
Name:

CASE HISTORY
Date: Case Number:Age:

Address: City: State: Zip:

Date of Birth: _Sex:!M nF Marital status:lS nM !D Ew * Children: 

-Employer: Telephone (Work): Ext.#

Phone: lnsured's Date of Birth:

Spouse's Occupation:

Spouse's Telephone (Work):

Past Chiropractic Care:! Yes E No When?

Results:
Telephone:

Driver's License Number: State:

Telephone:

Spouse's Driver's License Number:

Duration-(How Long): Previous Episodes:

Duration-(How Long): Previous Episodes:

Duration-(How Long): Previous Episodes:

Phone(Home):

Insured's Name:
Spouse's Name:

Occupation:

Referred by:

' Spouse's Employer:

Doctor's Name:
Insurance Company:

Social Security Number:
Spouse's Insurance Company:
Spouse's Social Security Number:
Chief Complaint: 1.

List Current 2.

Problems 3.

Are your present problems due to an injury? D No E Yes E on Job fl Auto Accident E Personal Injury E other:

Has the accident been reported? E No E Yes E To Employer D Auto carrier E other:

Are you now or have you ever been disabled? (Service or Work)? E No E yes When?

Have you retained an attorney? E No E Yes Name & Address:

Please mark the intensity of your pain today.

1 - NO PAIN

1O - MOST INTENSE EVER FELT

Please mark area & type of pain on the drawings using the codes listed below.

Example

I
l2aOsBTaslo

N-Numbness P-Pain
T-Tingling A-Ache
S-Soreness ST-Stiffness

I.dI
3,1

2

J
'1 23 5A78010

DOCTOR USE ONLY

E Smoking

I Drinking

I Coffee

HABITS

Packs/Day:

Alcohol:

Cups/Day:

E 541 Appendicitis

E +AO Pneumonia

E 390 Rheumatic Fever

n o4s Potio

D 011 Tuberculosis

E 033 Whooping Cough

Mother

Father

fl 429.9 Heart Disease

4240 Goiter

lf 487 Influenza

f]511 Pleurisy

! 305.0 Alcoholism

fl 099 Venereal Disease

FAMILY HISTORY

Diabetes Heart Kidney

fl 716

fl 345

! 31e

Ancz
E 6eo

fl 044

Arthritis
Epilepsy

Mental Disorder

Lumbago

Eczema

HIV Positive

!
n

Cancer

tr
!
n
n

trtr
!!
trtr
tr!

tr
tr

Back

tr
tr

Type: Brother, # of 

-nSister, # of 

-flHAVE YOU HAD ANY OF THE FOLLOWING DISEASES?

1280 Anemia

fl 055 Measles

D 072 Mumps

n 052 Chicken Pox

f] 250 Diabetes

n 239 Cancer

EXERCISE

fl None

! Moderate

I oaity



Please check the correct box for each ' below. Check at least one box for each sign or sympt sted. D Never D Previously D Presently.

*' _>

*E E
-.L 

L

--EFb.3 g
GENERALSYMPTOMS g # E GASTRO.INTESTINAL

[!Dsoa.o Constipation
! fl !'sse.g Diarrhea

trDDoeg.g Deafness

! tr D 388.7oEarache

o

S REsPTRAToRY

tr ! D 786.50 Chest Pain

! ! D zoo.z chronic Qough
D D tr 786.09 Difficulty Breathing

I D n Ze0.S Spitting Blood

D tr ! zeo.a Spitting Phlegm

GENITO-URINARY

Urine
D ! tr sgo.s Kidney Infection
D D I zea.t PainfulUrination

! I ! oot.g Prostate Trouble

FOR WOMEN ONLY
tr D tr gzs.g cramps or

Backaches
Excessive Flow
Hot Flashes
lrregular Cycle
Miscarriage
Paihful Periods
Vaginal Discharge
Pregnant at this.time
Last Pap Date
By Whom

