
Welcome to Our Office! 

Chiropractic  Case  History 

Name________________________________    Today’s date _____________SS# ______________________________  

Address ___________________________ City ______________________   Zip _______________________________ 

Home phone_________________  Cell phone: ________________Age _______Birth Date ___________ 

Marital:  M S W D             Employer & phone: _________________________________(In case we need to contact you) 

Name of spouse ________________________Emergency Contact Name and phone # ___________________________ 

 

Your E-mail:__________________________________ Who is your family medical doctor? ____________________  

 

What medications are you taking now?______________________________ ___________________________________ 

 

If you are a new patient to our office, whom may we thank for referring you? __________________________________ 

Revised May 17, 2022 

1. What symptoms or complaint  brought you to our office?  ______________________________________________________     
 
2. When did your symptoms begin? __________________________________________________________________________  
 
3. FREQUENCY of your Complaint, percent of the time:  Rare = less than 10% of the time;   Occasional = 10 - 25%;     
               Intermittent = 25-50%;  Frequently = 50-75%;  Constant = 75-100%                
 
4. SEVERITY: Minor = only a nuisance;    Mild = difficult to live with;  Moderate = very difficult to live with;    
              Severe= extremely  difficult to live with 
5. QUALITY: How would you describe your symptoms?  pain, dull ache,  sharp,  stabbing, burning, throbbing, tingling, numbness, 
            other : ____________________________ 
 
6. Do your symptoms radiate down your arm or leg?    NO   /   YES 
 
7. What activities aggravate your symptoms? drive, work, etc...   _____________________________________________________ 
 
8. What gives relief?  rest,  ice, heat, sleep, medication? __________exercise, chiropractic, physical therapy, other   _____________ 
 
9. Circle the # that corresponds to your symptoms:  no symptom or pain = 0  1  2  3  4  5  6  7  8  9  10 = severe symptoms/pain 
 
10.  Place a check next to the activity that hurts or are difficult to perform because of the condition that brought you here:    

Personal Grooming: 
______ combing hair 
______  shaving 
______ in / out to bath tub 
______ brushing teeth 

Housework: 
______ doing laundry 
______ making beds 
______ vacuuming 
______ washing dishes 
______ ironing 
______ carrying groceries 
______ caring for pets 
______ cooking 

Yard Work: 
______ mowing lawn 
______ shoveling (snow, dirt, mulch, sand) 
______ raking leaves 
______ gardening 

General: 
______ walking 
______ standing 
______ running 
______ sitting 

General: 
______ lifting children 
______ bending 
______ climbing stairs 
______ reading 
______ sleeping or lying in bed 
______ rolling over in bed 
______ swimming 
______ sports / hobby: 
______ using typewriter or computer 
______ kneeling 
______ using telephone 
______ exercising 
______  OTHER________________ 

  _______ / 35 (36 w/other):    This patient has pain or difficulty performing  ______% of  35 (36) common  ADL’s. 

Travel: ______ minutes per day 
______ driving, auto, train, truck, airplane 
______ as passenger 
______ getting in and out of vehicle 



ACKNOWLEDGMENT OF RECEIPT  
OF NOTICE OF PRIVACY PRACTICES 

You may refuse to sign this Acknowledgment.  

I, _________________________________, have received a copy of this office’s Notice of Privacy Practices.  
           (please print your name) 
 
(please sign your name acknowledging receipt)                                                        (today’s date) 

We attempted to obtain the patients acknowledgment of receipt of our Notice of Privacy Practices, but the Acknowledgment could 

not be obtained for the following reason: ___  Individual refused to sign ___  An emergency situation prevented us 
from obtaining the signature,  ___   Other:  

 

1. It is my responsibility to know if my medical insurance (or other responsible party), 
will pay for chiropractic and other services or products I receive in this office. 
 
2. I will not rely or depend on Dr. Poane’s Chiropractic Office to handle my insurance or 
financial affairs. 
 
The two sentences above are written in common language. I admit and confess I understand them to mean I am responsible for pay-
ment if my insurance or other responsible party does not pay for the care I choose to receive in this office.  
 
_____________________________ 
(Patient or guardian signature)  Today’s date: __________________ 

Dr. Poane’s representative signature and date verifying that the patient did not sign the Acknowledgment:  

X 
X 

X 

X X 

Dr. Robert Poane   
One Barrington Pl., Suite 108   Bel Air, Maryland  21014   

410 - 420 - 7676 

Financial Policy 

AUTHORIZATION TO PAY PHYSICIAN: I hereby authorize and direct the ____________________ 
insurance company to pay by check made payable to R. T. Poane LLC  at  One Barrington Place, Suite 108, Bel Air, 
Maryland  21014, the medical and surgical expense benefits allowable, and otherwise payable to me under my insurance 
policy, as payment towards the total charges for professional services  rendered. To assist in collections, I authorize the 
release of any information pertinent to my case to any insurance company, adjuster or attorney in this case.   I agree to 
pay, in a current manner, any balance of said professional service charge over and above this insurance payment (except 
where prohibited by contract). This is a direct assignment of my rights and benefits under this policy, of which a photo 
copy shall be considered as effective and valid as the original.  
 
Any balance owed after 30 days shall accrue interest at a rate of 2% per month. Should collection efforts be required, I 
shall be responsible for reasonable attorney fees, court costs, and any out of pocket expense. 
 
I understand that I am ultimately responsible for payment in full to this office. I also understand that because of insur-
ance delay’s I may receive a bill months after my care has ended, but if I suspend or terminate my schedule of care, as 
determined by my treating doctor, fees for professional services will be immediately due and payable. 
 
Please print your name: _________________________ 
 

I (patient, guardian or parent Signature Authorizing care) ___________________________________ 
 

understand and agree to the Financial policy above.  Today’s date: ______________________________ 

X 

X 

X 
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