ROP Form

PATIENT IDENTITY

677 South Main Street
Suite 1B
Cheshire, CT 06410

mema@f James D. Grenon, D.C.

Grencn Chiropractor

CHIROPRACTIC Daniel L. Ruddy, D.C.
CENTER, P.C. Chiropractor

: Today’s Date: /

Name S.S.# - - Birth date: / / Sex:

Address ' City State Zip

Home Phone:( ) Work:( ) Cell:( ) Email:

-Marital Status: / / / /' Sep. Emergency Contact: Phone:( )

_ Occupation: Employer: Work Address:

Spouse’s Name: Employer: Location:

' Family M.D. (PCP) Address: Phone:{  )_

| Age:____ Height: ___ Weight:_____Is there irremovable metal in your body?| [Y N Where?_____

. HEALTH HISTORY

. Please provide the following information regarding your recent health history:

Recent fails since last seen : Recent accidents since last seen

{ Recent surgery since last seen Current Medications

Last Physicai Change(s) in Medical History

i Since th:e last time I saw you, [ have been treated by:

: For: Are you pregnant? Y N
- ) Primary Insurance Company:

! 2.) Primary Insurance is under:|  [Self ( go 10 #3) Spouse (gotoA-D) :IParent (gotoA-D) Other ( go1oA-D)

- 5.) Have you seen a Chiropractor or Physical Therapist during the past year? Yes [No

A.) Primary insured (Policy Holder’s Name):

B.) Primary Insured Date of Birth: / /
C.) Primary Insared SS#: - -

D.) Primary Insured Place of Employment:

Address:
Phone: ( )
3.) Do you have a Second Insurance? Yes No Name of Company?
ID#: Policy Holder’s Name
4.) Has your Health Insurance Company or coverage changed over the last year? Yes No




CHIROPRACTIC
CENTER, P.C.

Name:

/

1.) Describe in detail Your Complaints:

2.) When did this Happen?

3.) How did this Happen?

4.) Where did this Happen?

5.) Describe the character of your Pain / Discomfort

(check one or more):

Sharp Stabbing Ache

Dull Soreness Weakness /
Burning Throbbing Spasms

Numbness Grabbing / Gripping

Bhooting / Radiating Tingling

Dther: L

6.) How often are the complaints present?

Constant (76 — 100%)

Frequent (57 - 75%)

Mark on the Diagrams Where You Have Pain or Other Symptoms

Occasional (26 — 50%)

Intermittent (25% or less)

7.) Indicate the intensity of your pain at its lowest and highest level? (Please circle two numbers):

9.) What makes your problem worse?

10.) What is your general Stress Level?

No Pain-- 0 1
8.) What makes your problem better?

Standing

ent / Exercise

g Standing

Moverment / Exercise

11.) General Physical Activity:

No regular exercise

FExtreme Stress

2 3 4 5 6 78 9 10 --Unbearable Pain
Nothin Lying Down Walking
(STUTTT [nactivity Move
[Nothing Lying Down Walkin
T [nactivity
No Stress IMinimal Moderate

btrenuous exercise

Light/Moderate exercise

12.) Are your complaints affecting your ability to be active?

No effect Some physical restrictions (able to perfo

Need limited assistance with common everyday tasks

wht duty work and household tasks)

Need assistance often

Significant inability to function without assistance

Totally disabled / Cannot care for self

13.) Has your weignt recently changed by more than 10 pounds? [No (Gain [oss
14.) Are you currently receiving other Therapy? INo Y es

If Yes Anti-inflammatory Pain Killers Muscle Relaxants Physical Therapy Other
Patient’s Signature: Date: / /
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