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Barnes Road Chiropractic

William A. Econe, D.C.

475 NW Saltzman Rd Portland, OR 97229
(503) 203-6855

Date: ___/___/___   Patient Name: ____________________________________


Welcome


Health Insurance 

Emergency Contact


Accident Information


Auto/WC Insurance

Patient Condition

Instructions: Please choose (circle) the number which best describes your symptoms in each of the questions below.

1) What is your symptom(s) intensity RIGHT NOW?


2) What is your TYPICAL or AVERAGE symptom intensity?


3) What is your symptom intensity AT ITS WORST?


[image: image1.jpg]Please mark area(s) of injury or discomfort as shown in the example below. Mark all areas with the appropriate
‘symbols and indicate the degree of pain using a scale from 1 (discomfort) to 10 (extreme pain).

Description > Numbness  Pins & Needles Burning Aching Stabbing
Symbol > NNNN PPPP BBEB ARAA 858
Circle any area of pain not represented by a symbol.

Example

left right

Right Front Back Left




Health History

Health History















Who is responsible for this account? __________________________ Relationship to Patient: __________


Insurance Company: _______________________________________ Phone Number: ________________


Insured’s ID#: ____________________________________________ Group Number: ________________


Insured’s Name: __________________________________________ Insured’s Date of Birth: ___/___/___


Insured’s Employer: 											


I, the undersigned certify that I (or my dependent) have insurance coverage with ______________________________ and assign directly to Barnes Road Chiropractic all insurance benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges, whether or not paid by insurance.  I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all insurance submissions. I authorize Dr. Econe to deposit checks received on my behalf.  I authorize Dr. Econe to issue a complaint to the Insurance Commissioner on my behalf.  I hereby designate Barnes Road Chiropractic and Dr. William Econe (hereafter referred to as “my doctor”) to the full extent permissible under the ERISA of 1974 and as provided in 29 CFR 2560-503-1(b)4 to act on my behalf to pursue claims and exercise all rights connected with my employee health care benefit plan, with respect to any medical or health care expense(s) incurred as a result of the services I receive from the above doctor.  These rights include the right to act on my behalf with respect to initial determinations of claims, to pursue appeals of benefits determinations under the plan, to obtain records, and to claim on my behalf such medical or other health care service benefits, insurance or health care benefit plan reimbursement and to pursue any other applicable remedies, all in connection with medical or other health care expense(s) as the result of services I received from my doctor.


													


	Signature									Date





Date: ___/___/___ Patient Name: __________________________________________________________					Last				 First           		     MI


What you prefer to be called: ________________ Date of Birth: ___/___/___ Age: ___  Male  Female


Social Security Number: 			        Driver’s License Number: _____________________


Home Number: _________________ Work Number: __________________ Cell/Other Number: ______________


E-Mail Address: 												


Home Address: 												


      City		        State		             Zip


Mailing Address: 											


	      City		        State		             Zip


Employer’s Name: 							 How Long?: 			


Occupation: 							Referred by: 				


Status:   Minor   Single   Married   Divorced   Separated   Widowed   Domestic Partner 


Spouse/Partner’s Name: ____________________ Do you have children?  Yes  No  How many? _____





 We invite you to discuss with us any questions regarding our services.  The best health services are based on a friendly, mutual understanding between provider and patient.





 Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have been made with the business manager.  If account is not paid within 90 days of the date of service and no financial arrangements have been made, you will be responsible for legal fees, collection agency fees, and any other expenses incurred in collecting your account.





 I authorize the staff to perform any necessary services needed during diagnosis and treatment.  I also authorize the provider and or managed care organization, to release any information required to process insurance claims.





 I understand it is my responsibility to inform this office of any changes to the information I have provided.











Signature: 									        Date: ___/___/___


		 Adult Patient   Parent or Guardian





Who should we contact? _______________________________________  Relationship: ______________


Home Phone Number: ____________ Work Number: ____________ Other Phone Number: ___________


Who is your medical doctor? 					 Phone Number: 			 





Is this condition due to an accident?  Yes   No  If yes,  Date of Accident: ___/___/___ 


Type of Accident:  Auto   Work   Home   Other  


To whom have you made a report of the accident?  Auto Insurance   Employer   Worker’s Comp.