>>z6->-6

E*E g*g S # EYE/EAR/NosE/THRoATg S
D n n 905.3 Ailergy(what)_[ D n zez.g BetchingorGas ! f] D 493.9 Asthma

tr ! n 789.0 Colon Trouble ! ! D sza.s Crossed Eyes
fIfItrqet Bronchitis
nltrzeo.e chirs
!trD780.3 convulsions
trtrtr780,4 Dizziness
D[trzso.z Faintins
E[!ZAo.Z Fatigue

ntr!zao.o Fever

DDEza+.0 Headache
tr tr D 780.52 Loss of sleep
[ ! tr zas Loss of weight
nfIlzgs.z Nervousness
DfJAlzg.z Neuratgia

! n D zeo.g Night Sweats
n n tr zaz Numbness or pain' 

in arms/legs/hands
! tr tr 786.o9wheezing

MUSCLES & JOINTS
trl Elzz+.s Backache
!trtrztg.z FootTrouble
D fl ! sso.o Hernia

n fl D ztg.t Pain Between

!f]D782.4 Jaundice D ! ! aoo Frequent colds [ ! tr zea.a Bed wetting
E tr D Zg+.e LiverTrouble I I D qtt.g HayFever ! D D SSS.Z BloodinUrine
D D tr zaz.o Nausea tr tr tr 784.49Hoarseness D ! ! zee.+ FrequerntUrination
! ! lSSO.a PainoverStomachDDtrcze.t Nasal obstruction n ! !zee.s InabilitytoControl

! ! f] zgs.0 Excessive Hunger D D D 388.60 Ear Discharge
D I n 575.9 Gall Btadder Troubre tr E n 388.30 Ear Noises
I D tr aSS.O Hemorrhoids (pites) ! D tr Z+O.g Enlarged Thyroid

I D tr Zas.o Poor Appetite f] tr tr za+.2 Nose Bleeds
E D ! sgo.e Poor Digestion n tr tr 379.91 Pain in Eyes
DDD787.o Vomiting D tr tr soa:g Poor Vision
tr ! ! 578.0 VomitingBlood f] D tr +ZS.S Sinusitis

tr ! tr aoz Sore Throats
DDtr+og Tonsillitis

CARDIO-VASCULAR SKIN ORALLERGIES
fl tr tr +Ot.g High Blood Pressure tr D D OSO Boils
E D tr qSg.s Low Btood Pressure tr D tr gZ+.S Bruising Easily
tr tr tr 786.51 PainoverHeart tr D tr ZOt.t Dryness

I tr tr Z8s.s Poor Circulation fl D fl ogt.e Eczema
tr n ! ase Previous Heart tr D tr zoa.g Hives or Allergy

Trouble D!trOSa.S ltching
E tr D zes.o Rapid Heart n tr tr zez.o Sensitive Skin
! tr n 427.89 slow Heart D tr tr s0e.s Skin Eruptions
!lD+so strokes
E tr tr z0z.g Swelling Ankles
! tr ! as+ Varicose Veins

n ! tr zz+.0
D [ tr zzs.s
! E D zat.s
n n tr zts.o
n ! ! zet.o
E fl I zot.o

Shoulders
Painful Tail Bone
Stiff Neck
Spinal Curvature
Swollen Joints
Tremors
Twitching

trDDozoz
ODJaztz
trDDozo+
! ! fl osas
tr D fl ezss
DDlozss
EYes lNo

DATE
Vaccinations
Tonsillectomy
Gall Bladder
Back Operation
Other:

fl I have never had any operations / surgeries

OPERATIONS AND PROCEDURES

DATE
Tubes in Ears

Appendectomy
Female Organs
Rectal Surgery
Other:

DATE
Sinus
Hernia
Thyroid
Stomach
Other:

List any accidents or falls and dates: fl Car:

! Sports:
List any broken bones(fractures) or dislocations:

f] Recreation Vehrcle:

I school: ! Other:

Ever on crutches? ! Yes n No Why?
Have you ever had any spinaltaps or spinal injections? ! Yes ! No
Have you ever had a lapse of memory? n Yes fl No
Have you ever had X-rays taken? ! Yes E tlo When?

Were you ever knocked unconscious? E Yes E No

By Whom?
For what ailments were these X-rays made?
Do you suffer from any condition other than that for which you are now consulting us?

Are you presently taking any medication - prescription or over-the-counter? ! No fl Yes What drugs?

What other factors of your health have you not revealed perhaps because you are embarrassed by them, if any?

any fees for professional services rendered me will be immediately due and payable

medicdl diagnosis

Patient's/Guardian's Sionature: X

To Reorder: Call 1-800-950-8044

Date:

#1 30-201 0



WAGNER CHIROPRACTIC
FINANCIAL & GENERAL OFFICE POLICY

The standard fee for a new patient for Dr. Wagner is $250, and for an established
patient is $100 to $250 per treatment, depending on time spent. If you are in need

of an adjustment to correct one specific problem, by prior arrangement, the fee
may be reduced if your condition does not require a complete examination and

treatment. Additional charges may apply depending upon the time and type of
treatment given.

Dr. Wagner may recommend that you see another practitioner or use some
equipment in this clinic. Please be aware that there is a separate fee for each
practitioner who works with you and for the use of any machine. Those fees vary
depending on the amount of time and type of treatment given. If you are
concerned about your personal finances, please be sure to let the front desk know
prior to your appointment.

Dr. Wagner may also recommend that you take particular supplements or
homeopathics. Appropriate retail costs and sales tax applies for each product.

All DoctorlPractitioner services, merchandise and supplements shall be paid for at
the time of your visit. We are not in a position to extend credit for services
rendered or products sold.

Due to hypersensitivity of many of our patients, we request that you do not wear
any perfume, cologne, or and other heavily scented product when you visit this
office.

Your insurance is a contract between you and your insurance company.
WAGNER CHIROPRACTIC does not participate with any insurance company
nor does any medical billing for our patients. It is the responsibility of our patients
to bill their insurance carrier for any reimbursement that may be allowed. Please
be aware that not all services are covered (read your insurance policy for
benefits). Some insurance companies arbitrarily select certain services they will
not cover. We will provide you with a fee slip, which includes the appropriate
codes and a diagnosis for submission to your insurance company.

Account balances more than 30 days overdue may be subject to additional
collection fees and interest charges of l.5o/o per month.

We do not take checks. Only cash or credit cards.

Cancellation Policy: We require 24 hours advance notice to avoid a cancellation
fee.



I hereby request and consent to the performance of chiropractic adjustments and
other chiropractic procedures, including various modes of physical therapy and
diagnostic X-rays, on ffie (or on the patient named below, for whom I am legally
responsible) by the doctor of chiropractic named below and/or other licensed
doctors of chiropractic who now or in the future work at the clinic or office listed
below or any other office or clinic.

I will have an opportunity to discuss with the doctor of chirop,ractic named below
and/or with other office or clinic personnel the nature and purpose of chiropractic
adjustments and other procedures. I understand that results are not guaranteed.

I understand and am informed that, as in the practice of medicine, in the practice of
chiropractic there are some risks td treatment, including but not limited to
fractures, disc injuries, dislocations and sprains. I do not expect the doctor to be
able to anticipate and explain all risks and complications, and I wish to rely upon
the doctor to exercise judgment during the course of the procedure which the doctor
feels at the time, based upon the facts then known to him or her, is in my best
interest.

I have read, or have had read to me, the above consent. I have also had an
opportunity to ask questions about its content, and by signing below I agree to the
above-named procedures. I intend this consent form to cover the entire course of
treatment for my present condition and for any future condition(s) for which I seek
treatment.

Patient Signature

Witness Signature

Date

Date

WAGIER CffircPRACTIC
173tsSmdBvrl"ilm
Pacffic hhades,CA WZ'n

(310) rc2145



Inforned consent to Receive Tre ent and care

more details if you w toms or conditiorc thot nahe s par.
cupmctwe treotment history of bleeding disorderorqrrent

inplonted pacemoker or proskettc heut ua[ue, use of certain medicatioru, ond/or pregnoncy,
yow practttioner if any of these appty to you.

- 
I uderstand that the ciiagnosis given to me conforurs to the principles of Traditjonal chinese Medicine
0ChD' uid in no waypurports to rElace allopathic nedical eraluation, diagnosis, or trearnent.

i have piovided a full'history ald description of the compiaints and irealth status which is conplete and
accurate I understand the need for communication $'ith all of my health care providers regarding ny
heaith status is ongoing and necessary.

- 
I understand that no guarantee has b,een nade concerning the use and effects of Traditional Chinese
Medicine (I'cl\O. I understand that in some cases, symptoms may relapse or inteusify temporuily durfur.
the course of treatnent before reliei is sustained.

