
Name:

Address:

Phone(Home):

Occupation: Employer:
Insured's Name:

Spouse's Name:
Spouse's Employer:
Referred by:
Doctor's Name:
Insurance Company:
Social Security Number:
Spouse's I nsurance Company:
Spouse's Social Security Number:
Chief Complaint. 1.

List Current 2.

Problems 3.

Duration-(How Long): Previous Episodes:

Duration-(How Long): Previous Episodes:

Duration-(How Long): Previous Episodes:

Ext.#
Phone:

State:

CASE HISTORY

City: State: _Zfi:
Date of Birth: Sex:lM !F Maritalstatus:flS flM !D !W+ Children:_

Telephone (Work):

Insured's Date of Birth:

Spouse's Occupation:
Spouse's Telephone (Work):

Past Chiropractic Care:! Yes fl tto When?
Results:
Telephone:
Driver's License Number:
Telephone:

,Spouse's Driver's License Number:

1

2

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

Has the accident been reporled? E tto f] yes E To Employer D Auto Canier El 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 D Yes Name & Address:

Please mark the intensity of your pain today. Please mark area & type of pain on the drawings using the codes listed be3ow,

1 - NO PAIN

1O - MOST INTENSE EVER FELT
Example Neck

1 2 3 O s 6 7 a I 10

1234 I g 10

| 2 3 4 5 6 7 A I 10

123

DOCTOR USE ONLY

HABITS

N-Numbness P-Pain

flSmoking
fl Drinking

! Coffee

Packs/Day: _
Alcohol:

Cups/Day:

f] 541 Appendicitis

D +AO Pneumonia

D 390 Rheumatic Fever

fJ 045 Potio

fl 011 Tuberculosis

! Ogg Whooping Cough

E ZAO Anemia

fl 055 Measles

D 072 Mumps

! 052 chicken Pox

D 250 Diabetes

fl 239 Cancer

Mother

Father

! aZS.g Heart Disease

flzco Goiter

! 487 Influenza

E 511 Pteurisy

fl 305.0 Alcoholism

fl 099 Venereal Disease

Arthritis
Epilepsy

Mental Disorder

Lumbago

Eczema

HIV Positive

EXERCISE

! None

I Moderate

! Daily

Type: Brother, # of _n
Sister, # of _fl

HAVE YOU HAD ANY OF THE FOLLOWING DISEASES?

FAMILY HISTORY

Diabetes Heart Kidney Cancer Back
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!
!
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!
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fl 716

! 345

n 319

fl724.2
F 6so
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(ovER)



Please check the correct box for each . -,n below. check at least one box for each sign or symp.-.,, listed. O Never D previously D presen,y

EI Estr=E E=Eg3I cENEnnlsyMproMs EF S cAsrRo_TNTEsTNAL

6--a,
g H E EE Bg S # EyE/EAR/NoSE/THRoATE g F REsprRAToRytr tr tr eos,3 Allergy(Whar)_! tr tr Zaz.s Belching or Gas tr tr D 493.9 Asthma

Colon Trouble El tr tr 378.9 Crossed Eyes
constipation D tr tr eeg.g DeafnessDiarrhea tr tr tr 388.70Earache
Excessive Hunger [ ! n sga.oo Ear Discharge
Gall Btadder Troubb E E E SAe.gO Ear Noises
Hemorrhoids (pites) ! tr D Zao.g Enlarged ThyroidJaundice trDtrAOO FrequentCoiOs
LiverTrouble tr tr tr 477.9 HayFeverNausea Dtrtr784.49Hoarseness
Pain over Stomach E fl E aZA.t Nasal Obstruction
Poor Appetite tr tr D zaq.z Nose Bleeds
Poor Digestion tr D fl 379.91 pain in EyesVomiting fl tr tr 368.9 poor Vision
VomitingBlood tr tr D 473.9 Sinusitis

trtr!aoz SoreThroats
!trtr+os Tonsiilitis

f1 tr tr 786.50 chest pain

tr D E zae.z Chronic Cough
D tr tr 786.09 Difficutty Breathing

F D tr zeo.s spitring Btood
tr D D zee.a Spittins phtesm

GENITO-URINARY
tr fl tr zee.o Bed wettino
E D ! sgs.z Btood in Urine
D E D ZeO.+ Frequent Urination
tr D tr Zea.s Inability to Control

