Patient Information

Personal Information

Date:
Full Name:
First M.I.

Last
Address:

Street Address Apartment/Unit #

City State ZIP Code
Home Phone: ( ) Alternate Phone: ( )
Social Security Number: Sex: M F Marital Status:
Birth Date

Occupation:
How did you hear about Cavallo Chiropractic:
E-Mail Adress:
Insurance Information
Employer/School:
Employer Address:
Street Address

City State ZIP Code

Spouse/Parent Name: Spouse/Parent Phone: ( )

Spouse/Parent Employer Name:

Spouse/Parent Employer Address:

Insured Name: Insured Birth Date:

Patient’s Relationship to Insured:  Self Spouse Child

Insurance Company Name:

Policy/Group #:

Is your visit today due to an auto or work related injury? Y N

Medical History

Current Medications:

Allergies:

Are you currently under a medical physician’'s care? Y N Physician’s Name:

Have you ever been to a chiropractor before? Y N

Do you smoke? Y N If yes, how much?

Do you drink? Y N If yes, how much?







4. Signature

Cavallo Chiropractic is required by law to maintain the privacy of, and provide individuals with, this notice of
our legal duties and privacy practices with respect to protected health information. If you have any objections to
this form, please ask to speak with Dr. Louis Cavallo in person or by phone at (303) 678-8555.

Signature below is only acknowledgement that you have received this Notice of our Privacy Practices.

Print Name:

Date:

Signature:
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Date of last menstrual period: Are you currently pregnant? 'Y N

Are you currently experiencing or have you ever had the following conditions? (please check off those that apply)

______ Impaired hearing Seizures/Epilepsy ____ Bleeding disorders
______Ringing in ears Paralysis _____Anemia
______Impaired vision Numbness in arms orlegs  Chicken pox
_____ Headaches Muscle weakness _ Measles
_ Shortness of breath Difficulty breathing _ Rubella
______ Palpitations Anxiety ____ Depression
______ Chest pains Loss of Appetite ____ Insomnia
_ Persistent cough Fever _____ Cancer
______ Thyroid problems Night sweats ____ HIv
__ Asthma General fatigue ~_ AIDS
Significant weight loss or

______ Swelling of ankles gain ___ Hepatitis
~ Nausea/Vomiting Diabetes _ Arthritis
_ Stomach ulcers Pneumonia _ Tuberculosis
_ Difficulty swallowing Persistent diarrhea _ Rheumatic fever
_ Constipation Dizziness _ Stroke
______ Difficult/painful urination Fainting spells ____ Kidney disease

Urgent/frequent urination High blood pressure Gallbladder disease

Bloody stools
Have you ever been in a car accident? Y N If yes, when?

Reason for Visit:

Certifications

| certify the above information to be true and accurate to the best of my knowledge. | also hereby authorize payment of
medical benefits for services provided by Cavallo Chiropractic. | also authorize Cavallo Chiropractic to release information
regarding my injury/illness to my referring physician, attorney, and insurance company.

Patient’s Signature: Date:

Parent’s Signature
(if patient is a minor) Date:




