
PATIENT DATA SHEET 
 

GENERAL INFORMATION        ___/___/____ 
                   DATE 

 
__________________________________________________________________________________________
 LAST NAME     FIRST NAME     MIDDLE INITIAL 

 
__________________________________________________________________________________________
 ADDRESS       CITY  STATE  ZIP CODE 

 
(     )_________________________   (      )_________________________   (      )________________________ 
               HOME PHONE    WORK PHONE    CELL PHONE 

 
__________________________________________________________________________________________
 EMAIL ADDRESS 

 
SEX  MALE  FEMALE 
(PLEASE CIRCLE) 
 
MARITAL STATUS SINGLE  LEGALLY SEPARATED MARRIED WIDOWED DIVORCED 
(PLEASE CIRCLE) 
 
____/____/_____  ________-_______-_______ 
     BIRTHDATE               SOCIAL SECURITY 
 

__________________________________________________________________________________________
 REFERRED BY (EXAMPLE: DR, FRIEND, ETC – PLEASE NAME) 
 
EMPLOYER INFORMATION  
 
WORK STATUS EMPLOYED FULL-TIME STUDENT PART-TIME STUDENT SELF-EMPLOYED  
(PLEASE CIRCLE)   HOMEMAKER  OTHER 

 
__________________________________________________________________________________________
 OCCUPATION/ TYPE OF WORK 

 
__________________________________________________________________________________________
 EMPLOYER 

 
__________________________________________________________________________________________
 EMPLOYER ADDRESS      CITY  STATE  ZIP CODE 
 

____________________________________________________________(      )_________________________ 
 EMPLOYER CONTACT PERSON       PHONE 

 
CONDITION INFORMATION 
 
IS YOUR CURRENT COMPLAINT THE DIRECT RESULT OF:  WORK ACCIDENT        YES    NO              _____/_____/_____ 
(PLEASE CIRCLE)        AUTO ACCIDENT         YES    NO ACCIDENT DATE 
 
         OTHER? (EXPLAIN) ___________________________________ 
 
_______________________________________________________________________________________________________________________________________
 
_______________________________________________________________________________________________________________________________________
 
 
           





PAST HEALTH FORM 
 

THE FOLLOWING MAY SEEN UNRELATED TO THE PURPOSE OF YOUR APPOINTMENT, HOWEVER, THESE 
QUESTIONS MUST BE ANSWERED CAREFULLY AS THESE PROBLEMS CAN AFFECT YOUR OVERALL COURSE OF 
CHIROPRACTIC CARE. 
 
PLEASE CHECK ALL THAT APPLY 
MAJOR SURGERIES/OPERATIONS: 
�  APPENDECTOMY �  TONSILLECTOMY �  GALL BLADDER  �  HERNIA �  BACK SURGERY  

�  BROKEN BONES  �  OTHER: ________________________________________________________________________________________ 
 
MAJOR ACCIDENT OR FALLS ( OTHER THAN  WHAT YOU ARE BEING SEEN FOR TODAY)  ________________________________________ 
 
_______________________________________________________________________________________________________________________________________
 
HOSPITALIZATION ( OTHER THAN ABOVE) _______________________________________________________________________________________ 
 
PLEASE LIST ALL PRESCRIPTION AND OVER-THE-COUNTER M EDICATIONS YOU ARE CURRENTLY TAKING 
____________________________________________________________________________________________________________
 
_______________________________________________________________________________________________________________________________________
 
DO YOU WEAR A SHOE LIFT? YES NO 
 
CHECK ANY OF THE FOLLOWING DISEASES YOU HAVE HAD: 
�  PNEUMONIA  �  ANEMIA  �  DIABETES  �  PLEURISY  INTAKE  
�  RHEUMATIC FEVER �  MEASLES  �  CANCER  �  ARTHRITIS  �  COFFEE, CUPS/DAY______ 
�  POLIO   �  MUMPS  �  HEART DISEASE  �  EPILEPSY  �  TEA         CUPS/DAY______ 
�  TUBERCULOSIS  �  SMALL POX  �  THYROID  �  MENTAL DISORDERS �  ALCOHOL, DRKS/WK____ 
�  WHOOPING COUGH �  CHICKEN POX  �  INFLUENZA  �  LUMBAGO  �  CIGARETTES, PK/DAY___ 
         �  ECZEMA  �  WHITE SUGAR 
 
CHECK ANY OF THE FOLLOWING YOU HAVE HAD REGULARLY  THE PAST 6 MONTHS: 
 
MUSCULO-SKELETAL  GASTRO-INTESTINAL   C-V-R 
�  LOW BACK PAIN   �  POOR/EXCESSIVE APPETITE  �  CHEST PAIN 
�  PAIN BETWEEN SHOULDERS  �  EXCESSIVE THIRST   �  SHORT BREATH 
�  NECK PAIN    �  FREQUENT NAUSEA   �  BLOOD PRESSURE PROBLEMS 
�  ARM PAIN    �  VOMITING    �  IRREGULAR HEARTBEAT 
�  JOINT PAIN/STIFFNESS   �  DIARRHEA    �  HEART PROBLEMS 
�  WALKING PROBLEMS   �  CONSTIPATION    �  LUNG PROBLEMS/CONGESTION 
�  DIFFICULT CHEWING/CLICKING JAW �  HEMORRHOIDS    �  VARICOSE VEINS 
�  GENERAL STIFFNESS   �  LIVER PROBLEMS   �  ANKLE SWELLING 
     �  GALL BLADDER PROBLEMS  �  STROKE 
NERVOUS SYSTEM   �  WEIGHT TROUBLE 
�  NERVOUSNESS    �  ABDOMINAL CRAMPS   MALE/FEMALE 
�  NUMBNESS    �  GAS/BLOATING AFTER MEALS  �  MENSTRUAL IRREGULARITY 
�  PARALYSIS    �  HEARTBURN    �  MENSTRUAL CRAMPS 
�  DIZZINESS    �  BLACK/BLOODY STOOL   �  VAGINAL PAIN/INFECTION 
�  FORGETFULNESS   �  COLITIS    �  BREAST PAIN/LUMPS 
�  CONFUSION/DEPRESSION        �  PROSTATE/SEXUAL DYSFUNCTION 
�  FAINTING    GENITO-URINARY   �  OTHER PROBLEMS: 
�  CONVULSIONS    �  BLADDER TROUBLE   �  ________________________ 
�  COLD/TINGLING EXTREMITIES  �  PAINFUL/EXCESSIVE URINATION 
�  STRESS    �  DISCOLORED URINE   FEMALES ONLY: 
                         WHEN WAS YOUR  LAST PERIOD? _____________ 
GENERAL    EENT                 ARE YOU PREGNANT �  YES �  NO �  NOT SURE 
�  FATIGUE    �  VISION PROBLEMS 
�  ALLERGIES    �  DENTAL PROBLEMS   FAMILY HISTORY 
�  LOSS OF SLEEP    �  SORE THROAT    THE FOLLOWING MEMBERS HAVE A  
�  FEVER     �  EAR ACHES    SAME OR SIMILAR PROBLEM AS I DO: 
�  HEADACHES    �  HEARING DIFFICULTY   �  MOTHER  �  SISTER 
     �  STUFFED NOSE    �  FATHER  �  SPOUSE 
          �  BROTHER  �  CHILD  



Information regarding ALL insurance carriers: 
 
 I understand and agree that health and accident insurance policies are an arrangement between an 
insurance carrier and myself.  Furthermore, I understand that the doctor’s office will prepare any necessary 
reports and forms to assist me in making collection from the insurance company and that any amount authorized 
to be paid directly to the doctor’s office will be credited to my account on receipt.  However, I clearly 
understand and agree that all services rendered me are charged directly to me and that I am personally 
responsible for payment.  I also understand that if I suspend or terminate, any fees for professional services 
rendered me will be immediately due and payable. 
 I hereby authorize the doctor to treat my condition as he deems appropriate through use of manipulation 
of my spine and any other adjunctive procedures or modalities.  The patient also agrees that he/she is 
responsible for all bills incurred at this office.  The doctor will not be held responsible for any pre-existing 
medically diagnosed conditions, nor for any medical diagnosis. 
 Please also note that we are not responsible for any wrong information that your insurance carrier may 
give us regarding your coverage including copays, co-insurance, etc. 
 
 
 
Medicare patients - including those with Medicare HMO’s such as Security Blue, Freedom Blue, UPMC 
for Life, and Advantra: 
 
 Your insurance plan will only cover chiropractic manipulation of the spine.  It does NOT cover the 
initial examination for any type of new injury.  The initial examination is where a history of the present illness 
is taken as well as an examination to determine what type of care should be delivered.  This process requires 
time and paper work from my staff as well as a significant amount of my time during the history and 
examination.  With all other types of insurance, we are allowed to charge an extra amount for this examination.  
Examination costs vary with complexity, however, most of the time the cost will be between $40 and $65.  
Also, certain adjunctive procedures may be required in addition to spinal manipulation to help speed up the 
healing process.  Examples of adjunctive procedures include electrical muscle stimulation for spasms, traction 
for pinched nerves, and flexibility/stability rehabilitative exercises.  These may not be covered by your 
insurance plan as well.  Please remember that this will be an additional charge above any copays or coinsurance. 
 I regret having to add the additional charge and hope that one day the Medicare guidelines will change 
so that Medicare will then cover this important part of your treatment. 
 
 
 
 
 
I have read and understand this notice 
 
Patient Signature_______________________________________ Date ______________ 
 
Parent or Guardian _____________________________________ Date ______________ 
 
 
 
 
 
 
 



 
CHIPPEWA CHIROPRACTIC CLINIC 

DR. LOUIS D’AMICO, DC 
 

WORK-RELATED ACCIDENT REPORT 
 
 

NAME _______________________________________________________________  DATE _____/_____/_____ 
 
ACCIDENT DATE ______/______/_______ TIME ________________ 
 
LOCATION ACCIDENT OCCURRED  _________________________________________________________________________ 
 
DESCRIBE ACCIDENT IN DETAIL ___________________________________________________________________________ 

_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
 
DESCRIBE YOUR SYMPTOMS IN DETAIL ___________________________________________________________________ 

_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
 
ANY PRIOR WORK COMP INJURIES/HISTORY ______________________________________________________________ 

_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
 
 
DID YOU REPORT THIS TO YOUR EMPLOYER �  YES �  NO  
 
IS THIS INJURY WORK RELATED   �  YES �  NO 
 
DOES YOUR EMPLOYER HAVE A LIST OF AT LEAST 6 GEOGRA PHICALLY ACCESSIBLE HEALTH CARE 
PROVIDERS PROMINENTLY POSTED AT WORK �  YES �  NO 
 
IS THERE A CHIROPRACTOR ON THIS LIST  �  YES �  NO �  UNKNOWN 
 
WERE YOU GIVEN A PERSONAL NOTICE OF THE LIST BEFORE  YOU EVER HAD A WORK-RELATED INJURY 
       �  YES �  NO 
 
EMPLOYER’S ADDRESS  __________________________________ 
     __________________________________ 
     __________________________________ PHONE  (        ) _______________ 
EMPLOYER CONTACT PERSON  ______________________________________ PHONE (        ) _______________ 
 
 
PATIENT SIGNATURE _______________________________________________________ DATE ______________________ 



WORKMAN’S COMPENSATION EXPLANATION 
 
 
 

TO OUR PATIENTS: 
 
Because you have just suffered a work-related injury, we would like for you to understand how your case will 
be handled in our office.  The first thing that you need to know is that the insurance carrier for your employer is 
financially responsible ONLY for treatment of your physical condition which is a result of employment-related 
incident.  Your workers’ compensation insurance will pay for treatment which restores your health to a pre-
injury status. 
 
You may be experiencing symptoms or problems that you suffered prior to your injury, and these may be 
contributing to your injury, so a judgment will be made as to what extent these factors have on your present 
injury.  We will advise your workers’ compensation insurance carrier as to the apportionment of these factors. 
It is very important for you to follow my orders and keep your scheduled appointments.  The Workers’ 
Compensation Law requires that if you do not receive the care that is necessary for your case your workers’ 
compensation benefits must be discontinued and your case closed.  It is also very important to notify your 
employer and this office of any re-injury or aggravations during your course of treatment. 
 
We thank you warmly for the opportunity to serve you and welcome any questions that you may have 
concerning your case. 
 
 
 
 
Sincerely, 
 
 
Dr. Louis D’Amico, DC 
 
 
 
 
 
 
 
 
 
 
I HAVE READ AND UNDERSTAND THE ABOVE POLICY 
 
 
 
________________________________________________________    ____________________________ 
 PATIENT’S SIGNATURE                     DATE 