Urine
tr E D sso.g Kidney Infection
tr ! D zaa.t painful Urination
fl tr tr oot.S prostate Trouble

FOR WOMEN ONLY
D D tr ozs.s cramps or

in arms/legs/hands
D tr tr 786.o9Wheezins

MUSCLES & JOINTS
trtrtr724.S Backache
trtrtr719.7 FootTroubte
tr8tr550.0 Hernia
D tr tr ztg.t pain Between

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

tr tr tr 782.3 Sweiling Anktes
! ! tr +sa Varicose Veins

E E E zz+.a
tr fl D zzs.s
tr tr D zer.g
D tr tr zrg.o
tr tr tr zer.o
tr tr fl zor.o

tr D D ozo.z
D D D azt.z
fl D tr ozo.+
tr D E os+.s
tr tr tr ozs.s
tr tr tr oze.s
flYes fll.to

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

DATE

Vaccinations
Tonsillectomy
Gall Bladder
Back Operation
Other:

OPERATIONS AND PROCEDURES
DATE DATE

Tubes in Ears
Appendectomy
Female Organs
Rectal Surgery
Other:

Sinus
Hernia
Thyroid
Stomach
Other;|l I ha,re norrar had -hr, ^^ar-l;^^ ^ t ^,,.-^-i^^vfvr q.tvt lr , rU,gCt iEs

List any accidents or falls and dates. ! Car: ! Recreation Vehicle:fl Sports: fl Schoot: ! other:
List any broken bones(fractures) or dislocations:
Ever on crutches? E yes fl t'lo Whv?
Have you ever had any spinal taps or spinal injections? ! yes !ruo Were you ever knocked unconscious? ! yes I ttoHave you ever had a lapse of memory? fl yes fl t,lo
Have you ever had X-rays taken? ! yes ! trto When?
For what ailments were these X-rays mac)e?
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? ! l,,to fl Yes What drugs?

What other factors of your health ha

By Whom?

ealthandaccidentinsurancepoljcies betweenaninsurancecarierandmysell. Furthermore,lu /sofficewi'prepareanynecessary
il:,ff:H::5,9".:l:'.?t::[T: at anv amount authorized to be paid direcfly to rhe ooclo/s my account on rece.pr. However, I

rces rendered me will be immediatelv 
nd thal I am personally responsible for payment l also und o, i"rmln"te .y care and treatment,

xamine and treat my condition as he/she deems apPropriate.through the use o nd r give authority for these procedures to be performed. rilsnt paid the Doctor for xiays is for examination only and the Xlay 
-negatives wi office., being on fire where they may be seen at any time whire aatsoagreesthathe/sheisresponsibleforallbillsincurredatthis.ofiiJe. TheO 

"ibl"tor"nypru-"ristingmedicallydiagnosedconditionsnorforanv

Patient's/Guardian's Signature: X

To Reorder: Call 1-800-950-8&4

Date:

#130-2010



WAGNER CI{IROPRACTIC
FINANCIAL & GENERAL OFFICE POLICY

The standard fee for a new patient to Dr, Wagner is $200,00, and for an
established patient is $75,00 to $150,00 per treatment, depending on time spent, If
you are in need of an adjustment to correct one specific problem, by prior
al'rangement, the fee may be |educed if your condition does not require a

complete examination and treatment, Additional chalges may apply depending
upon the time and type of treatment given,

Dr, Wagner may l'ecommend that you see another practitionel. 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
concet'ned about your pel'sonal finances please be sure to let the front desk know
plior to your appointment,

Dr', Wagner may also lecommend that you take parlicular supplements or.

homeopathics,'Appropriate retail costs and sales tax applies ior each product,

All Doctor/Practitioner setvices, melchandise and supplements shall be paid for at
the time of your visit, We are not in a position to extend credit for services
lendered or products sold.