Attorney Name (if applicable) ______________________________ Phone number: __________________





HOUSEHOLD ACTIVITY


That you have difficulty performing





 Lifting Children		 Reading				 Getting in/out of bath	


 Getting in/out of Auto or Driving		 Ironing				 Cooking	


 Doing Laundry		 Climbing Stairs			 Making Beds


 Gardening/Yard Work		 Combing Hair			 Vacuuming


 Carrying Groceries		 Shaving				 Washing Dishes


 Caring for pets		 Lying in bed				 Brushing Teeth	


 Sports: 		 Using Computer or phone		 Other 		





EXERCISE





 None


 Moderate


 Daily


 Heavy





DAILY HABITS


 Smoking		Packs/Day 		


 Alcohol		Drinks/Week 		


 Coffee/Caffeine Drinks		Cups/Daily 		


 High Stress Level		Reason 		





ALLERGIES























SUPPLEMENTS and VITAMINS





MEDICATIONS

















For women: Are you taking Birth Control? Yes No





Reason for visit: 												


When did your symptoms appear? 										


Is this condition getting worse?  Yes   No   Unknown


Rate the severity of your pain on a scale from 0 (least pain) to 10 (severe pain): _____________________________


Type of pain:  Sharp   Dull   Throbbing   Numbness   Aching   Shooting  


 Burning   Tingling   Cramps   Stiffness   Swelling   Other


How often do you have this pain?  Is it constant or does it come and go? 					


How often are your symptoms present?  0-25%  26-50%  51-75%  76-100%


Does it interfere with your  Work   Sleep   Daily Routine  Recreation


Activities or movements that are painful to perform:  Sitting   Standing   Walking   Bending   Lying Down





Injuries/Surgeries you have had			Description					Date


Falls													


Head Injuries												


Broken Bones												


Dislocations												


Surgeries												





What treatment have you already received for your condition?  Medical   Medications   Surgery  	 Physical Therapy   Chiropractic Services   None   Other _________________________


Name and Phone Number of other doctor(s) who have treated you for your condition


Name: ______________________________________________ Phone Number: ___________________


Date of Last: Physical Exam __________________  Spinal X-Ray _______________________________


	         Spinal Exam ___________________  MRI, CT-Scan, Bone Scan _____________________


What is your current weight: ______lbs., and Height ______Ft. _____In.


Please mark “Current” “Past” or “N/A” to indicate if you have had (current or past) any of the following:


AIDS/HIV  	 Current   Past   N/A	Liver Disease  	 Current   Past   N/A


Alcoholism  	 Current   Past   N/A	Measles  	 Current   Past   N/A


Allergy Shots  	 Current   Past   N/A	Migraine Headaches  	 Current   Past   N/A


Anemia  	 Current   Past   N/A	Miscarriage  	 Current   Past   N/A


Anorexia  	 Current   Past   N/A	Mononucleosis	 Current   Past   N/A


Appendicitis  	 Current   Past   N/A	Multiple Sclerosis  	 Current   Past   N/A


Arthritis  	 Current   Past   N/A	Mumps  	 Current   Past   N/A


Asthma  	 Current   Past   N/A	Osteoporosis  	 Current   Past   N/A


Bleeding Disorders  	 Current   Past   N/A	Pacemaker  	 Current   Past   N/A


Breast Lump  	 Current   Past   N/A	Parkinson’s Disease  	 Current   Past   N/A


Bronchitis  	 Current   Past   N/A	Pinched Nerve  	 Current   Past   N/A


Bulimia  	 Current   Past   N/A	Pneumonia  	 Current   Past   N/A


Cancer  	 Current   Past   N/A	Polio  	 Current   Past   N/A


Cataracts  	 Current   Past   N/A	Prostate Problem  	 Current   Past   N/A


Chemical Dependency  	 Current   Past   N/A	Prosthesis  	 Current   Past   N/A


Chicken Pox  	 Current   Past   N/A	Psychiatric Care 	 Current   Past   N/A


Diabetes  	 Current   Past   N/A	Rheumatoid Arthritis	 Current   Past   N/A


Emphysema  	 Current   Past   N/A	Rheumatic Fever  	 Current   Past   N/A


Epilepsy  	 Current   Past   N/A	Scarlet Fever  	 Current   Past   N/A


Fractures  	 Current   Past   N/A	Stroke  	 Current   Past   N/A


Glaucoma	 Current   Past   N/A	Suicide Attempt  	 Current   Past   N/A


Goiter	 Current   Past   N/A	Thyroid Problems	 Current   Past   N/A


Gonorrhea  	 Current   Past   N/A	Tonsillitis  	 Current   Past   N/A


Gout  	 Current   Past   N/A	Tuberculosis  	 Current   Past   N/A


Heart Disease  	 Current   Past   N/A	Tumors, Growths  	 Current   Past   N/A


Hepatitis  	 Current   Past   N/A	Typhoid Fever  	 Current   Past   N/A


Hernia  	 Current   Past   N/A	Ulcers  	 Current   Past   N/A


Herniated Disk	 Current   Past   N/A	Vaginal Infections  	 Current   Past   N/A


Herpes  	 Current   Past   N/A	Venereal Disease  	 Current   Past   N/A


High Cholesterol	 Current   Past   N/A	Whooping Cough  	 Current   Past   N/A


Kidney Disease	 Current   Past   N/A	Other __________________________________


What age is your mattress? __________ Is it comfortable?  Yes   No


For Women:  Are you pregnant?  Yes   No  Due Date: ____/____/____


Family History:  Cancer   Diabetes   High Blood Pressure   Cardiovascular Problems/Stroke





0	1	2	3	4	5	6	7	8	9	10


No Symptoms						    Unbearable Symptoms





0	1	2	3	4	5	6	7	8	9	10


No Symptoms						    Unbearable Symptoms





0	1	2	3	4	5	6	7	8	9	10


No Symptoms						    Unbearable Symptoms





 Auto Insurance  Worker’s Comp. Insurance		           Date of Accident: ____/____/____


Who is responsible for this account? __________________________ Relationship to Patient: __________


Insurance Company: 											 


Address: 												


							      City		        State		             Zip


Adjuster/Contact Person: 		    		     Phone Number: 				


Claim #: 												


Attorney’s Name: 					 Phone Number: 				


Address: 												


							      City		        State		             Zip


Insured’s Name: __________________________________________ Insured’s Date of Birth: ___/___/___


Insured’s Employer: 											


I, the undersigned certify that I (or my dependent) have insurance coverage with ______________________________ and assign directly to Barnes Road Chiropractic all insurance benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges, whether or not paid by insurance.  I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all insurance submissions. I authorize Dr. Econe to deposit checks received on my behalf.  I authorize Dr. Econe to issue a complaint to the Insurance Commissioner on my behalf.  I hereby designate Barnes Road Chiropractic and Dr. William Econe (hereafter referred to as “my doctor”) to the full extent permissible under the ERISA of 1974 and as provided in 29 CFR 2560-503-1(b)4 to act on my behalf to pursue claims and exercise all rights connected with my employee health care benefit plan, with respect to any medical or health care expense(s) incurred as a result of the services I receive from the above doctor.  These rights include the right to act on my behalf with respect to initial determinations of claims, to pursue appeals of benefits determinations under the plan, to obtain records, and to claim on my behalf such medical or other health care service benefits, insurance or health care benefit plan reimbursement and to pursue any other applicable remedies, all in connection with medical or other health care expense(s) as the result of services I received from my doctor.





													


	Signature									Date





WORK ACTIVITY


 Sitting	 Standing			 Bending


 Heavy Labor	 Light Labor		 Kneeling


 Reaching above Shoulder Level	 Pushing/Pulling		 Climbing


 Lifting under 20 lbs.	 Lifting over 20 lbs.	 Squatting

















