Little Missouri Chiropractic, PLLC
  1462 I-94 Business Loop E #1 ( Dickinson, ND 58601

Phone:  (701) 483-8806  ( Fax (701) 483-8812

PATIENT INFORMATION





Last Name:__________________________ First:___________________ Middle Init.______   Sex:  M / F   


Address:________________________________  City:___________________ State:_____ Zip:_________


Home Phone:_________________  Work Phone:__________________ Cell Phone:___________________


Date of Birth:_______________ Age_______ Social Security #:___________________________________


Employer:__________________________________  Email:______________________________________


Marital Status:   M   S   D   W    Spouse’s Name:________________________________________________


Who referred you to our office:______________________________________________________________





INSURANCE INFORMATION


Insurance Company:_____________________________ Ins. Phone:_______________________________


Policy #:____________________________________  Group #:___________________________________


Ins. Address:____________________________________________________________________________


Name of Insured:_________________________________________ Ins. Birthdate:___________________





HEALTH REPORT


Reason For Today’s Visit:________________________________________________________________


_____________________________________________________________________________________


Accident Related:  ( No  ( Yes      Type:  ( Auto  ( Work  ( Home  ( Other _______________________


When did your symptoms appear:____________________________ Getting:  ( Better  ( Worse  ( Same


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


Type of Pain:  ( Sharp  ( Dull  ( Throbbing  ( Numbness  ( Aching  ( Shooting  (  Burning ( Tingling 


( Cramps  ( Stiffness  ( Swelling  ( Other ____________________  How often:____________________   


Does it interfere with:  ( Work   ( Sleep   ( Daily Routine   ( Recreation


Activities/movements that are painful to perform: ( Sitting ( Standing ( Walking ( Bending (Lying down


Height:________ Weight:_________ Activity/Exercise Level:  ( None ( Light ( Moderate ( Daily/Heavy


Occupation/Job Duties:___________________________________________________________________


Have you seen a chiropractor: ( No  ( Yes   Name_________________________When_______________


Have you seen any other physician for this problem:  ( No  ( Yes:________________________________


Have you been treated for any health conditions in the past year:__________________________________


______________________________________________________________________________________


Currently Taking Medication:______________________________________________________________


Vitamins/Supplements:___________________________________________________________________


Please list any surgeries, injuries, or disease you have had:_______________________________________ ______________________________________________________________________________________




















 








