PATIENT INFORMATION

NAME:

ADDRESS:

CITY: STATE: ZIP

BIRTHDATE:

SSN#:

SEX: M F AGE: ___ MARITAL STATUS:

EMPLOYER/SCHOOL:

TITLE:

EMPLOYER/SCHOOL ADDRESS:

CHILDREN AGES: ) ) ) )

HOME PHONE: ( ) -

CELL PHONE: ( ) -

WORK PHONE (

E-MAIL:

WHOM MAY WE THANK FOR REFERRING YOU:

Signature of patient

Qorterwellness 1005 Terminal Wax Ste 270 Reno, NV 89408

INSURANCE INFORMATION

WHO IS RESPONSIBLE FOR THIS ACCOUNT:

RELATIONSHIP TO PATIENT:

PRIMARY INSURANCE COMPANY:

GROUP# POLICY#

MEMBER’S SSN#

MEMBER’S BIRTHDATE

IS THERE ADDITIONAL INSURANCE YES NO

ADDITIONAL INSURANCE CO:

MEMBER NAME:

MEMBER’S SSN#

MEMBER’S BIRTHDATE

GROUP# POLICY#

ASSIGNMENT AND RELEASE

| certify that |, and/or my dependent(s), have insurance coverage

with and assign
directly to Dr. Clyde Porter, all insurance benefits, if any, 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.

Dr. Porter may use my health care information and may disclose such
information to the above named insurance companies and their agents for
the purpose of obtaining payment for services and determining insurance
benefits payable for related services.

SIGNATURE OF PATIENT, PARENT, OR GUARDIAN DATE

PRINT NAME OF PATIENT, PARENT, OR GUARDIAN DATE

RELATIONSHIP TO PATIENT

SPOUSE INFORMATION
SPOUSE
NAME:

BIRTHDATE: SSN:

HOME PHONE:

WK PHONE

CELL PHONE

SPOUSE EMPLOYER

IN CASE OF EMERGENCY CONTACT:

HOME PHONE WORK:

RELATIONSHIP:

IS CONDITION DUE TO ACCIDENT? OYES ONO

DATE:

OAUTO OWORK OHOME

HAVE YOU MADE A REPORT OF YOUR ACCIDENT?

COWORK COMP COEMPLOYER COAUTO INS




HEALTH HISTORY

What treatment have you already received for you condition?

OMedication

OOther

OSurgery

OPhysical Therapy

OChiropractic

CONone

Name and address of other doctor(s) who have treated you for your condition:

Date of last: Physical Exam
Chest X-Ray

Spinal Exam

MRI, CT-Scan, Bone Scan

Mark if you have had any of the following:

OAIDS/HIV
OAlcoholism
OAllergy Shots
OAnemia
CAnorexia
OAppendicitis
OArthritis
OAsthma
OBleeding Disorders
CBreast Lump
OBronchitis
OBulimia
OCancer
OCataracts
OHigh Cholesterol

OChicken Pox
ODiabetes
OEmphysema
OEpilepsy
OFractures
OGlaucoma
OGoiter
OGonorrhea
OGout

OHeart Disease
OHepatitis
OHernia
OHerniated Disk
OHerpes
OProsthesis

OChemical Dependency

Spinal X-Ray
Urine Test

OLiver Disease
OMeasles

OMigraine Headaches
OMiscarriage
OOMononucleosis
OMultiple Sclerosis
OMumps
OOsteoporosis
OPacemaker
OParkinson’s Disease
OPinched Nerve
OPneumonia

OPolio

OProstate Problem
OKidney Disease
OOther

Blood Test
Dental X-Ray

ORheumatoid Arthritis
ORheumatic Fever
OScarlet Fever
OStroke

OSuicide Attempt
OThyroid Problems
OTonsillitis
OTuberculosis
OTumors, Growths
OTyphoid Fever
OUlcers

OVaginal Infections
OVenereal Disease
OWhooping Cough
OPsychiatric Care

Exercise Work Activity Habits

CONone Sitting OSmoking packs/day
OModerate OStanding OAlcohol drinks/week
ODaily OLight Labor OCoffee/Caffeine Drinks cups/day
OHeavy OHeavy Labor OHigh Stress Level reason
Are you pregnant? OYES ONO Due Date

Injuries/Surgeries you have had:

Falls Dates:

Head Injuries Dates:

Broken Bones Dates:
Dislocations Dates:
Surgeries Dates:

Medications

Allergies

Vitamins/Herbs/Minerals




