Robert F. DeMaria DC, DABCO, FASBE • 362 E. Bridge St. • Elyria • OH • 44035

440.323.3840
PATIENT REGISTRATION FORM

	NAME
	HOME #

	ADDRESS
	CELL/WORK #

	CITY/STATE/ZIP 
	E-MAIL

	EMERGENCY CONTACT & PHONE
	SOC SEC #

	( MALE     

( FEMALE
	( Single       ( Divorced     

( Married     ( Widowed
	DATE OF 

BIRTH
	SPOUSE NAME

	EMPLOYER
	OCCUPATION
	NAMES & AGES OF CHILDREN

	REFERRED BY
	PRIVATE PHYSICIAN
	

	PREFERRED METHOD OF CONTACT (please circle one or both):             TEXT      ___________________________                 EMAIL  
                                                                                                                                                       cellular provider
**You may receive an automatic text and/or email appointment reminder.  Please notify the staff if you do not want to receive this.


PLEASE INDICATE REGION OF COMPLAINT

	( HEADACHES      ( NECK PAIN

( UPPER BACK     ( MID BACK     ( LOW BACK
(SHOULDER    ( ELBOW    ( WRIST    ( HAND
( HIP      ( KNEE      ( ANKLE      ( FOOT PAIN

( OTHER  explain:
	PLEASE DESCRIBE YOUR SYMPTOMS INCLUDING ONSET DATE ______________________________________________________________________________________________________________________________________________________________________

PLEASE RATE YOUR PAIN:                     0     1     2     3     4     5     6     7     8     9     10

                                                                   No Pain                                           Severe Pain

PLEASE DESCRIBE YOUR PAIN:

( Sharp   ( Dull   ( Shooting   ( Burning   ( Throbbing   ( Numb    ( Tingling

HOW LONG DOES PAIN PERSIST?  _____________________________________________________


	

	IT IS:  ( CONSTANT 76-100%   ( FREQUENT 51-75%    ( OCCASIONAL 26-50%   ( INTERMITTENT 0-25%
DOES PAIN SPREAD TO OTHER AREAS?  IF SO, WHERE? _____________________________________________________________________________

DO YOU HAVE ANY NUMBNESS OR TINGLING IN YOUR BODY?  WHERE?_____________________________________________________

DOES ANYTHING AGGRAVATE THE COMPLAINT? ________________________________________________________________________

DOES ANYTHING MAKE THE COMPLAINT BETTER?  ______________________________________________________________________


	

	SPECIFIC INJURY?           ( YES    ( NO
	PRIOR TREATMENT?             ( YES     ( NO
	

	HAD TREATMENT?           ( YES    ( NO
	TX TYPE:     ( Drugs   ( Nv Block   ( Phys Therapy   ( Surgery   ( Xray   ( MRI   ( EMG  


MEDICAL HISTORY
             YES        NO

	ARTHRITIS
	 (
	 (
	LIST MEDICATIONS

	CANCER
	 (
	 (
	1.                                                                            4.

	DIABETES
	 (
	 (
	2.                                                                            5.

	HEART PROBLEMS
	 (
	 (
	3.                                                                            6.

	HIGH BLOOD PRESSURE
	 (
	 (
	LIST ALLERGIES

	VASCULAR PROBLEMS
	 (
	 (
	1.                                                                            3.

	LUNG PROBLEMS
	 (
	 (
	2.                                                                            4.

	STOMACH PROBLEMS
	 (
	 (
	5.                                                                            6.

	USUAL CHILDHOOD DISEASES
	 (
	 (
	LIST SURGERIES/HOSPITALIZATIONS

	EXERCISE REGULARLY
	 (
	 (
	1.

	SMOKER
	 (
	 (
	2.

	ALCOHOL
	 (
	 (
	3.

	ALLERGIES/ASTHMA
	 (
	 (
	4.

	BIRTH CONTROL MEDICATION
	 (
	 (
	5.




RELATED HEALTH QUESTIONS

  YES      NO       COMMENTS    
	DOES BRIGHT LIGHT BOTHER YOU?
	 (
	 (
	LIST VITAMINS/SUPPLEMENTS:

	DO YOU HAVE COLD HANDS & FEET?
	 (
	 (
	1.                                                           2.     

	DO YOU GRIND YOUR TEETH?
	 (
	 (
	3.                                                           3.

	DO YOU CRY EASILY?
	 (
	 (
	4.                                                           5. 

	DO YOU EXPERIENCE FACIAL/BODY ACNE?
	 (
	 (
	6.                                                           7.

	HEIGHT:
	QUESTIONS/CONCERNS:

	WEIGHT:
	


FEMALES
	BEGINNING DATE OF LAST MENSTRUAL CYCLE:
	DATE:

	PREGNANCIES
PLEASE LIST DATES OF DELIVERY & OUTCOME OF PREGNANCY:
	DATE:                            OUTCOME:

	
	DATE:                            OUTCOME:

	
	DATE:                            OUTCOME:

	
	DATE:                            OUTCOME:

	
	DATE:                            OUTCOME:


FAMILY HEALTH HISTORY
	HEALTH PROBLEMS OF RELATIVES
	RELATIVE:                                         HEALTH PROBLEM:     

	
	RELATIVE:                                         HEALTH PROBLEM:     

	
	RELATIVE:                                         HEALTH PROBLEM:     

	DEATHS IN IMMEDIATE FAMILY
	RELATIVE:                                         CAUSE:                                                           AGE AT DEATH:

	
	RELATIVE:                                         CAUSE:                                                           AGE AT DEATH:

	
	RELATIVE:                                         CAUSE:                                                           AGE AT DEATH:


_

SOCIAL AND OCCUPATIONA HISTORY:

	LEVEL OF EDUCATION:  ( HIGH SCHOOL   ( SOME COLLEGE    ( COLLEGE GRADUATE   ( POST GRADUATE STUDIES
JOB DESCRIPTION:   _________________________________________________________________________________________________________________

WORK SCHEDULE:  ___________________________________________________________________________________________________

RECREATIONAL ACTIVITIES:  ___________________________________________________________________________________________

LIFESTYLE (hobbies, level of exercise, alcohol, tobacco and drug use, diet):  _______________________________________________

_________________________________________________________________________________________________________________________




AUTHORIZATION TO RELEASE MEDICAL INFORMATION / FINANCIAL AGREEMENT / MINOR CONSENT
	I certify that I (or my dependent) assign directly to North Coast   Chiropractic all insurance benefits, if any, otherwise payable to me for services rendered.

I hereby authorize this office to release any information requested by my insurance company to document my claim for benefits.  I understand that I am personally responsible for full payment of all charges for my treatment.  Services are payable at the time rendered.  X-rays remain the property of this clinic and will only be released to another physician after receiving a proper release authorization request from said physician.  X-ray will not be released directly to patients.
I understand and agree that the doctors of North Coast Chiropractic have the right to decline or accept me as a patient at any time before treatment begins.  Taking a history and conducting an examination are a part of the process of information gathering, so that the doctor can determine whether to admit me as a patient or not.
I am authorized to and do consent to all treatments performed by the doctors and staff of North Coast Chiropractic and rendered to the minor patient named on this registration form.
___________________________________________________________________________          ______________________________________

     PATIENT OR GUARDIAN SIGNATURE                                                                                                DATE



File #:___________





Dr. Initials: ___________       Date:___________


Robert F. DeMaria





Name: ________________________ File #:___________





Dr. Initials: ___________       Date:___________


Robert F. DeMaria





Dr. Initials: ___________       Date:___________


Robert F. DeMaria








