
Welcome to Imagine Chiropractic
Dr. James M. Stites

12050 SE Holgate Blvd • Portland Or • 97266 • 503-760-8648
Confidential Patient Data

PATIENT INFORMATION                                                     Today's Date______________
Date of Birth_________________ 
Name___________________________________________________________________________
Address______________________________________City_______________ State___ Zip_______
Home Phone(___)____________Work Phone( __)____________Cell Phone(___)_______________
E-mail Address________________________________________ Age_______ qMale q Female
Name of Spouse, Partner or Nearest Relative____________________________________________
Phone_______________________________
Your Occupation____________________________ Your Employer__________________________
Referred to this Office by: qFriend/Family Member – Name_________________________________
           qYellow Pages   qMail   qOffice Location   qOther___________________
Payment for Services will be by:  qSelf   qHealth Insurance   qAutomobile Insurance
               qWorker's Compensation   qMedicare   qOther
INSURANCE INFORMATION  (Copy of insurance card or fill out the following)
Name of Insurance Co.______________________________Address_________________________
City_______________________State_______Zip_________Phone__________________________
Insureds Name________________Relationship_____________Insureds ID/SS#________________
Group/Policy Name__________________________Group/Policy # __________________________
Are you covered by more than one insurance company? qYes qNo Name ____________________

MEDICAL/FAMILY HISTORY    S=Self    M=Mother    F=Father
(Please indicate which conditions have been experienced by the above by marking the appropriate boxes).
S    M    F                                         S     M   F                                                       S    M    F 
q q qaids                                     q q qdislocated joints                                 q q qneck pain
q q qanemia                                q q qepilepsy                                              q q qnervousness
q q qarthritis                                q q qGerman measles                               q q qnumbness
q q qasthma                                q q qheadaches                                         q q qpolio
q q qback pain                            q q qheart trouble                                       q q qpoor circulation
q q qbladder trouble                   q q qreproductive disorders                        q q qhepatitis
q q qbone fracture                      q q qhigh blood pressure                            q q qrheumatic fever
q q qcancer                                 q q qHIV/ARC                                             q q qrheumatism
q q qchest pain                           q q qkidney disorder                                   q q qscarlet fever
q q qconcussion                         q q qbowel control loss                               q q qserious injury
q q qconvulsions                        q q qmenstrual cramps                               q q qsinus trouble
q q qdiabetes                             q q qmultiple sclerosis                                q q qtuberculosis
q q qindigestion                         q q qmuscular dystrophy                             q q qvenereal disease
  
Have you been treated by a physician for any health condition in the last year?   qYes   qNo
Describe Condition_________________________________________________________________

SURGICAL HISTORY
__________________________________________________________________________________Date:___________
__________________________________________________________________________________Date:___________
__________________________________________________________________________________Date:___________
ACCIDENT HISTORY
qJob qAuto qOther Injuries______________________________________________________Date:__________
qJob qAuto qOther Injuries______________________________________________________Date:__________
qJob qAuto qOther Injuries______________________________________________________Date:__________



PLEASE DESCRIBE PRESENT MAJOR COMPLAINTS           Please Rate Your Symptoms
                                                                                                                                         (1-10, with 1 being the least serious)
1.________________________________________________________________                            ________

2.________________________________________________________________                            ________

3.________________________________________________________________                            ________

4.________________________________________________________________                            ________

SYMPTOMS ARE WORSE IN   qMORNING   qAFTERNOON   qNIGHT
WHEN AND HOW OCCURRED?______________________________________________________________________
_________________________________________________________________________________________________
SYMPTOMS DEVELOPED FROM: qJOB RELATED INJURY   qAUTO ACCIDENT   qILLNESS   qUNKNOWN CAUSE
qGRADUAL ONSET  qSUDDEN ONSET  DATE OCCURRED______________________________________________

SYMPTOMS HAVE PERSISTED FOR # ____HOUR(S) ____DAY(S) __WEEK(S) ___MONTH(S) ___YEAR(S)
SYMPTOMS/COMPLAINTS:  qCOME & GO    qARE CONSTANT
HAVE YOU EVER HAD THIS BEFORE:  qNO   qYES   WHEN?_____________________________________________
IF YOU WERE TO GUESS, WHAT DO YOU THINK IS CAUSING YOUR COMPLAINTS?
______________________________________________________ ___________________________________________

HAVE YOU EVER HAD CHIROPRACTIC CARE? qNO qYES DOCTORS NAME________________________________
NAME AND LOCATION OF DOCTORS PREVIOUSLY SEEN FOR PRESENT CONDITION(S):_____________________
_________________________________________________________________________________________________
ARE YOU ALLERGIC TO ANY MEDICATIONS   qNO   qYES   WHAT KIND?__________________________________
ARE YOU TAKING ANY MEDICATIONS   qNO   qYES   WHAT KIND?________________________________________
ARE YOU PREGNANT  qNO  qYES     DATE OF LAST MENSTRUAL PERIOD_________________________________
DATE OF LAST PHYSICAL______________________ DATE OF LAST SPINAL X-RAY___________________________

PLEASE CHECK THE FOLLOWING ACTIVITIES THAT AGGRAVATE YOUR CONDITION:
qBENDING  qREACHING  qSTRAINING AT STOOL  qCOUGHING  qSITTING
qTURNING HEAD  qTURNING IN BED  qLIFTING  qSNEEZING  qWALKING

 qLYING DOWN   qSTANDING  qDRIVING  qGETTING UP FROM A SEAT
     qOTHER_______________________________________________

PLEASE CHECK THE FOLLOWING ACTIVITIES THAT RELIEVE YOUR CONDITION:
qBENDING  qSITTING  qLIFTING  qSTANDING  qLYING DOWN   qTURNING HEAD   qREACHING
qWALKING qAPPLYING HEAT  qAPPLYING COLD qSTRETCHING qEXERCISE qTAKING MEDICINE

qOTHER_______________________________________________

PLEASE CHECK ANY ADDITIONAL SYMPTOMS YOU MAY BE EXPERIENCING:
qblurred vision   qbuzzing in ears  qcold feet  qcold hands  qcold sweats  qconcentration loss /
confusion   qconstipation   qdepression /weeping spells   qdiarrhea   qdizziness   qface flushed

qfainting  qfatigue  qfever  qhead seems too heavy  qheadaches  qinsomnia 
 qlight bothers eyes   qloss of balance   qloss of smell   qloss of taste   qlow resistance to colds
qmuscle jerking  qnumbness in fingers   qnumbness in toes   qpins and needles in arms  

 qpins and needles in legs  qringing in ears   qshortness of breath   qstiff neck   qstomach upset
qother__________________________________________

I authorization the release of information necessary to file insurance claims and to assign my medical
benefits to Dr. James M. Stites. I am ultimately responsible for all charges incured at Imagine
Chiropractic and that my insurance is being billed as a courtesy.

Patient Signature:________________________________________________Date:_____________

Imagine Chiropractic 12050 SE Holgate Blvd Portland Or 97266


