DIRECTIONS FOR FILLING OUT PAPERWORK

Fill out the following paperwork if you are a New Patient to our office:

Pages 1,2,3,4 and appropriate index depending on your complaint(s); Neck (if you are
experiencing neck complaints) page 6 and/or Back (if you are experiencing shoulder blade
pain, upper/mid back or lower back pain) page 7.

*You will have 3 additional forms to sign when you get to the office that are not accessible
through our website as they are printed on colored paper.

Fill out the following paperwork if you are a Re-Exam patient (have not
been seen in our office over a year):

Pages 1,2,3,4 and appropriate index depending on your complaint(s); Neck (if you are
experiencing neck complaints) page 6 and/or Back (if you are experiencing shoulder blade
pain, upper/mid back or lower back pain) page 7.

Fill out the following paperwork if you are an established patient who
has not been treated in our office in the last three months or if you have a
new condition since last being treated in our office within the past year!

Page 5 and appropriate index depending on your complaint(s); Neck (if you are experiencing
neck complaints) page 6 and/or Back (if you are experiencing shoulder blade pain,
upper/mid back or lower back pain) page 7.

ADDITIONAL FORMS:

Fill out the following additional forms if you were in an auto accident:
Pages 8 and 9

Fill out the following additional forms if you were injured at worle:
Pages 10, 11, 12 and 13

**If you have had any x-rays, MRI or CT Scan done of your neck or back, we will ask
Jor a copy of the results. If available, please bring to your appointment or we will ask
you to sign a ‘Signature of Release’ on your appointment date.

Please bring a list of your present medications, surgeries and allergies.
Make sure to bring your driver’s license and insurance card(s) as we will be scanning

them into our computer system.

Thank you and we look forward to seeing you!
Dr. Benoit and Staff



NORTH COUNTRY CHIROPRACTIC
PATIENT REGISTRATION FORM

TODAY’S DATE:

LAST NAME FIRST NAME MI
ADDRESS: WINTER ADDRESS:

HOME E-MAIL: WORK E-MAIL:

HOME PHONE: WORK PHONE: CELL PHONE:

CHECK WHICH YOU PREFER US TO USE AS A PRIMARY CONTACT: __ HmPh _ WkPh __ CellPh

SEX: MARITAL STATUS: DATE OF BIRTH: AGE:
SOCIAL SECURITY NUMBER: OCCUPATION:

PRIMARY LANGUAGE: __ ENGLISH _FRENCH ___ OTHER (PLEASE LIST)

RACE: ETHNICITY:

EMPLOYER NAME & ADDRESS:

SPOUSE’S NAME: SPOUSE’S DATE OF BIRTH:

SPOUSE’S EMPLOYER:

WHO IS YOUR PRIMARY CARE PHYSICIAN?

WHOM MAY WE THANK FOR REFERRING YOU TO US?

EMERGENCY CONTACT AND PHONE NUMBER:

INSURANCE INFORMATION

PRIMARY INSURANCE:
ID#: GROUP #
POLICY HOLDER: DATE OF BIRTH:
POLICY HOLDER EMPLOYER:

SECONDARY INSURANCE:
ID#: GROUP #:

POLICY HOLDER: DATE OF BIRTH:
POLICY HOLDER EMPLOYER:

TERTIARY INSURANCE:

ID#: GROUP #:

POLICY HOLDER: DATE OF BIRTH:
POLICY HOLDER EMPLOYER:




NORTH COUNTRY CHIROPRACTIC
PATIENT HISTORY PACKET

Today’s Date: Date of Birth:

Last Name First Name Mi

Employer / Occupation

How were you referred to the office?

Patient History
Give a brief detailed description of the problem you are currently experiencing:

When did the problem start (most recent episode)?
Is it getting worse? O YES O NO

What seemed to be the initial cause (be specific)?

