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Please complete this questionnaire. Your answers will help us determine if Dr. McGinnis can help you. If we do not believe your condition will respond satisfactorily, we will not accept your case and will refer you to the appropriate doctor.
Please complete all sections.
1. ABOUT YOU






       Date: ____________________

Name__________________________________________SS#_____________________


What you prefer to be called________________________________________________


Address______________________________ City__________ State____ Zip_________

Age __________ Birth date ____________ How many children? ___________________​_

Employer_______________________________________________________________


What do you do there? ____________________________________________________


Home Phone #_________________________ Work Phone#_______________________


Cell Phone #______________________ E-mail__________________________________

Marital Status:     Single     Married     Divorced     Widowed     Separated


Spouse’s Name______________________ DOB____________ SS#________________


Employer______________________________ Work Phone #______________________

2. CURRENT SYMPTOMS

What is your main reason for being here? (Please be as specific as possible)

_______________________________________________________________________


_______________________________________________________________________


Have you been treated before for this problem?       Yes          No


If yes, by         Medical Doctor       Chiropractor         Emergency Room        Other

How do you believe that your pain/problem began? ______________________________


_______________________________________________________________________


Have you ever had this pain/problem before?     Yes       No      Describe______________


_______________________________________________________________________


Intensity (Circle one):      1       2        3        4        5        6      7       8       9       10





    None

    Uncomfortable

           Agonizing


Duration and Timing (Choose one):   Constant      Occasional      Frequent     Intermittent

Quality of Symptoms:    Achy
Burning
Dull
   Excruciating
Numb





      Pounding
     Pulsating      Sharp
Shooting
Stinging




      Throbbing
Stabbing
Other_______________________

Radiation (Does it affect other areas of your body? To what areas does the pain radiate,


shoot, or travel?) ________________________________________________________


______________________________________________________________________


Aggravating or relieving factors (What makes it better or worse?) __________________


______________________________________________________________________


______________________________________________________________________


Where does it hurt? (Circle areas on the illustration):

3. PERSONAL HEALTH HISTORY
Please tell us about any hospitalizations, serious illnesses, or surgeries: ____________

______________________________________________________________________


______________________________________________________________________

List your prescribed medications, over-the-counter medications, herbs, vitamins, and inhalers:

Name
of Medication



         Dosage



    Frequency Used

	
	
	

	
	
	

	
	
	

	
	
	


Please provide details of any known allergies (e.g., latex, medications, foods):

Allergen





        Reaction

	
	

	
	



Have you broken any bones?     Yes        No       If yes, please describe: _____________


_______________________________________________________________________


Do you have any change in bowel or bladder habits?      Yes
 No



Do you have headaches for hours or days?       Yes         No


Do you have night sweats?        Yes          No


Do you have dizziness (vertigo)?       Yes          No


Do you pass out easily?     Yes        No


Do you have a history of stroke in your family?      Yes
No


Does your pain ever wake you from a sound sleep?      Yes         No


Are you coughing up blood or noticing it in your stools or urine?    Yes       No


Have you lost consciousness or had double vision recently?      Yes        No


Have you recently lost weight without trying?      Yes        No


Do you have a history of prolonged steroid use?      Yes       No

Do you have a history of cancer and have you been in remission for less than 

5 years?        Yes       No

Date of your last:


Physical Exam_________    MRI, CT, or Bone Scan__________ Blood Test__________
 X-Ray___________

4. REVIEW OF SYSTEMS

Do you currently have any problems in the following areas? If YES, please provide additional information. 


	
	YES
	NO
	DETAILS

	Eyes (poor vision, eye pain, tearing, redness, etc.)
	
	
	

	General / constitutional (fever, heat stroke, weight loss, weigh gain, unusually

tired)
	
	
	

	Ear, nose, throat (hard of hearing, stuffy nose, earache, cough, dry mouth, 

etc.)
	
	
	

	Cardiovascular (high BP, racing pulse, etc.)
	
	
	

	Respiratory (congestion, wheezing, shortness of breath, etc.)
	
	
	

	Gastrointestinal (stomach upset, diarrhea, constipation, hernia, ulcers, etc.)
	
	
	

	Genital, kidney, bladder (painful urination, frequent urination, impotence, yellow jaundice, etc.)
	
	
	

	Muscles, bones, joints (joint pain, stiffness, swelling, cramps, arthritis, etc.)
	
	
	

	Skin (pimples, warts, growths, rash, etc.)
	
	
	

	Neurological (numbness, headache, seizures, paralysis, etc.)
	
	
	

	Psychiatric (anxiety, depression, insomnia)
	
	
	

	Endocrine (diabetes, hypothyroid, etc.)
	
	
	

	Blood / lymph (bleeding, cholesterolemia, anemia, problems related to blood transfusion, etc.)
	
	
	

	Allergic / immunologic (sneezing, swelling, redness, itching, hives, lupus, etc.)
	
	
	


    Women:
Are you pregnant or nursing?    Yes       No

Have you had a hysterectomy?    Yes     No


5. HEALTH HABITS


EXERCISE (Check one)

___ Sedentary (No exercise)


___ Mild Exercise (i.e., climb stairs, walk 3 blocks, golf)


___ Occasional Vigorous Exercise (i.e., work or recreation, less than 4x/week for 30 min.)


___ Regular Vigorous Exercise (i.e., work or recreation 4x/week for 30 min.)


DIET   
Are you dieting?      Yes        No


If yes, are you on a physician prescribed medical diet?      Yes       No
N/A

Number of meals you eat in an average day________


Please rate the quality of your diet:   Perfect   1    2    3    4    5    6    7    8    9   10  Terrible

CAFFEINE        None
  Coffee
   Tea
          Cola         Energy Drinks

     # Cans/Cups per day______


ALCOHOL/TOBACCO


How many alcoholic beverages do you consume:     Daily______
Weekly______

Do you use tobacco?    Yes       No        

Number of packs: ______
   OR     year you quit______


SLEEP


Does your complaint disrupt your sleep?     Yes     No

How do you rate your quality of sleep?   Perfect  1   2   3   4   5   6   7   8   9   10  Terrible

Do you use a special neck pillow?     Yes       No

STRESS


Please rate your stress management strategies. Perfect  1 2  3  4  5  6  7  8  9  10 Terrible

Please rate your daily stress level.  Perfect  1  2  3  4  5  6  7  8  9  10  Terrible

Use this space for any additional information you wish to discuss:

     
______________________________________________________________________


______________________________________________________________________


______________________________________________________________________

6. INSURANCE


Please mark any and all insurance coverage you have that is applicable in this case.



Medicare
   Blue Cross/Blue Shield
              Cigna          Auto Accident



Other
   Copy of insurance care on file     Workers Compensation

I.D. # _____________________________  Group # ___________________________


Insurance Company Name/Responsible Party_________________________________


Date of Accident (If Applicable) ____________________________________________


Attorney Info (If Applicable) _______________________________________________

          I choose to decline receipt of my clinical summary after every visit.
 (These summaries are often blank as a result of the nature and frequency of chiropractic care.)

Financial Responsibility
I have requested professional services from Dr. John McGinnis on behalf of myself and/or my dependents, and understand that by making this request, I am responsible for all charges incurred during the course of said services. I understand that all fees for said services are due and payable on the date services are rendered and agree to pay all such charges in full immediately upon presentation of the appropriate statement unless other arrangements have been made in advance.
Assignment of Insurance Benefits
I hereby assign all applicable health insurance benefits to which I and/or my dependents are entitled to Dr. John McGinnis. I certify that the health insurance information that I provided is accurate as of the date set forth below and that I am responsible for keeping it updated. I hereby authorize Dr. John McGinnis to submit claims, on my and/or my dependent’s behalf, to the benefit plan (or its administrator) listed on the current insurance card I provided in good faith. I also hereby instruct my benefit plan (or its administrator) to pay Dr. McGinnis directly for services rendered to me or my dependents. I am fully aware that having health insurance does no absolve me of my responsibility 

to ensure that my bills for professional services from Dr. McGinnis are paid in full. I also understand that I am responsible for all amounts not covered by my health insurance, including co-payments, co-insurance, and deductibles.
7. INFORMED CONSENT
If Dr. McGinnis accepts your case, he believes that the anticipated benefits far outweigh the risks. Some patients understandable wonder what complications might occur. Thus, Dr. McGinnis thinks you should be made aware of these risks before you begin treatment. For the vast majority of patients, there are few, if any, risks. Most of the risks are minimal, such as temporary spinal or joint pain. However, in some patients, more serious complications include, but are not limited to, a disc becoming larger by further rupture, paralysis of the extremity, or vascular accident. While none of these complications have ever occurred in this office, should they occur in your case, for your protection, you would be referred immediately to another physician for further treatment. This consent is designed to inform you rather than frighten you. Thus, if you have any questions, we will be happy to discuss them with you before beginning treatment. 

8. PRIVACY ACKNOWLEDGEMENT

HIPAA Compliance Acknowledgement of Receipt


We respect our legal obligation to keep health information that identifies you private. We


are obligated by law to give you notices of our privacy practice. We protect your health


information and what rights you have regarding it. If we need to disclose your health


information outside of our office, for these reasons we will ask for your written permission.


If you would like a copy of this policy, please feel free to ask for one.


I acknowledge that I have reviewed this policy and that I was offered a copy of the 


“Notice of Privacy Practices”.
I certify that the above information is correct to the best of my knowledge. I will not hold my doctor or any members of his staff responsible for an errors or omissions that I may have made in completion of this form.


_____________________________________ 

_________________________

     

   Patient Signature
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PAGE  
4/6

Sumter Neck and Back Center

One Medical Court • 764 West Liberty Street • Sumter, SC 29150 • 803-778-2446 • 803-778-7544 • www.sumterchiro.com