- 
I understand that I may stop Eeatnrent ai any tirne.

I r:nderstand that while this document describes major risks of ireatment, other side effects ancirisks may
occur.

specific Points in the body, causinga positive response in older to conect various ai[nents, The location
and the appucatiou of ihe needles and the depth of the needle insertion is determineci by the natr:re oj
the problem' I uoderstand that the application of these needles may bq accompanied by a brief painful
sensatioq and tliat there is a slight possibiliff oi ruinor swelling bleeding discoloration of the s1in,
henatoma, a bruise at ihe site of needling orfainting. Momentary eupitoria or iight headedness may o( -r.,r

ajter treaiment' Some very rare rish of acuguncture include spontaneous abortion, pneumothorax (air u,
the chest @vity that could cause a co[apsbd iung) ano infeciion.

Moxibustion: I understand that this is the application of indirect heat supplied by burning the herb Foliuin
Artemesiae l'ulguis over a single acupuncture point or grpup of points. This generally produces a sen-
sation of rela:ntion, The uea being [eated rnay remain reci and warm for severa] hours ajter tlearnent. kr
rare incidences, a minor burn may occur at the site oI moxibustion.

ctryping' i understanci that this is the applicariou of round vacuum cups oyer a large muscular arean
such as the bac\ to enhance blood circulatjon to the designated area. This method may produce a deep
rcdness, tiiscoloration, and on rare occastor4, a ninor biister which may persist for up to a weelc These

' narks may resolve on their own and are not iudications of complications or injury.

AcupressureTTui Na Plassage: I undersianci ihat i may begiven acupressure massage as part of my
trearnent to rnodify or prevent pain percepiion and to normalize ihe body's physiologic functions. I am



\---- '.--Y
aware that side effects that may result from this treatment include, but are not limited to: bruising, sore

muscles or aches, and the possible aggravation of syrnptoms existing prioi to treatment, Iunderstand that

I may stop the treatment if it is too uncomfortable.

Herbs and Nutritional Supplements: Iunderstand that substances from the Oriental Materia Medica may

be recommended to me to treat bodily dysfunction, to modify or prevent pain perception, and to normalize

the body's physiologic functions. Herbs are used to facilitate the body's own restorative process. The

her6s are usually taken in tea form or mixing powdered granules. I understand that I am not required to

take these substances but muSt follow the direction for administration and dosage if I do decide to take

them,

I understand that recommended herbs are traditionally considered safe in the practice of TCM, although

some may be toxic in large doses. I understand that some dietuy supplements ue inappropriate during

pregnancy, may interact with medications or other supplements, may have side effects of their own, or

may contain potentially humfulingredients not listed on the label.l also understand that most supple

ments have not been tested in pregnant women, nursing mothers, or children. Potentialrisks include but

are not limted to:allergic reactions, nausea, gas, stomachache, vomiting, headache, diarrhea, rash, hives, '

and tingling of the tongue. Some possible side effects of applying topicalcreams, liniments, ointments and

plasters are rashes, hives and tingling of the skin, I will immediately notify my practitioner if any unantici-

pated or unpleasant effects associated with herb or supplemeht treatment.

I understand that it is not possible to anticipate and explain all risks and complications. I understand and

agree that my practitioner will exercise judgr4ent during the course of treatment which they feel at the

time, based on the facts known to them, is in the best interest of me as a patient,

I hereby state that I have read and understand this form, that I have been given an opportunity to ask

questions, and that all questions have been answered in a satisfactory manner. I wish to proceed with TCM

treatment;l understand that I am free to withdraw my consent to treatment at any time.

Patient Name:

Slgnature of Patient or person authorized to consent on behalf of the patient:

lnbm!dConrnl-05,1 6.,|5-2M

Date:



Date:

NAME:

Rnnson Fon Ton,ty's Vrsrr
Plcase give a brief description of whatyou wish to iork on today.

N)JUSTMENT ONLY (circle one):

1. Celvieal 2. Lnmbar 3. Lumbosacral 4. Ankle/Knee 5. Sacroiliac

6. Other (specify):

PHYSICAL:

DETOXIFICATION:

WEIGHT LOSS:

I

SPIRITUAI,IEMOTIONAL ;


