Phone: (859) 625-5777
Fax; (852) 625-5768

Erie J. Baldwin, D.C.

5021 Atwood Drive : ' : www.BaldwinChiropractic.net
Richmond, KY 40475 BaldW[n Ch[ropractlc www.RichmondKyChiropractic.com
Date _, Who is respensible for this account?
Patient _. ‘ . Relationship to Patient "
Addrass , Insurance Co.
. Giroup # _
sex: =M oF ¥ Age  Bithdae zp s patlent covered by additional insurance? LUYes ONo
Os8ingls UMarried OWidowed  OSeparaled D Divorced Subscriber's Name r_—
Patient SS# Birthdate =T
Oeoupation Relationship 1o Patient
Employer B Insurance Co. _
Employer Address ___ Group # _
Employer Phone ASSIGNMENT AND RELEASE
- 1. the undargigned, certity that | (or my dependent) hava insyrance covarage with
Spouse’s Name and gasign directly
. to Dr. ___ ., all ingurance benefits, if
Birthdate __.. SS# any, otherwlse payable to me for services rendered. | undarstand that | am finarcially
Qeccupation responsible for all charges whether or not paid by Insurance. | hereby authorizs the

docter to ralease all intormation necassary io secure the payment of bereflts. | authorize

! the use of this signatura on all insurance submissions.
Spousa's Emplayer _ is signatura on iasions

Wheom may we thank for referring you?

Responsible Party Signature

Relationship " Date
ACCIDENT INFORMATION
Home Work _, Ext. Is condition <iue to an accident? (IYes [MNo Date_
Email Address . Type of accident D Aute OWork OHome O OCther
IN CASE OF EMERGENCY, CONTACT: To whom have you made a report of your accident?
Name .. Relationship — O Auto Insurance O Employer O Worker Comp. 0 Cther
Horne Phone - Attorney Name (if applicable)

Work Phone ____ Ext.

PATIENT CONDITION

Reason for Visit

When did your symptoms appear? __

Is this candition getting progressively worge? O Yes O Mo 3 Unknawn @
Mark an X on the picture where you cantinue to have pain, numbness, or tingling.

Rate the severity of your pain ¢n a scale of 1 (least pain) to 10 (savere pain)

Type of pain: 0 Shatp O Dull 3 Throbbing O Numbness OAching ] Sheating O Burning
(2 Tingling O Cramps O Stiffness 1 Swelling O Cther

How often do you have this pain?

Is it constant or doas it come and go?

Does it interfere with vour 0 Work O Steep 3 Daily Rentfing 1 Recreation

Activities or movements that are painful to perform O 8itting O Standing O Walking DBending O Lylng Down




HEALTH HISTORY

What treatment have you already received for your condition? O Medications
M Chiropractic Setvices B None O Other .

O Surgery

1 Physical Therapy

Nare and address of other doetar(s) who have treated you for your condition

Date of Last:  Physical Exam Spinal X-Ray Blood Test
Spinal Exam Chast X-Ray Urine Test
Cental X-Ray MRI, CT-Scan, Bone Scan
Place a mark on *Yes" or “No" to indicate if you have had any of the following:
AlIDSHIV OYes ONo Emphysema OYes ONa Miscarriage OYes 0No Scarlet Faver 1Yes 11No
Alcoholism UYes ONo Epilepsi OYes ONo Meononucleosis O Yes O No Stroke OYes ONo
Allergy Shots OYes DNo Fractures OYes CINo Multiple Suicide Attempt O'Yes TNo
Anemia OYes ONo Glaucoma mYes ONo Sclerosis CYes ONo Thyroid
Anorexia U Yes UNo Golter OYes ONo Mumps OYes A No Prablems OYes ONo
Appendicitis O Yes INo Gonorrhea 1Yes ONo Osteoporosis OVYes ONo Tonsllitis OYes O Ne
Arthritis JYes NNo Gout UYes ONo Pacemaker CYes ONo Tuberculosis OYes ONo
Asthma OYes ONe Heart Disease U Yes UNo Parkinson’s Tumors,
Bleeding Hapatitis OYes ONo Disease OYes ONo Growths OYes ONo
Disorders OYes ONo Hernia OYes ONo Pinched Nerve OYas ONo Typheid Fever OYes ONg
Breast Lump OYes ONo Herniated Disk DO Yes ONo Pheumonia oYes ONo Ulcers OYes ONo
Bronchitis MNYaz ONa Herpas OYes ONo Polio CYes ONo Vaginal
Bulimiza OYes DONo High Prostate Infections OYes ONo
Cancer 2 Yes MNo Cholesterol QD Yes ONo Problem 0Yes ONo Venereal
Cataracts 3 Yes ONo Kidney Disease O Yes ONo Prosthesis OVYes ONo Disease UYes LNo
Chernical Liver Disease U Yes ONo Psychiatric Care 1Yes TNo Whooping
Dependency O Yes ONo Measles OYes ONo Rheumatoid Cough OYes ONo
Chicken Pox CYes ONo Migraine Arthritis OYes ONa Other
Diabetes OYes CNo Headaches 0OYes ONo Rheumatic
Fever

EXERCISE WORK ACTIVITY HARBITS
2 None O Siting D Smoking Packs/Day .
D Moderate (7 Standing O Alcohol Drinks/Week
O Daily I Light Labor O Coffee/Caffeine Drinks ~ CUps/Day.
O Heavy 0 Heavy Laber 1 High Stress Level Reason
Are you pregnant? DYes OMNo  Due Date
tnjuries/Surgeries you have had Description Dato

Falls

Head Injuties

Broken Bones _

Dislocations _—

Surgeries e

MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name

Pharmacy Phone




Baldwin Chiropractic

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

Tunderstand and have been provided with a Notice of Information Practices that provides
a more complete description of information uses and disclosures. I understand that I have
the tollowing rights and privileges:

+ The nght to review the notice prior to signing this consent,

+ The right 1o object to the use of my health information for directory purposes, and

+  The right to request restrictions as to how my health informarion may be used or
disclosed to carry out treatment, payment, or health care operations

Patient Signarure. | Date

Eric J. Baldwin, D.C.

5071 Anwaod Dive - Richmond, KY 30475 « Phone: (859) 6255777 + Fax: (859) 025-5788



AR T T

Baldwin Chiropractic

AUTHORIZATION FOR RELEASE OF
MEDICAL RECORDS
Fax: (859)625-5788

Date;

L give permission to

to release

my medical records to Eric J. Baldwin, D.C.

SIGNATURE

DATE OF BIRTH

SOCIAL SECURITY NUMBER

WITNESS

Eric J. Baldwin, D.C,

5021 Atwood Drive » Richmond, K 40475 + Phone: (858) 625-5777 + Fax: (859) 625-5788
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