






 

 

 

 

Patient Name:________________________________________  Age: ____________ Date:____________________ 

Where is your Pain now? Mark the area on the body where you feel the described sensations. Use the appropriate  
symbol , mark the areas of radiation. Include all affected areas, Just to complete the picture, please draw your face. 

 

 

 

 

  

Ache: ^^^ Numbness: ooo  Pins & Needles: [][][]         Burning:  xxx    Radiating Pain:     /// 
           ^^^         ooo    [][][]       xxx                   /// 
                                               

 

  

Right Left  Left Right 

Neck Pain _______% 
Arm Pain  _______% 
Back Pain  _______% 
Leg Pain   ________% 

Total = 100% 

 



www.chiroevidence.com



New Patient (  ) or Update (  ) 

Heuser Chiropractic  

Please Print: 
Were You Referred by: Physician (  ) Friend (  ) Other: (  ) __________________ 
 
PATIENT INFORMATION 
 
Name:___________________________________________   Social Security #:_______-______-______ 
 (last)   (First)  (MI) 
Mailing Address (If PO Box required) Age__________ Birth Date:________________ Sex: M___F___  
_____________________________________________________________________________________________ 
 Street       City         State         Zip Code  
 
PATIENT EMPLOYER 
 
Date of Injury: ____/____/____      Work Related: Y___ No___ 
 
Name:______________________________________________  Dept: _______________________________ 
Address:__________________________________________________________________________________ 
                Street       City        State         Zip Code 
Phone Number: (_____) _______ - _______   
 
GUARANTOR INFORMAITON     GUARANTOR EMPLOYER 
 
Name:__________________________________  Name:________________________________ 
           (last)            (First)  (MI) 
Address:________________________________  Address:______________________________ 
_______________________________________  _____________________________________ 
Phone Number: (_____)_____-_____                                Phone Number: (_____)_____-_____   
SSN:______-____-_____ Insured Date of Birth___/___/___     Relationship to Patient:__________________ 
 
NEXT OF KIN       ALTERNATE PERSON TO NOTIFY 
Name:__________________________________  Name:___________________________________ 
          (last)            (First)  (MI)                                 (last)            (First)  (MI) 
Phone Number: (_____)_____-_____     Phone Number: (_____)_____-_____   
Relationship to Patient:__________________  Relationship to Patient:__________________ 
 
INSURANCE INFORMATION  POLICY NUMBER GROUP NUMBER  SUBSCIBER   
1.________________________ ________________ ________________ ___________ 
2.________________________ ________________ ________________ ___________ 
3.________________________ ________________ ________________ ___________ 
 
*WE WILL NEED A COPY OF YOUR CURRENT INSURANCE CARD TO BILL YOUR INSURANCE CARRIER* 

ASSIGNMENT OF BENEFITS – FINANCIAL AGREEMENT 
I hereby give authorization for payment of Insurance Benefits to be made directly to Heuser Chiropractic and any assisting 

physicians and/or billing for services rendered. I understand that I am financially responsible for all charges whether or not they 
are covered by the insurance. In the event of default, I agree to pay all cost of collections and reasonable attorney’s fees. I hereby 
authorize this healthcare provider to release all information necessary to secure payment of benefits. I agree that a photocopy of 

this agreement shall be valid as the original. 
I AM AWARE THAT THESE CHARES ARE ESTIMATES ONLY AND THAT I MAY RECEIVE ADDITIONAL BILLING. 
 
Patient, Parent, Guardian 
Signature:_______________________________________________ Date:________/________/________ 
                    MO          Day          Year 
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