MacLeod Chiropractic Center
Patient Registration & History
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Name___________________________________
Address ________________________________
City ____________________________________
State __________________ Zip _____________
Phone (Home) ___________________________
Phone (Cell) _____________________________
Birth Date _______________________________
Email ___________________________________

Emergency Contact:

 _____________________ Phone____________
To whom may we thank for referring you?
____________________________________________
Is your condition due to an accident or injury?  
 FORMCHECKBOX 
 Yes             
 FORMCHECKBOX 
 No
What treatment(s) have you already received for your present condition? 

 FORMCHECKBOX 
 Medication

 FORMCHECKBOX 
 Massage Therapy
 FORMCHECKBOX 
 Surgery
  
 FORMCHECKBOX 
 Physical Therapy

 FORMCHECKBOX 
 Chiropractic          
 FORMCHECKBOX 
 Other ______________
Name of your family physician:
________________________________________
City _____________________ State __________

Insurance Company _______________________

Card Holder ID # __________________________
                                               (please present insurance cards)

Co-Pay $__________  Ded. $ _______________        
Social Security # __________________________

Cardholder Employer______________________
YOUR Occupation ________________________

Assignment & Release:

I certify that I have insurance coverage with the above named insurance company and assign directly to Dr. Michael W. MacLeod all insurance benefits.  I understand that I am financially responsible for all charges whether or not paid by insurance.  I authorize the use of my signature on all insurance submissions.

I understand that I am responsible for all co-pays and deductibles applied toward any dates of service at MacLeod Chiropractic Center.

I understand that there is no guarantee of benefits paid by my insurance company and that I am responsible to pay any unpaid claims and pursue reimbursement from my insurance company.
________________________________________
(Signature of Patient or Guardian)

___________________________ Signature Date

I am paying today with  FORMCHECKBOX 
 Cash
  FORMCHECKBOX 
 Check
                                      FORMCHECKBOX 
 Visa / MasterCard

Have you had or do you presently have:
Neck Pain                 
 FORMCHECKBOX 

Headaches / Migraines 
 FORMCHECKBOX 
                                      

Shoulder / Arm Pain  
 FORMCHECKBOX 

Dizziness / Vertigo       
 FORMCHECKBOX 

Mid-Back Pain           
 FORMCHECKBOX 

Multiple Scoliosis          
 FORMCHECKBOX 
        

Low-Back Pain          
 FORMCHECKBOX 

Disc Problems             
 FORMCHECKBOX 

Leg Pain / Sciatica   
 FORMCHECKBOX 

Pinched Nerve          
 FORMCHECKBOX 

Numbness / Tingling
 FORMCHECKBOX 

Arthritis                      
 FORMCHECKBOX 
  
Osteoporosis          
 FORMCHECKBOX 

Asthma                      
 FORMCHECKBOX 

Sinus Problems      
 FORMCHECKBOX 

Allergies                     
 FORMCHECKBOX 

Past or Present Conditions:
High Cholesterol      
 FORMCHECKBOX 

Diabetic                      
 FORMCHECKBOX 

Heart Disease          
 FORMCHECKBOX 
 
Blood Clots                 
 FORMCHECKBOX 

Stroke                      
 FORMCHECKBOX 
 
Heart Attack                
 FORMCHECKBOX 

Cancer                     
 FORMCHECKBOX 
 
Ulcers                         
 FORMCHECKBOX 

Thyroid Problem      
 FORMCHECKBOX 
 
Weight Problem         
 FORMCHECKBOX 

Injury History:  (Please elaborate below)

Slips or Falls           
 FORMCHECKBOX 
 
Head Injury                 
 FORMCHECKBOX 

Broken Bones         
 FORMCHECKBOX 
 
Dislocations                
 FORMCHECKBOX 

Surgery                    
 FORMCHECKBOX 
 
Car Accidents             
 FORMCHECKBOX 
                    Interested in Nutritional Exam/Counseling      FORMCHECKBOX 

MAIN CONCERNS TODAY:
INJURY HISTORY:

  Please shade in areas of pain or discomfort.








