Neck & Back Center of the Pee Dee, LLC.

? Palmetto Chiropractic

Patient Information Date:

Patient Name:

Last Name First Name Middle Initial

Date of Birth: SS#/Patient ID #

Address:

City State Zip Code
Home Phone ( ) Cell Phone ( )

Email Address:
Emergency Contact:

Name Relationship
Home Phone ( ) Cell Phone ( )

Sex: Male Female

Patient Employer/School

Occupation

Employer/School Address

Employer/School Phone ( )

Spouse’s Name Spouse’s Date of Birth:

Referred By:
Patient Condition

Reason for Visit

When did your symptoms appear? @
Is this condition getting progressively worse? Yes No Unknown

Mark an X on the picture where you continue to have pain, numbness, or tingling.

Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain) __

How often do you have this pain?

Is it constant or does it come and go?
Does it interfere with your _ Work __Sleep _ Daily Routine __Recreation

Activities or movements that are painful to perform

__Sitting__ Standing __Walking __Bending __Lying Down
Type of pain: Sharp  Dull Throbbing Numbness Aching Shooting
(circle) Burning Tingling Cramps Stiffness Swelling Other

Insurance Information
| certify that |, and/or my dependent (s) have insurance coverage with and
assign directly to Palmetto Chiropractic Neck and Back Center all insurance benefits, if an, otherwise payable to me for
services rendered. | understand that | am financially responsible for all charges whether or not paid by insurance. |
authorize the use of my signature on all insurance submissions.

Palmetto Chiropractic Neck and Back Center may use my health care information and may disclose such
information to the above-named Insurance Company (ies) and their agents for the sole purpose of obtaining payment
for services and determining insurance benefits or the benefits payable for related services.

Signature of Patient, Parent, Guardian, or Personal Representative Relationship Date






