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DESCRIBE ANY AREAS OF PAIN
NOT OTHERWISE INDICATED:
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EXAMPLE

DANIEL KLEIN, D.C.
100 QUAKER LANE

VILLANOVA, PA 19085
PHONE: 610-525-2209
FAX: 610-525-1503

KLEIN SPINE
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(no pain) 0 1 2 3 4 5 6 7 8 9 10 (severe)

Date: ______________ Cause: _______________________________________
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Sleeping Position:
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Stated Weight: ___________lbs Stated Height: _____________ Blood Pressure:____________
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Please note all medications, dosage and condition being treated
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Arthritis
Asthma
Sinus Trouble
Hay Fever

Allergies
Tuberculosis
Diabetes

Epilepsy
Thyroid Trouble

High Blood Pressure
Low Blood Pressure

Heart Trouble
Pacemaker
HIV/AIDS

Stroke

STI
Ulcer

Cancer
Polio
Rheumatic Fever
Serious Injury

Bone Fracture

Dislocated Joints

Spinal Disc Disease/Degeneration
Multiple Sclerosis

Mental/Emotional Difficulty
Prostate Problems
Kidney Problems
Osteoporosis
Other
OtherBleeding Disorder
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No Previous Conditions / Illnesses

Auto Related: Yes | No
If yes, please provide the following:
Your Insurance Company:
Claim #:

Medical Adjuster Phone #:

Work Related:

Yes | No

Health Insurance Information:
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