. Patient Confidential Health Record—Intake Form

Please Take A Moment To Fill Out The Following:

Name Social Security # Das__
Gender: M/F Age_ DORB Email _
Address City —— swe_ gy

Mobile # __ Home # Wk # - -
Occupation Employer Referred By -
Marits] Status: Merried Single Widowed Divorced Partmered Spause’s Name

Emergency Contact Name Emergency Contect Numb:—b%m—ﬁ:
Have you been 1o 4 chiroprector before? Y /N If yes, how did you respond? v

Miedicare Yes KO .

Plense Describe Your Presenting Condition And Bow It Begen: Date Problem Regen.: Y

indicate the current intensity of your symptom(s). If the symptom kcvel varies, please indicate 5 range of levels:

In the scale below,
9{2[2]3i4i516i7§319;10
NO Symptoms Worst Imaginable Symptoms
B{owoﬁd:mwmsympmmsprewm? O Constantly D Froguently O Occasionally O Intermittently }
Describe your CURRENT pain/symptom(s): [ Sharp D Throbbing O Aching D Stabbing
O Duli D Sore 0 Wealk D Gripping
O Numb O Shooting O Burning 0 Tingling
O Other:
Since it began, is your symptom(s): D Improving DO Getting Worse O No Chenge
What mekes the symptom(s) better? O Nothing O Lying Down 0 Walking D Standing
D Exercise O Sitting O Movement O Inactivity
O Other: ‘
What mekes the symptom{s) worse? O Nothing O Lying Down 0 Walking O Standing
0 Exercise O Sitting O Movement O Insctivity
O Other;
[Cmyou perform your daily activities at D Yes D Yes, but with help D Not at &)
home?
IDayouemm:ise? O Intensely O Freguently _ 0 Occesionally uley/Neverj
{Ducn'beydnrjobmquﬁmmts: D Sedentary O Light lsbor O Hezvy Isbor [ Varies
Can you perform your daily work O Yes, &l] activities D Only some D Not &t gli
gctivities? :
{ Describe your stress level D None to mild D Moderate D High O Very High
— &  DOVe
Patient Signature: Date: A A

(Guardian must sign for all patients 17 years old or younger)
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Patient Confidential Health Record—Intake Form

Gererel

Geners! Patigue
Neck Paln
Shouider Puin R /L
Pgin in Upper A
OrElbow R/L
Hemd Pgin R/L
Wrist Pein R/L
Pain in Upper Leg
Or Hip R/L
Pain in Lower Leg
Oy Knee R/L
Pein in Ankde
Or Foot
Rezrologic
Epilepsy
Tingling Sensstion
Numbness
Wesalness
Muscular Imbalance
Museke/Bore

Swelling/Stiffress
Muscle Ache

Frecture
Dislocetion

R/L

Pstient Signature:
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G-I System

Uleer

Hepatitis
Kidney/Gall Stone
Liver/Gallbladder
Problems

Abdoming! Pgin
Kidney Disorders

Prostate Problems
Swallowing
Heartburn Or
Loss of Appetite

Irritable Bowel
Colitis
Excessive Thirst

Rash

Brittle Nails
Chenges In Moles
Peeling
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m the Cwrrent Coleamn,
¥ C
Vasewlir
Aortic Aneuryser: oo
Anemis oo
Angins oo
Heart Atteck oo
Stroke oo
Rapid Hessrt Best oo
oo
Chest Prins
Blood Disorder oo
Ankiec Swelfing oo
Cold Feet/Hands oo
High Blood Pressure O [
Low Blood Pressure
High Cholesterol oo
Female Do
Endometriosis oo
Profase Menstrus!
Flow oo
Inreguler Menstrug! oo
Flow
Breast Lurmps oo
Breest Soreness oo
Birth Contol Pills D 0O

[}
)

Symptom in the Past Colwnn, “P”. If you

Please circle the area(s) where you have psin or other symptoms, Inchide Symptoms of pain, numbness end/or

“C". Kuowledge of thes: conditions mRy
PC

Hiesd Cosditions
Jew Pein 00 CencerfTumor
Fainting DO Athritis

Visusl Disturbences 0O O Dishetes
Coavulsions 00 Depression
Dizziness OO HIV/AIDS
Heedsohes OO Thyroid Conditi
Hepdache Unfike Y70 Copditian
Eves Before oo Osteoporosis
Timaitus (Ber Ringing) 0 O Alegholism
Head Tranms OO0 Ppolis

Dentareg oo inson’s
Migraines OO0 Maultiple Sclerosis
G-I Systen: OO0 Gout
Bladder Infection 00 Psyehistric Core
Blpdder Control L oes Lengs
Painfol Urination oo Emphyseme
Frequeat Urinetion go Bmwmhg
Constipation/frregular
Bowe! Habits 00 Chronic Cough
Digrrhes OO0 Sinus Problems
Constipstion oo Wheezing
Blood in Ston} 00 Adkme

Date: 7 i

(Guardien must sign for sli patients 17 years old or younger)



Patient Confidential Health Record—1Intake Form

Family History: Pleasc check the boxes of the conditions that &pply to your family.

Matemsl  Maternal Paternal Pateens] Age of
Greadms  Gendps  Grandms Grandps Mother Futher Brother Sister O Description
Arthritls (type?) o O s} o & o - e
Allergies a 0 o | D o o oo
Cancer (type?) 0 o o o @] o 8] —_—
Diabetes - 0 D O 8] o o o __ }
Epilepsy D a o 0 a o n o T
Heart Problecns o o o 0 o 0 <
Lung Problems [y a o o o o o =
Mentsl Discase 0 o] 0 @) 0 0 D —— e
HighBlood [ o o o o o o o .
Pressure

Lifestyle Factors: Plesse complete the following information regarding your lifestyle.
Tobseco: packs/dsy for ____ years Alcohol: glasses/day Coffee/Tea/Caffeinated Soft Drioks: glasses/day

Recreationa! Drugs: ' Exerc;’sc: —__ hoursfweek Water: glasses/dzy
Aversge Sleep Quality: ____ hrs. sleep/night My Sleep Is: O Restful O Restloss O Wake up often 0 Hard to get sleep
Present Weight:  1bs. Present Height: I beve had recent ABNORMAL: 1 Weight Gan Weight Loss
Do you have z permanent disability fm? Yes/No  Location: Rating: % Date Received: Y
Whet trestment(s) have you had for this condition in the past (surgery, medications, injections, PT, chiropractic)?

—_—

Have you had X-rays, MRI or otber tests for this condition? What tests and when?

Pleass list the medications you are currently taking:

Please list any reasons and dates, for hospitalizations/surgeries:
——

office’s Notice of Privacy Prectices.
Petient Signature: Date: /|
(Guardian must sign for all petients 17 years old or younger) —_—




Pethways to Healing, 1.J,C
Dr. Ramona D. Warren
1022 Founders Row
Greensboro, GA 30642
709-454-2040

Office Policy
Dr. Ramona Warren’s practice is served by 2 highly dedicated staff Our objective is to enhanee health
by providing unique and cost-effective care,

igation to make-up missed appointments within 24 hours of any
Tves the right to charge for missed appointments if we are not

cancellation. Dr. Wamen’s practice rese
ed appointment time.

notified within 24 hours of your scheduy]

that you can file with your insurance Company. Wellness care quotes are available upop request.
There is a fee charged for any reports required by any third-party members, Patients ey not carry a

balznce a¢ gny time.

bercent per month ang administrative Cxpenses associated

with account maintenance and collection wi]] be charged. -

I have read and understand the zbove policies ang agree to abide by them.

Patient Signature: - Date :E_____‘_—%_




Terms of Accegggl ce

Chiropractic:
When a patient seeks chiropractic health Care and we accept a patient for such care, it js essentia] for both the patient
i goal- remove nerve interference.

and the doctor to the working towasd the same objective. opractic has only one
It is important that each patient understand both the objective ang the method that wij] be used to attajn the objective.

This will prevent any confusion or disappointment

subluxation
3. Health: A State of optimal physical, menta] and social well-being, not merely the absence of diseage or symptoms
Dizgnagis:

health care provider who specializes in that area,
d, we do not offer to treat it. Nor do we offey advice regarding treatmend

Regardless of what the disease is caq]c /
prescribed by others. Our only practice objective is to eliminate the interference to the expression of the body’s innate
wisdom. This interference may be in the form of structural, chemica), or Energetic stress that must be temoved for
healing to take place.
Informed-Conseys for Chiropractic Care

1 hereby request and consent to the performance of Chfmpmcﬁc adjustments, other chiropractic Procedures jf
necessary diagnostic x-ays on me by the doctor of ¢ actic named below andlor anyone authorized by the same

i as in a1l health care, there are some shight risks to treatment angd do

doctor feels at the time, based on the facts then known, ang jg in my best
is consent form to cover the entire course of 1y care this condition and

any care in the foture.
have read angd fully understand the above statements.

WITNESS:
- Copsent go : just g
being the parent or legal guardian of

I e ___have
eptance and bereby grant permission for my child to recejve

read and fully undesstand the above terms of ace
chiropractic care.

This is to certify that
permission to pcxfonp 6D X 13y
of last menstrual period

2 . 1ot pregnant and the above doctor and her bartners have
evaluation. | have beep advised that X-Tay can be hazardoys to a0 unbom child. Date

Date
S

Signature o s