Due to hypersensitivity of many of our patients, we request that you do not wear
any pet'fume, cologne, or and othel heavily-scented product when you visit this
office,

Your insurance is a contract between you and your insulance company,
WAGNER CHIROPRACTIC does not participate with any insurance company
nor does any medical billing for our patients, It is the lesponsibility of our patients
to bill theil insurance cat'rier fol any reimbursement that may be allowed, Please
be aware that not all selvices are coveled (r'ead youl insurance policy for
benefits), Some insurance companies arbitLarily select certain services they will
not cover, we will provide you with a fee slip, which includes the applopriate
codes and a diagr-rosis fol submission to your insurance oompany,

Account baiances more than 30 days overdue may be subject to additional
collection fees and interest chalges ol L5% per.month,

We do not take checks, Only cash ol cledit cards,

Cancellation Policy: We require 24 hours advance notice to avoid,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 me (or on the patient named below, for whom I am legally
resp0nsible) 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 chiropractic 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 gudranteed.

I understand and am informed that, as in the practice of medicine, in the practice of
chiropractic there are some risks to 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
opportunify 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

WAGNER CHIROPRACTIC
17383 Sunset Blvd., #A 290
Paclflc Pallsades, CA 90212

(310) 230-2145



(lndlcato relationshlp lt elgnlng lor p€dent)

ACUPUNCTURE INFORMED CONSENT TO TREAT
I hereby request and consent,to the performance of ,aarpunclu ol the,praclc€ ofscupuncturo on me (or on he patlent named below, ,or wtrom Illcensed acupuncturiits wtro now or ln tire 

-futrlr-e 
treat me while elow and/or olher

acupunclurist named berow, rnctuotng in;ie wori<rng ar,tho,cilnrc o t back-up for the
form or nol, rv -'|.!'| 'v'v"' "v - slgnatories to thls

ng,.,electrlc€l stlmUlailon, Tul,Na
gqd to,b€'prep.aGd andithe teas
mEll.or lasler l wlii immediatelv
on of the,horbs,

s,
of
of
ls

I d0 nol €pecl the cllnlcal ate,a n a[ posslble 
lstr,s 

an-l 
-cgq'pllcaflons 

of ti€etm€nt, and I wlsh to rety on thecllnlcal'statf to exerclse'lu e of't *rrrci,ln-ti.l.r"a stattlfrini! ir trelttm., uar"o upon fie fdcls.thgn knownlsinmybestInterestr IJn lofg d:"''""':-"
I understandthe'cllnlc€l'and'adminlstratlve staff may revlew my patlent reoords end lab reports; but all my records,*1ll be kept confldenilaland,vr4ll not be reteased wlthout my wrttt;n b";;;i, ' ve'v' '' ' 

ew' \

|Ilfllrntgill'l s.lgnlng,below, I show.that l.havo read, or 
, have beon told,about tre rlsksand b€nefrts of actJpunstur6 and other procedurqs,.'an

enttre'couisl ori-.irr-niior my presont condluon and thts consent form lo cover the

AAGCA



Date:

NAME:

Plea.se give a brief descriprion of what you wbh to work on todav,

ADJUSTMENT ONLY (circle one):

1. Cervical 2. r,umbar 3. Lumbosacral 4, Ankle/Knee 5. Sacroiliac

6, Other (speciff):

PHYSICAL:

DETOXIF'ICATION:

WEIGHT LOSS:

SPIRITUALIDMOTIONAL:

0rnnR:


