
PATIENT INFORMATION 
PAYMENT INFORMATION 

PHONE NUMBERS ACCIDENT INFORMATION 

   SHERROD CHIROPRACTIC REGISTRATION AND HISTORY 

PATIENT CONDITION 

   Date__________________ 

 

Patient______________________________________ 

 

Patient SSN__________________________________ 

 

Address_____________________________________ 

___________________________________________ 

 City  State  Zip 

Email_______________________________________ 

Sex: M  F   Age____  Birth Date_____________ 

Single Married Widowed  Separated Divorced 

 

Occupation______________________________________ 

Employer_______________________________________ 

Employer Addr:__________________________________ 

Spouse’s Name___________________________________ 

Spouse’s DOB_________ 

 

Whom may we thank for referring you?

Home_______________ Work______________ Ext._______ 

Cell________________   Best number to reach you_________ 

 

May we remind you of your next appointment via text msg? 

Yes   No  (Circle One)  If yes, what number? _____________ 

 

IN CASE OF EMERGENCY, CONTACT: 

Name_______________________ Relationship____________ 

 

Phone_______________________ Alt Ph_________________ 

          Reason for Visit_____________________________________________________________________________________ 

When did your symptoms appear?______________________________________________________________________ 

Mark an X on the picture for pain and mark an O for numbness and/or tingling.  

1.) On a scale of 1-10, how bad is the discomfort at its worst? _______   At it’s best? _________ 

2.) Circle the onset of the discomfort: Gradual or Sudden 

3.) Since the problem began, have the symptoms been: better ,worse, same? _____________ 

4.) What aggravates the discomfort? ____________________________________________ 

5.) What percentage worse is the discomfort after it is aggravated (0-100%)? _______ 

6.) How many minutes will the discomfort remain that way? _______ 

7.) What relieves the discomfort?__________________ 

8.) What is the quality of discomfort? _________________ 

9.)When is the discomfort at its worst? (Circle one) Afternoon   Morning   Evening   Before bed 

10.) In general, would you say that your overall health is:  

             ____ Excellent  ____Very Good  ____Good  ____Fair  ____ Poor  

 

Patient Signature X__________________________________________________________  Date_______________________ 

__Auto Insurance Claim   __Commercial Insurance 

__No Insurance (Self Pay)  __Medicare 

__ Worker’s Compensation 

 

If this is a Commercial Insurance Claim, please fill out the 

following “Assignment and Release” and provide your health 

insurance card to the receptionist so she can make a copy of 

the card. We will file the insurance claim for you.  
ASSIGNMENT AND RELEASE 

I, the undersigned, certify that I (or my dependant) have insurance 

coverage with _____________________________ and assign di-

rectly to Sherrod Chiropractic, PLC all insurance benefits, if any, 

otherwise payable to me for services rendered.  I understand that I 

am financially responsible for all charges whether or not paid by 

insurance.  I hereby authorize the doctor to release all information 

necessary to secure the payment of benefits.  I authorize the use of 

this signature on all insurance submissions.  

___________________________________________ 
       Responsible Party Signature 
________________________________ ___________ 
       Relationship             Date  

Is condition due to an accident? __Y __N  Date___________ 

 

Type of accident ___Auto ___Work ___Home ___Other 

 

To whom have you made a report of your accident? 

           ___Auto Ins ___Employer ___Work Comp. ___Other 

 

Information for Auto Claims Only: 

Name of Auto Insurance:___________________________ 

Claim #____________________ Ph#_________________ 

Adjuster’s Name:_________________________________ 

Insurance ID # _____________________________ 

 



 

 




