OAKWOOD CHIROPRACTIC
Dr.R. L. DaSo
12712 Indian Rocks Road

Largo, Florida 33774
(727) 595-2273
Confidential Patient Data
PATIENT INFORMATION Today's Date:
- Name: Date of Birth:
Address: City: State: Zip:
Home Phone: Work Phone:
Social Security #: Age: Name you prefer to be called
Marital Status: 0 Married 0Single UODivorced OSeparated QOther
Name of Spouse or Nearest Relative: Phone:
Your Occupation Your Employer:

Payment for Services will be by: UCash UCheck OCredit Card OHealth Insurance
OAutomobile Insurance OWorker's Compensation
Name of Insurance Co.: Insured's Employer:
Insured's Social Security #: Employer's Phone #:
Are you covered by more than one insurance company? Yes (UNo Name
MEDICAL/FAMILY HISTORY S = Self M = Mother F = Father

(Please indicate which PAST conditions have been experienced prior to present complaint by marking
appropriate boxes).

S M F S M F S M F

Q a O -aps O 0O 0O dislocated joints Q O O neckpain

Q O U anemia QO O O epilepsy Q 0O QO nervousness

O O Q  arthritis O O O Germanmeasles O O O numbness

O O O asthma QO O QO headaches QO Qa O polio

O O O backpain Q O Q hearttrouble d O Q  poorcirculation

O O QO bladder trouble O 0 QO reproductive disorders Q O Q hepatitis

QO Q O bonefracture O QO O highblood pressure Q O Q rheumatic fever

O O O cancer O O O HWARC Q O QO rheumatism

Jd O O chestpain O O O «kidney disorder O O O scarletfever

d O O  concussion O O O bowelcontrol loss O O O seriousinjury

<4 O Q convulsions O O O menstrual cramps O O O sinustrouble

Jd O O diabetes O O QO muliple sclerosis Q O Q Stroke

QO O Q indigestion O O QO  muscular dystrophy Q O O tuberculosis
O QO QO venereal disease

Have you been treated by a physician for any health condition in the last year? QYes UONo

Describe Condition Date of Last Physical Exam
SURGICAL HISTORY:

1. Date;

2 Date:

3 Date:

Hz.e you ever had a metal implant? Yes [No Ever been gunshot? [Yes (INo




PLEASE DESCRIBE PRESENT MAJOR COMPLAINTS:

SYMPTOMS ARE WORSE IN  OMORNING TIAFTERNOON  UNIGHT UConsistent
WHEN AND HOW OCCURRED?

SYMPTOMS DEVELOPED FROM: L1JOB RELATED INJURY JAUTO INJURY UOTHER WTRAUMA
LILLNESS JUNKNOWN CAUSE LJGRADUAL ONSET DATE OCCURRED:

SYMPTOMS HAVE PERSISTED FOR # HOUR(S) DAY(S) _ WEEK(S) ___ MONTH(S) __YEAR(S)
SYMPTOMS/COMPLAINTS: [JCOME & GO UARE CONSTANT
HAVE YOU EXPERIENCED THESE SYMPTOMS IN THE PAST 6 MONTHS ? [INO UYES

NAME AND LOCATION OF DOCTORS PREVIOUSLY SEEN FOR PRESENT CONDITION(S):

HAVE YOU HAD CHIROPRACTIC CARE BEFORE? Y/ N WHEN?
ARE YOU APPREHENSIVE ABOUT YOUR VISIT TODAY? Y/ N IF YES, EXPLAIN

ARE YOU TAKING ANY MEDICATIONS UNO UYES WhatKind

ARE YOU PREGNANT LUNO QIYES DATE OF LAST MENSTRUAL PERIOD

PLEASE CHECK THE FOLLOWING ACTIVITIES THAT AGGRAVATE YOUR CONDITION:
UBENDING WREACHING USTRAINING AT STOOL TCOUGHING TSITTING UTURNING HEAD
QLIFTING LSNEEZING LWALKING WLYING DOWN LSTANDING

PLEASE CHECK THE FOLLOWING ACTIVITIES THAT RELIEVE YOUR CONDITION:
UIBENDING QSITTING ULIFTING LISTANDING CILYING DOWN LITURNING HEAD UREACHING WJWALKING

PLEASE CHECK ANY ADDITIONAL SYMPTOMS YOU MAY BE EXPERIENCING:

Ublurred vision Lbuzzing in ears Qcold feet Ocold hands Qcold sweats Lconcentration loss/confusion
Uconstipation Ldepression /weeping spells Ldiarrhea Qdizziness Qface flushed Wfainting Wfatigue Lfever

Whead seems too heavy headaches Qinsomnia Qlight bothers eyes Qloss of balance Qloss of smell Qloss of taste
Qiow resistance to colds Umuscle jerking Llnumbness in fingers dnumbness in toes Upins and needles in arms
Upins and needles in legs Qringing in ears Oshortness of breath Qstiff neck Qstomach upset

In consideration of the treatment provided to me by Dr. R.L. DaSo & Staff, | hereby agree to the following:

Authorization to Release Information
R L. DaSo & Staff is authorized to release any and all information as deemed appropriate, concerning my physical condition to my
insurance carrier or it’s representative, my attorney, state agency or legal guardian in order to process any claim for reimbursement of
charges incurred by me as a result of the professional services that I have received. Further I hereby release R.L. DaSo & Staff of any
consequence thereof.

Assignment of Benefits
I, the undersigned hereby authorize my insurance carrier to pay medical benefits directly to R.L. DaSo, D.C., for services rendered by
same.

Patient's Signature: Date:




