthe-counter]:

Major Hospilalizations, Surgesies, Injuries: Pleose list oll procedures, complications [if any) and dates:
Year Surgery, lliness, Injury Cwuicome

Circle the level of stress you are experiencing on o scale of 1 to 10 [1 being the lowes): 1 2 3 4 ] & o ;] g 10
Identify the major couses of siress [e.g., changes in job, work, residence or financas, legal problems):
Do you comidee yownell. (hnclonwnight 0 ovanwsight= .+ £ jost right Your weight lodey

Have you had an uninfentional weight loss or gain of 10 pounds or more in the last three months®
Is your job ossocigied with potenfially hormful chemicals [e.g., pesticides, rodioaciivily, solvents] or healh and/or life threatening adivities [e.g., fireman, former, miner)?

O Corractive lensas O Dentures 0O Hearing aid 0O Medieal devices/ prosthetics/implants, describe:

Recent changes in your ability to: [ ses O hear. Q tosie Q smell O feel hot/cold sensafions
O move around [sit upright, stand, walk, run, pick up things, swing your arms freely, turn your head, wiggle fingers)
Strong like for any of the following flovors: O sour Obiter QOosweet  Orich/faty O spicy/pungeni O salyy

Swong dislike for any one of the following flovors: U sowr O biter  Qsweet  Qrich/laty O spicy/pungent O salty
Deyow: U Prefar warmth [Le., food, drinks, weather, aic] [l Prefer cold [ie., food, drinks, weather, stc] [ Mo preference
Is your sleep disturbed ot the some fime eoch nigh® i yes, what fime?

Time of day you feel the most energy or the least symploms: Time of day you feel the worst or your symptoms are oggravated:
O7om-9am Q%am-1lam Q11am=1pm QO7am-%am O%am-11am Dllam-1pm
Qipm-3pm. Q3pm-5pm O5pm-7pm Oipm-3pm DO3pm-5pm. Q5pm-7pm
Q7pm.-92pm. Q9?pm-11pm Q11pm-1am O7pm-%pm. O%pm-11pm O11pm-1am
Otom-3am O3am-5om OS5om-7aom Olam-3em QO3om-5am Q5am-7am

Do you experience any of these general symptoms EVERY DAY?

O Debilitating fatigue ' [ Shortness of breath O Insomnia O Constipation 0 Chronic pain/inflammation
O Depression 0 Panic attocks O Nousea {1 Facal incontinerie 3 Bleeding
O Disinterast in sex [ Headaches O Vomiting O Urinary inconfinence [ Discharge

3 Disinterest in eafing O Dizziness 0 Diarrhea O Low grode fever 0 hehing/rash







