Red Rock Chiropractic Center

New Patient Form (Ages 0-4)

OFFICE USE ONLY
Height Weight

BP

Pulse, Shoe Size

PATIENT INFORMATION

FAMILY INFORMATION

Title: OMr. [IMiss Sex: (UM [IF

First name: Middle name:

Last name: Suffix:

Preferred name (Nickname):

Age: Birthdate: _ / /

Address:

City: State: Zip:
Home phone: ( ) -

Cell phone (mom): ( ) -

Cell phone (dad): (
Parent home email:

) -

Mother’s name:

Mother’s cell phone:

Mother’s employer:

Mother’s work phone:

Father’s name:

Father’s cell phone:

Father’s employer:

Father’s work phone:

Siblings names and ages

Best contact method: [ Home phone [ICell phone(mom) [ICell
phone(dad) [lHome email

EMERGENCY CONTACT INFORMATION

Emergency contact name:

Emergency contact phone: (__ ) -

Emergency contact alternate phone: (___) -

Relationship to patient:

SCHOOL & HOBBIES

PRIMARY CARE PHYSICIAN

Current school

Current grade in school

Special services currently being received in school or privately

Primary care physician name:

Clinic name:

City: Phone: (__) -

Favorite hobbies or interests:

REFERRAL SOURCE

How did you hear about us?
[JWebsite [INewspaper [IPhone book [JRadio

[J Physician [1 Massage therapist
] Referral/word of mouth

PRIMARY INSURANCE INFORMATION

SECONDARY INSURANCE INFORMATION

Insurance company:

Policyholder name:

Relationship to patient:

Policy number:

Group number:

Person responsible for payment:

Deductible: Amt met this year: Co-pay:

Insurance company:

Policyholder name:

Relationship to patient:

Policy number:

Group number:

Person responsible for payment:

Deductible: Amt met this year: Co-pay:

PATIENT PREFERENCES

PREVIOUS CHIROPRACTIC CARE

In the event you need to have therapy for greater than 5 minutes,
what is your favorite music to listen to for relaxing?

Have you seen a chiropractor before? ONo OYes
If yes, when was the last time you have seen one?
How many chiropractic visits have you had this year?

ADDITIONAL SERVICES

Please mark any services besides chiropractic adjustments you might be interested in receiving here: C1Decompression CJHydromassage
OFood sensitivity testing CIBlood/lab testing for an in-depth health analysis CIDOT physicals CISports physicals Clin-office rehab
[OCustom-made orthotics CdCustom-made pillows [1Drug/alcohol testing for your business CIFunctional medicine CIMLS laser therapy

[OWeight loss CIExercise program [IPre-employment physicals

REASON FOR VISIT

What brings you to our office today? [JPain/symptom relief CJProblem correction/prevention [IWellness/Overall health

In your own words, tell us what you are looking for help with:




Health Questionnaire

Please mark the conditions for which you would like to be seen today.
[JHeadaches []Jaw pain [INeck pain [IShoulder pain [JArm pain [Wrist pain [ Hand pain CUpper back pain [1 Mid back pain
[Lower back pain [THip pain [JKnee Pain [ILeg pain [JAnkle pain [Foot pain [IOther

Other Treatment
Please list any other treatments you have received and the providers you have seen for these conditions.
[IChiropractic [INeurology [IMassage
[IMedication [Physical therapy [ISurgery

[1Other

Daily Living Effects

Please mark which activities are affected by the above conditions: [ILifting CIPersonal care (washing, dressing, etc.) ISitting [(ISleeping (1Social
life COStanding ClTraveling C0Walking CIExercise C1Other
What is the most important thing you want to be able to do that you’re currently not able to because of the condition(s)?

Feet/Orthotic History

What is your shoe size AND width? Do you currently wear orthotics? CINo [lYes
If yes, from where did you get them? [IPodiatrist ClChiropractor C1Store (Walmart, etc.) CDOther
How many days per week do you wear these kinds of shoes? Athletic Dress High Heels Flats Industrial

Accidents, Injuries, Fractures, & Hospitalizations

Please list any previous accidents, injuries, fractures, and hospitalizations and approximate date of occurrence.

Accident & Date Injury & Date Fracture & Date Hospitalization & Date
[CONo previous accidents [INo previous injuries CONo previous fractures [ONo previous hospitalizations
1. 1 1. 1.
2. 2 2. 2.
3. 3 3. 3.
4 4 4. 4

Diagnostic Imaging

Please mark any diagnostic imaging and approximate date of occurrence.

X-ray & Date MRI & Date CT Scan & Date Bone Density & Date
[CONo previous x-rays [CONo previous MRIs [ONo previous CT Scans [CONo previous bone densities
1 1. 1 1
2 2. 2 2
3 3. 3 3
4 4 4 4
Surgeries

Please mark any previous surgeries and list the approximate date of occurrence.

Surgery/Year Surgery/Year Surgery/Year Surgery/Year

General Health History

STRESS
Please circle your daily stresslevel: 0 1 23 4567 89 10 Have you ever sought help for a mental health issue? CIYes [INo

SLEEPING PATTERN
Please circle how many hours of sleep you get per night: 0123 456 7 89 10 Whatis your sleep quality? CExcellent C0Good [Fair CIPoor
Please circle how many times your sleep is interrupted per night: 01234567 8 9 10

Current Medications/Vitamins

Please list current medications and vitamins including dosage, if known. [Jl am currently not taking any medications.

Medication Name Dosage & Frequency Medication Name Dosage & Frequency
1. 5.
2. 6.
3. 7.
4 8.

SOCIAL HISTORY
Caffeine used [1Often [IOccasionally [INever | Wear seatbelt CJAlways [Usually [INever | Exercise [1Often [IOccasionally [INever
Family History

Alzheimer’s [JParent  [ISibling Diabetes [JParent  [ISibling Osteoporosis [JParent  [ISibling
Arthritis [JParent  [ISibling Epilepsy [IParent  [ISibling Psychiatric [JParent  [ISibling
Cholesterol Parent Sibling Heart problems [JParent  [ISibling Stroke [JParent  [ISibling
Cancer [Parent  [ISibling High blood pressure  [1Parent  [ISibling Thyroid [Parent  [ISibling




Recreational Activities

[IBackpacking [JGymnastics [ISwimming

[Baseball [JHockey [ITennis

[1Basketball [Hunting [Track

[IBiking [JRacket ball [Volleyball

[IBoating [JRunning [JWalking

[IFishing [ISkiing [IWeight lifting

[JFootball [ISoccer [/Wrestling

[Golf [Softball [1Other

Do you carry a back pack? [Yes [INo How many hours per day do you watch TV? ____ | How many hours per day do you play video games?

PREGNANCY HISTORY: (If the child is adopted, answer to the best of your ability).

Did you experience any of the following during your pregnancy:
[JAccident or Infections [JHypertension (high blood pressure) [ISmoking
[JAlcohol consumption and/or drug use [IPre-eclampsia [IToxemia
[IBreech position during pregnancy [ISevere stress [IToxoplasmosis
[/Gestational diabetes [ISevere viral infection during the first trimester [Other:

Did you and

LABOR AND DELIVERY HISTORY:

/or the child experience any of the following during labor/delivery:

[IBirthing center

[JEmergency C-section

[JPlacenta previa

[JHome birth

[JFetal distress

[JPremature deliver (2+ weeks)

[JHospital birth

[JForceps or suction cups used

[JThe child was a “blue baby”

[1Breech birth

[ILabor was induced

[IThe delivery was rapid

[JCord around the neck

[Length of delivery

[1Other

[JElective C-section

[Long and/or difficult labor

NEWBORN HISTORY

Does or did the child experience any of the following as a newborn:

UAcid reflux [IDifficulty latching/sucking [JPoor sleeper

[IBreast fed [IDistorted skull [JProlonged jaundice

[1Bottle fed [JFormula fed [JRequired resuscitation/oxygen
[IColic [INormal stool [JAbnormal stools [ISpits up excessively

[lmmunizations in hospital: If yes, please specify
vaccine:

[JWeight at birth: [ILength at birth:

DEVELOPMENTAL HISTORY:

Does or did your child have any of the following:

[JAppears clumsy

[ISlow to walk alone

[ISlow responding to sound

[ISlow to sit up

[JAt what age did your child start to walk
unassisted:

[IDifficulty sitting still or paying attention

[IDifficulty with crawling (on all fours)

[IDifficulty or awkward with walking/running

[JPoor hand-eye coordination

[J Did not crawl on all fours

[J Difficulty using utensils

[ Any other concerns not listed?

[J Slow to stand

[1 Slow responding to visual stimuli

MEDICAL HISTORY

Please indicate if you have ever experienced or have been diagnosed as having any of the following:

[JAbdominal pain

[IDouble vision

[JOvarian cysts

[JAcne [IDrowning [JPanic attacks
[JADD/ADHD [Dyslexia [JParanoia

[JAllergy shots [JEar pain [Passive/aggressive behavior
[JAnemia [JEasy bleeding [JPeeling

[JAnger [JEasy bruising [JPinched nerves
[JAnimal bites [JEczema [JPinkeye

[JAnxiety disorder [Energy level problem [IPneumonia

UArthritis LEpilepsy Poison ivy (oak, sumac)
[JAsthma [JEye injury [JPoor coordination
[JAthlete’s foot [JEyestrain [JPoor posture
CJAutism/Autism spectrum disorder [JFainting [JPost nasal drip

[1Bed wetting [JFatigue [JPremenstrual syndrome
[IBipolar disorder [JFevers/chills/sweats [JPsoriasis

[IBlacking out [JFoul odor of urine [JRashes

[1Blood in urine

[JFractured jaw

[IRepetitive motion injury

[IBloody stools

[JFrequent colds

[JRheumatic fever

[1Bone pain [Frequent headaches [JRinging in ears
[IBowel problems [JFrequent urination [IScoliosis
[Braces [IFrostbite [JSeizures/Convulsions




[IBreathing problems

[JGlasses/contacts

[ISelf-esteem issues

[IBrittle nails

[IGrowing pains

[ISensitivity to light

[1Broken bones

[JHay fever

[Serious fall(s) or repetitive falls

[Broken/knocked out teeth

[THead injury

[ISevere headaches

[IBronchitis [JHearing loss [IShortness of breath
[JBurning urination [JHeart disease [ISinus problems
[IBurns [JHeat exhaustion/heat stroke [ISkin ulcers

[JChanges in moles

[IHiccups

[ISleep problems

[IChemical insensitivities

[JHyperventilation

[ISleeping disorders

[IChicken pox

[JHypoglycemia (low blood sugar)

[ISnoring

[JChoking

[llinesses accompanied by a high fever

[ISore throat

[IChronic ear infections/earaches

[Jlngrown toenails

[ISpinning/balance

[IChronic fatigue

[Insect stings

[ISports injury

[ICold sores Lnsomnia [ISprains/strains

[JConcussion [ltching [JSuicidal thoughts

[IConstipation [1Jaw pain [ISunburn

[ICorns and calluses [Joint pain [ISwelling

[ICough/Wheezing [Joint stiffness [Swollen glands

[JCoughing of phlegm [Lazy eye [ITingling sensations

[JCoughing up blood [Lice [Tourette’s syndrome

[ICross eye [JLower side pain [JToxic shock syndrome

[ICroup [IMeningitis [ITrouble sleeping through the night
[JCuts, scrapes, punctures [JMenstrual cramps [JTrouble with bladder control (enuresis)
[IDeformity [IMenstrual problems [JUnconsciousness

[IDehydration [JMood swings [Unusual stress

[IDepression [JMuscle ache UUrinary infection

[IDiarrhea [JMuscle weakness [JVaginal yeast infection

[IDifficulty urinating

[INeck or back problems

[Visual impairment

[IDifficulty walking [INeurological disorders [JWarts
[IDigestive disorders [INosebleed [JWeakness
[IDislocations [INumbness [Weight loss/gain
[IDizziness [JObsessive compulsive disorder [JOther:

[INumber of doses of antibiotics taken in the
past 6 months:

[ITotal number of doses of antibiotics taken
during lifetime:

UAdverse reaction to any vaccinations (even if
mild) If Yes, please explain:

[INumber of doses of other prescription
medications taken in the past 6 months:

[ITotal number of doses of other prescription
medications during lifetime:




Consent to Treat a Minor

(for patients 17 years of age and younger)

| hereby request and authorize Dr. Kyle Pankonin to perform diagnostic tests and render chiropractic adjustments and other treatment to my
minor son/daughter .
This authorization is also intended to include radiographic examination at the doctor’s discretion.

