PATIENT INFORMATION

First Name M.1. Last Name Date

Date of Birth Age Gender ™M F Handedness R L
Weight Height Marital Status S M W D

Address City State Zip

Home Phone Cell Phone Referred By

Email | Social Security #

Employer Name Job Title

Spouse’s Name Spouse Date of Birth

Person Responsible for this account

Health Insurance Company Phone Number
Policy/Member ID# | Group #

Address City State Zip Code
Phone # Name of the Insurance Card Holder

Social Security # of card holder

Name of their employer Employer Phone #

Children Name and ages

In case of emergency, who should we contact? Phone #

Family Physician Phone #

Address City State Zip Code

Name of the insured

I'understand and agree that health/accident insurance policies are an agreement between an insurance carrier and myself, | understand and
agree that all services rendered to me and charged are my personal responsibility for timely payment. | understand that if | suspend or

terminate care/ treatment, any fees for professional services rendered to me will be Immediately due or payable,

Patient’s Signature Date

Spouse’s or Guardian’s Signature Date
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Have you been treated for any conditions in the last yearz O No O Yes
It yes, please descn’bel
Date of last physical exoml

Have you had X-rays taken? O No O Yes

]\thi medications are you faking and for what ¢

\is there o chance that you are pregnant? O) N O Yes
If Yes, whered| . |
onditions (Pleass list dosoge and amounts, etc)|

P

,Whaf vitamins, minerais, or herbs do you currently take e (Please list for what conditions, dosaqe, and frequencyy.

B S ————
Have vou ever: -

[ NoYes

Brlefly Explain R e

Broken bones?
Been hospitalized?
Been in an auto accident?
o

Had Sprdins/Strains?
Been struck unconscious?
Had surgery?
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Family Members - Present and past health conditions (Example:

arthritls, efc.sl

heart disease, cancer, diabetes,

Do you experience pain every day?

1.ONo O Ves
Do your symptoms interfere with daily life? O No Yes
Does pain wake you up at nights OnNo O ves
Are your symptoms worse during certain times of the day? O No O Yes
Do changes in weather affect your symptoms? O nNo O Yes
Do you wear orthotics? O No O VYes
Do you take vitamin supplements? OnNo O Yes
What activities Qdgravate your symptoms?

Habi

Alcohol

| Moderate |

Coffee

Tobacco

Drugs

Exercise

=
A

Sleep

OO

Appetite
Soff Drinks

[~
-

Water
Salty Foods

C

sugary Foods

Artificial Sweateners
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Have you ever suffered from: 5 T

Alcoholism Please use the following letters to inclicate TYPE and

L_Wllergies LOCATION of the sympfoms you currently are experiencing.
Anemia

L_IArteriosclerosis

A=Ache O=0ther
[ Jarthritis

B=Burning P=Pins & Needle
[ Jasthime N=Numbness  $=Stabbing ..

[_Back Pain

[_Breast Lump
_Bronchifis

[ Bruise Easily

[Cancer

Chest Pain/Conditions
Cold Extremities
Constipation
Cramps

Depression

Diabetes

Digestion Problems
Jizziness

Fars Ring

=Xcessive Menstruation
:ye Pain or Difficulties
Fatigue

requent Urination
Headache
emorrhoids

High Blood Pressure
Hot Flashes

rregular Heart Beat
megular Cycle
Kidney Infection
Kidney Stones

L.oss of memory S
L.oss of balance

Loss of smell

0ss of taste

Lumps In Breast
Neck Pain or Stiffness
Nervousness
Nosebleeds
Pacemaker

Polio

PPoor Posture
Frostate Trouble
Sciatica

Shortness of breath
Sinus Infection

Sleep problems or Insomnia
Bpinal Curvatures
Stroke

Swelling of ankles
Swollen Joints
'hyroid Condition
Tuberculosis

Uicers

Varicose Veins
Veneredl Disease

ther: r— ﬁ ‘

I

it_il

I

0

I IUICICIC

I

IS

IO

I I

i

I

© Copyright 2005 ChiroMatrix



Patricia A. Wendel, D.C.

222 Carter Drive, Suite 103 2005 Concord Pike
Middletown, DE 19709 Suite 202
Phone: 302-593-0031 Wilmington, DE 19803

Informed Consent for Chiropractic Treatment

TO THE PATIENT: You have a right to be informed about your condition, the recommended chiropractic treatment,
and the potential risks involved with the recommended treatment. This information will assist you in making an
informed decision whether or not to have the treatment. This information is not meant to scare or alarm you, it is
simply an effort to make you better informed so you may give or refuse to give your consent to treatment.

I request and consent to chiropractic adjustments and other chiropractic procedures, including various modes of
physical therapy and diagnostic X-rays. The chiropractic treatment may be performed by the Doctor of Chiropractic
named below and/or other licensed Doctors of Chiropractic working at this clinic or office. Chiropractic treatment

may also be performed by a Doctor of Chiropractic who is serving as a backup for the Doctor of Chiropractic named
below

I have had the opportunity to discuss with the Doctor of Chiropractic named below, my diagnosis, the nature and
purpose of my chiropractic treatment, the risks and benefits of my chiropractic treatment, alternatives to my
chiropractic treatment, and the risks and benefits of alternative treatment, including no treatment at all.

I'understand that, there are some risks to chiropractic treatment including, but not limited to:

[0 Broken bones O increased symptoms and pain

[0 Dpislocations O No improvement of symptoms or pain
1 sprains/strains [ Infection (acupuncture)

[0 Burns or frostbite (physical therapy) J punctured lung (acupuncture)

[0 Worsening/aggravation of spinal conditions O other

In rare cases there have been reported complications of arterial dissections n (stroke) when a patient receives a
cervical adjustment. The complications reported can include temporary minor dizziness, nausea, paralysis, vision
loss, locked in syndrome (complete paralysis of voluntary muscles in all parts of the body except for those that
control eye movement), and death.

I do not expect the doctor to be able to anticipate and explain all risks and complications. | also understand that no
guarantees or promises have been made to me concerning the results expected from the treatment.

TREATMENT PLAN:

[ have read, or have had read to me, the above consent. I have also had an opportunity to ask questions. All of my
questions have been answered to my satisfaction. By signing below, I consent to the treatment plan. I intend this
consent form to cover the entire course of treatment for my current condition.

To be completed by the patient: To be completed by the patient’s representative:
print name print name of patient
signature of patient print name of patient’s representative
date signed signature of patient’s representative
as:

relationship/authority of patient’s representative

date signed

To be completed by doctor or staff:

witness to patient’s signature date

translated by date
Revised May 2017