How often do you experience your symptoms?
@ Constantly (76%-100% of the day)
@ Frequently (51%-75% of the day) Indicate where you have pain or other symptoms

® Occasionally (26%-50% of the day) ’

@ Intermittently (0%-25% of the day)
None Unbearable

Indicate the average intensity of your symptoms © O @ @ @ ® ® @ ® ©® ©

What describes the nature of your symptoms?
@ Sharp @ Shooting @ Spasms

@ Dull Ache ® Burning Tightness

® Numb ® Tingling @ Stiffness

How are your symptoms changing?
® Getting Better
@ Not Changing
® Getting Worse

Have you seen any other doctors / chiropractors for this condition? If yes, list:

How much has the pain interfered with your normal work (work outside the home &
housework)?

® Not at all @ A little bit ® Moderately @ Quite a bit ® Extremely

How much of the time has your condition interfered with your social activities? (visiting with
friends, relatives...etc.)

@ All of the time @ Most of the time  ® Some of the time @ A little of the time ® None of the time



Today's Date: Date of Birth:

Last Name First Name Ml

What activities aggravate your condition (working, exercise, etc?)

What makes your pain better (ice, heat, massage, etc?)

Are you seeing anyone else for other problems or health conditions? O YES O NO
If yes, please list the problem(s), date problem(s) began, and Provider(s) treating you for the
condition(s):

Past Health History
Have you... YES NO |Ifyes, include date and provider seen:
...been hospitalized in the last 5 years? O O
...been diagnosed with Diabetes? O O
Type | orType |l

Past / Present Medical Conditions

Circle all that apply: Ankle Pain Arm Pain Arthritis Asthma Back Pain Broken Bones Cancer
Chest Pain Depression Diabetes Dizziness Elbow Pain Epilepsy Eye/Vision Problems
Fainting Fatigue Foot Pain Genetic Spinal Condition Hand Pain Headaches Hearing Problems
Hepatitis High Blood Pressure Hip Pain HIV Jaw Pain Joint Stiffness Knee Pain Leg Pain
Menstrual Problems Mid-Back Pain Minor Heart Problem Multiple Sclerosis Neck Pain
Neurological Problems Pacemaker Parkinson’s Polio Prostate Problems Shoulder Pain
Significant Weight Change Spinal Cord Injury Sprain/Strain Stroke/Heart Attack

Scoliosis: olnfantile (birth-3yrs) oJuvenile (3-9yrs) cAdolescent (10-18yrs) oOther (degenerative)
Other:

Family History

Circle all that apply and specify which family member for which ever condition apply (ie:
Mother,Father, Brother, Sister, Maternal Grandmother, Paternal Grandmother, Maternal
Grandfather, Paternal Grandfather): *Please indicate if deceased and if direct cause of death.

Arthritis Asthma Back Pain Cancer

Depression Diabetes Epilepsy Genetic Spinal Condition
High Blood Pressure Heart Problems Multiple Sclerosis

Neurological Problems Parkinson’s Polio

Prostate Problems Stroke/Heart Attack Other:

Vitals

Height ____ (feet) (inches) Weight lbs. |[Blood Pressure




Today’s Date: Date of Birth:

Last Name First Name Ml

Medications

What medications are you currently taking? Include vitamins, herbs, minerals...
List date started, brand name, generic name, strength, dosage, frequency, duration, quantity, refills
available and prescribed by. Please be as specific as possible. If NO medications: [

Immunizations

Date/Year received for each:
O Pneumonia : O Flu O Shingles

Surgeries

List surgeries with year / result:

Allergies
Do you have allergies? OOFood OEnvironmental CIMedication CINone

List type of allergy and reaction:

Do you smoke? [CINever COFormer OCurrent/Everyday [OCurrent Some Day

If Former or Current/Everyday:

Type: (circle all that apply) Cigareties Cigar Pipe Other

Former: Number of years smoking___ Number of Cigarettes/Cigar/Pipe perday_____

Currently:  Number of years smoking___ Number of Cigarettes/Cigar/Pipe perday______

Do you drink alcohol? [ Never O Casual [0 Moderate [0 Heavy [ Drink Beer [ Drink Wine
Do you drink caffeine? [ None [ <3 drinks/day [ 3-6 drinks/day [1 >6 drinks/day

Do you use drugs? [0 None [ Recreational Use [1 Addiction

Do you exercise? [0 Never O Daily OO0 Weekly OO0 Walk 0 Run [0 Swim

Signature:































