Mile High Spine and Sport

2530 S. Parker Rd. Suite 102 Aurora, CO 80014

O: (720) 446-9998 ~ F: (303) 306-0137


                                              






                        Date: ____________________
Confidential Patient Information
   Patients Name: _______________________________
    Chief Complaint: _____________________________

   Address: ____________________________________
    Home Phone: ________________________________

   City: ________________________  Zip:__________
    Cell Phone: __________________________________

    Email: ______________________________________

   Date of Birth: ________________________________   
    Marital Status:   M   S   W   D

   Occupation: _________________________________ 
    Employer: ___________________________________

   Are your present systems or condition related to, or the result of an auto collision, work-related injury or other    

   personal injury? (Someone else might be responsible for payment?)  ___ Yes   ___No      
  
Family Physician: _______________________________________________ (Note: May we send your health information to this provider  Y  /  N)
Person to contact in case of emergency (Name and Phone): ________________________________________________________________

Have you ever been under Chiropractic Care?   Y   N     If so, Who? _________________________________________________________

Have you had any SPINAL X-Rays / MRI’s / CT’s taken in the last year?   Y   N   If so, Where? __________________________________

What operations have you had?  _____________________________________________________________   When? _________________

Serious Illness:  __________________________________________________________________________   When? _________________

Infectious Diseases:  ______________________________________________________________________    When? _________________

Family History of Cancer, Disease, Musculoskeletal Problems (aches, pains, joint problems): __________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have a pace maker?   Y  /  N                                        Have you ever had any Hip or Knee Replacements  Y  /  N
What medications or drugs are you taking? (check those that apply):      Pain Killers ____       Insulin _____      Cholesterol Meds ________

Blood Pressure Meds ___ Muscle Relaxers ___  Birth Control ___  Other: __________________________________
What is your goal in our office? ______________________________________________________________________________________

____________________________________________________        _____________________________

        


Signature of Insured / Guardian                                                                         Date