As of this date, | have the legal right to select and authorize health care services for the minor child above.

(If applicable) Under the terms and conditions of my divorce, separation, and/or other legal authorization, the consent of a spouse, former spouse,
or other parent is not required. If my authority to select and authorize this care should be revoked or modified in any way, | will immediately
notify this office.

Signature: Date:

Printed Name:

Relationship to Patient:

HIPAA Privacy Act

| have received RRCC, notice of HIPAA Privacy Act. | authorize RRCC to release to my insurance company, health plan, HMO, no-fault carrier, and/or
workers’ compensation carrier, any information including my complete health record needed to determine benefits for services provided by or on behalf of
RRCC. | understand and agree that | am financially responsible to RRCC, for any and all charges not covered by insurance for myself, spouse, and
dependents.

Patient or Legal Guardian Signature Date

Consent to Electronic Communication

| acknowledge the privacy risks associated with using Electronic communications and authorize Red Rock Chiropractic Center staff and/or doctor to
communicate with me or any minor dependent/ward for purpose of medical advice, education, clinical record summaries, full medical records, and/or
appointment reminders. | understand that my e-mail address will not be given to anyone outside of this clinic for any reason and that this will be for
medical purposes only.

Patient or Legal Guardian Signature Date

Insurance Assignment and Release:

I, the undersigned, certify that | (or my dependent) have insurance coverage with and assign directly to Red Rock Chiropractic

Center all insurance benefits, if any, otherwise payable to me for services rendered. | understand that | am financially responsible for all charges whether
or not paid by insurance. | hereby authorize the doctor to release all information necessary to secure the payment of benefits. | authorize the use of this
signature on all insurance submissions.

Responsible Party Signature Date

| request that payment of authorized Medicare benefits be made of my behalf to Red Rock Chiropractic Center for any services furnished to me. | authorize
any holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine
these benefits or the benefits payable for related services.

Responsible Party Signature Date




AUTHORIZATION TO RELEASE INFORMATION

PLEASE PRINT CLEARLY

PATIENT’S
NAME
LAST FIRST INITIAL
ADDRESS
STREET CITY STATE ZIP
PHONE ( ) BIRTH DATE LAST 4 SSN
Please List Medical Facility:

1. NAME 2. NAME 3. NAME
ADDRESS ADDRESS ADDRESS
CITYy STATE ZIP CITY STATE ZIP CITY STATE ZIP
PHONE NUMBER PHONE NUMBER PHONE NUMBER
FAX NUMBER FAX NUMBER FAX NUMBER

The type of information to be used or disclosed is as follows:
O X-rays [Jlmages (mailed) [J Radiology report (faxed) Dates requested
O X-rays [Jlmages (mailed) [J Radiology report (faxed) Dates requested
[ X-rays [lImages (mailed) [] Radiology report (faxed) Dates requested
O MRI (1 Radiology report (faxed) Dates requested
O MRI [ Radiology report (faxed) Dates requested
[ CT Scan [ Radiology report (faxed) Dates requested
[J Lab work and current medication list Dates requested
[1Other

Please mail requested images and fax requested reports by

This information may be disclosed to and used by the following organization:
KYLE J. PANKONIN, D.C.
RED ROCK CHIROPRACTIC CENTER
202 MAINS STREET, PO BOX 517
LAMBERTON, MN 56152
PHONE: 507-752-7650
FAX: 507-752-7635
The reason for disclosure of this information is for the following reason:

B Continuing healthcare OPersonal OOther
I understand | have a right to revoke this authorization at any time by presenting a written revocation to the medical record department. |

understand the revocation will not apply to:

e Information already released in response to this authorization

e My insurance company when the law provides my insurer with the right to contest a claim under my policy.
| understand authorizing the disclosure of this health information is voluntary. | can refuse to sign this authorization. | need not sign this
form in order to assure treatment. | understand any disclosure of information carries with it the potential for an unauthorized redisclosure
and the information may not be protected by federal confidentiality rules.
Unless otherwise revoked, this authorization will expire on the following date, event, or condition: . If | fail to specify

an expiration date, event, or condition, this authorization will be in effect for one year from this date, for records generated as a result of
services occurring on or prior to this date.

SIGNED DATE
(IF NOT PATIENT, STATE RELATIONSHIP)




