Confidential Patient Record DATE 1.D. NUMBER

PERSONAL HISTORY

Name: Address:

City: State: Zip: Home Phone:

Work Phone: Cell Phone: Social Security#

Birthdate: Age: Sex: UM UF Driver’s License Number

Employer / Work Address City Zip
Check: OMARRIED OSINGLE 0O WIDOWED O DIVORCED O SEPARATED

Number of Children:_ Name of Spouse:

Name and Number of Emergency Contact: Relationship:

Internet Access Yes No Email Address:
Referred to This Office By:

CURRENT HEALTH CONDITION
Purpose of This Appointment:
When Did This Condition Begin? Has This Condition Occurred Before? QdYes WNo
Has The Condition QWorsened QStayed The Same QOComes And Goes
How Bad Is The condition On A Scale Of 1-10, 10 Being The Worst
Does The Condition Interfere With OSleep OQWork ODaily Activities
Is Condition: Job Related QUAuto Related UHome Injury QFall QOther
Date Of Accident: Time Of Accident
Do most of your current & past health issues occur on one side of your body?  URight side ULeft side UBoth
Are You, Or Do You Think You Are Pregnant? OYes ONo
Drugs You Now Take:

QTranquilizers QOPain Killers/Muscle Relaxants UBlood Pressure Medication Qlinsulin  QAntidepressants
Other

Do You Wear a Heel Lift in Your Shoe? UYes UNo

Other Doctors Seen For This Condition UYes UNo Who

Do You Suffer From Any Condition Other Than That For Which You Are Now Consulting Us?




MEDICARE INFORMATION

Medicare #

Insured Name Insured Date of Birth

CURRENT HEALTH HABITS

Do You Smoke dYes UNo
Do You Drink UYes UNo
Do You Drink Bottled Water dYes UNo
Do You Wear Your Seatbelt UYes UNo
Do You Go To Your Dentist For Regular Check-Ups dYes UNo
Do You Exercise Regularly UYes UNo
Do You Belong To a Gym or Sports Club dYes UNo
Sleeping Posture USide QStomach UBack WRestless

Rate Your Stress Level On a Scale Of 1 — 10 (10 being the worst)

PAST HEALTH HISTORY

Please Check or Describe:
Maijor Surgery/Operations: dAppendix QTonsils Gall Bladder QHernia UBack Surgery UBroken Bones
UOther

Maijor Accidents Or Falls:

Hospitalization (Other Than Above):

Previous Chiropractic Care: None UWDoctor's Name and Approximate Date of Last Visit:

HEALTH PROBLEMS (Please check all that apply)

U Severe or Frequent Headaches U Sinus Problems / Asthma U Dizziness

U Loss of Sleep 4 Congenital Heart Defect 4 Shingles

U Pain Between Shoulders 4 Heart Murmur U Hepatitis

O Frequent Neck Pain 4 High / Low Blood Pressure d Cancer

U Numbness or Pain in Arms / Legs U Difficulty Breathing U Anemia

U Lower Back Problems Q Arthritis 4 HIV / AIDS
U Digestive Problems U Pinched Nerve(s) U Tuberculosis
4 Ulcers / Colitis U Diabetes U Osteoporosis

U Heart Attack / Stroke U ADD / ADHD / Autism U Thyroid QOHigh QLow



SUBSTANCE SURVEY FORM

NAME DATE
Please list any prescription medications you are currently taking / have taken in the
last year:
MEDICATIONS REASON

Please list any over-the-counter medications you are currently taking / have taken in
the last year:

PRODUCT SYMPTOM QUANTITY &
FREQUENCY

Please list any vitamins, supplements, herbs or homeopathic remedies you are
currently taking or have taken in the last year. (Use the other side if needed)

PRODUCT AMOUNT TAKEN DAILY HOW LONG TAKEN

Check the following items which apply to you and indicate the amount used:

O Coffee O Antacids 3 Alcohol
O Tea O Laxatives O Cigarettes
O Soft Drinks O Candy 3 Other

O Artificial Sweetener 3 Ice Cream O

How many desserts do you have in an average week?



TERMS OF ACCEPTANCE

When a patient seeks chiropractic/Biocranial health care at Dr. Augustine’s office and we accept a patient for such care, it
is essential for both to be working towards the same objective.

Chiropractic/Biocranial has only one goal. It is important that each patient understand both the objective and the method
that will be used to attain it. This will prevent any confusion or disappointment.

Adjustment / Correction: An adjustment or correction is the specific application of forces to facilitate the body’s
correction of subluxation and support HEALING in the body. Our method of correction is by specific adjustments and / or
Biocranial corrections.

Health: A state of optimal physical, mental and social well being, not merely the absence of infirmity.

Subluxation: Nerve interference to the transmission of mental impulses, resulting in a lessening of the body’s innate
ability to express its maximum health potential.

Furthermore, Dr. Augustine’s approach to healing may also be to provide the tools necessary for the body which is whole
food nutrition and / or herbs and specific dietary recommendations.

We do not offer to diagnose or treat any disease or condition other than subluxation. However, if during the course of a
spinal/neurologic examination, we encounter non-chiropractic or unusual findings, we will advise you. If you desire advice,
diagnosis or treatment for those findings, we will recommend that you seek the services of a health care provider who
specializes in that area.

Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding treatment prescribed
by others. OUR ONLY PRACTICE OBJECTIVE is to eliminate a major interference to the expression of the body’s innate
wisdom and provide nutrients to support the body’s ability to heal. Our only method is specific adjusting / corrections of
subluxation and whole-food nutrition / herbs.

l, have read and fully understand the above statements. (Print name)

All questions regarding the doctor’s objectives pertaining to my care in this office have been answered to my complete
satisfaction. | therefore accept my healthcare on this basis.

(Signature) (date)

Consent to evaluate and adjust a minor child

l, , being the parent or legal guardian of

have read and fully understand the above terms of acceptance and hereby
grant permission for my child to receive chiropractic care.

Pregnancy Release

This is to certify that to the best of my knowledge | am not pregnant and the above doctor and his/her associates have my
permission to perform an x-ray evaluation. | have been advised that x-ray can be hazardous to an unborn child. Date of
last menstrual period:

(Signature) (date)




GOALS FOR MY CARE

People go to doctors for a variety of reasons. What’s most important to you?

1. Temporary relief of pain or discomfort; this phase begins the healing process.
0 Release Phase
2. Others are interested in having the cause of the problem, as well as the effect (symptoms)
resolve / heal. This phase is where healing occurs.
U Rebuilding Phase
3. Sitill others want to continue beyond Release and Rebuilding phases of care and continue to
explore and improve their abilities and build health and wellness.

U Wel lness Care

Your doctor will weigh your needs and desires when recommending your healthcare program.

Please check the type of care desired so that we may be guided by your wishes whenever possible.

U Release 0 Rebuilding O welllness  If you would like the Doctor to
suggest the type of care
appropriate for you

| hereby authorize the doctor to provide care as he deems appropriate through the use
of adjustments/Biocranial corrections, and whole-food nutrition/herbs - releasing and
rebuilding and/or maximizing neurologic function and therefore healing:

(Patient Name)
The doctor will not be held responsible for any pre-existing medically diagnosed
conditions, nor for any medical diagnoses.

Patient Signature

Date

Parent or Guardian
Signature Authorizing Care

Date
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