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Patient Name: 

Date: 


CONSENT TO TREAT

A patient coming to the doctor gives the doctor permission and authority to care for the patient in accordance with appropriate tests, diagnosis, and analysis. The clinical procedures performed are usually beneficial and seldom cause any problem. In rare cases underlying physical defects, deformities, or pathologies may render the patient susceptible to injury. The doctor, of course, will not provide specific healthcare, if he is aware that such care may be contra-indicated. It is the responsibility of the patient to make it known or to learn through health care procedures, from whatever he/she is suffering from: latent pathological defects, illnesses, or deformities which would otherwise not come to the attention of the physician.

I understand it is my responsibility to fill out my case history completely and to the best of my knowledge; and to inform the doctor of any information that is not listed on my case history. I also understand that it is my responsibility to inform the doctor of any changes that may occur once I have filled out that information. I authorize Dr. Brett Mehringer, Dr. Matthew Davidson or Dr. Delia Overschmidt to treat me.

I have read and understand the foregoing.

Patient’s Signature: 

Date: 


Please inform the receptionist if the patient is under 18; a parent or guardian must sign consent to treat for the minor.

Guardian’s Signature: 

Date: 


· I authorize payment of medical benefits to this office.
· I will allow this office to treat me, with other health care providers present, and to record my medical information, including consultation and examination, for documentation purposes, if necessary.

· I give this office the right to use my name for any in-office publications.

· Authorization may be denied or retracted by notifying the office manager in writing.

· I acknowledge having the right to review and obtain a copy of the Notice of Privacy Practices of this office. (Once information is disclosed, it may not be protected by law.)

(Authorization expires in 3 years from date above)

Patient Print Name: 

Date: 


Patient’s Signature: 


Mehringer Chiropractic

Dr. Brett Mehringer

1809 Heritage Hills Center Dr.

Washington, MO 63090

Phone: (636) 239-5252

Fax: (636) 239-4499
OFFICE POLICY

Please be advised our new office policy states that all insurances which require accident details or a patient questionnaire, must be filled out and returned within 30 days of being received.

The entire balance will become the patient’s responsibility if papers are not returned within 30 days to your insurance company. When the insurance pays for your visit, we will be glad to refund your money.

Thank You,

Mehringer Chiropractic

Patient Signature: 

Date: 

CONFIDENTIAL PATIENT CASE HISTORY

Please complete this questionnaire. This confidential history will be part of your permanent records.

THANK YOU.

Name
 
Nickname
______________Birthday _________________
Address

City, State, Zip________________________ 
Sex  ( M  ( F
SS #

 Marital Status  ( M  ( D  ( S  ( W   
Spouse’s Name
___________________________

Home (____________ Work (____________Cell (
____________ Email (______________________ (Preferred
Occupation

Employer


Who referred you to us?

How else did you hear about us?


What is your major complaint?

How long have you had this condition?


Have you had this or similar conditions in the past?


Do any positions make it feel worse?____________________Do any positions make it feel better?


Is this condition:  ( Improved  ( Unchanged  ( Getting Worse

Is this condition interfering with your:  ( Work  ( Sleep  ( Daily Routine  Other


Other doctors or therapist who have treated THIS condition


What do you think caused this condition?


List surgical operations and years:

Do you have a family physician? Name


Medications (dosage and frequency) and allergies:

Have you been in an auto accident or had any other personal injury?  ( Y  ( N  

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.) ( Y  ( N  
Signature

Date


Parent/Guardian

Date


REVIEW OF SYSTEMS Check only the ones you have.
	GENERAL
	
	
	THROAT
	
	
	GASTROINTESTINAL
	

	Weakness
	( Y
	
	Trouble Swallowing
	( Y
	
	Abdominal Pain
	( Y

	Fatigue
	( Y
	
	Recurrent Infections
	(Y
	
	Irregular Bowel Habits
	( Y

	Fever
	( Y
	
	NECK
	
	
	Gas
	( Y

	Chills
	( Y
	
	Stiff Neck
	( Y
	
	Hemorrhoids
	( Y

	Night Sweats
	( Y
	
	Soreness
	( Y
	
	Food Allergies
	( Y

	Fainting
	( Y
	
	Masses
	( Y
	
	Bloody Stools
	( Y

	SKIN
	
	
	LUNGS
	
	
	Black Stools
	( Y

	Color Changes
	( Y
	
	Blood
	( Y
	
	GENITOURINARY
	

	Nail Changes
	( Y
	
	Short of Breath
	( Y
	
	Urgency
	( Y

	Hair Changes
	( Y
	
	Congestion
	( Y
	
	Incontinence
	( Y

	Moles
	( Y
	
	HEART
	
	
	Straining
	( Y

	Rashes
	( Y
	
	Murmur
	( Y
	
	Back Pain
	( Y

	Sores
	( Y
	
	Palpitations
	( Y
	
	Frequent Voiding
	( Y

	HEAD
	
	
	Rapid Heartbeat
	( Y
	
	Stones
	( Y

	Headaches
	( Y
	
	Swollen Extremities
	( Y
	
	Burning
	( Y

	Injuries
	( Y
	
	Cold Extremities
	( Y
	
	Bed Wetting
	( Y

	Bumps
	( Y
	
	Chest Pain/Pressure
	( Y
	
	Small Stream
	( Y

	EARS
	
	
	Varicose Veins
	( Y
	
	Discharge
	( Y

	Deafness
	( Y
	
	Blood Clots
	( Y
	
	Impotence
	( Y

	Ringing
	( Y
	
	Blue Extremities
	( Y
	
	Dribbling
	( Y

	Earache
	( Y
	
	BLOOD
	
	
	Cloudy Urine
	( Y

	Dizziness
	( Y
	
	Anemia
	( Y
	
	Urine Color
	

	NOSE
	
	
	Low Blood Iron
	( Y
	
	Spotting Between
	

	Discharge
	( Y
	
	Easy Bruising
	( Y
	
	Periods
	( Y

	Sinus Problems
	( Y
	
	Easy Bleeding
	( Y
	
	Menstrual Cramps
	( Y

	NEUROLOGIC
	
	
	Swollen Nodes
	( Y
	
	Discharge
	( Y

	Seizures
	( Y
	
	Painful Nodes
	( Y
	
	Itching
	( Y

	Vertigo
	( Y
	
	Sugar in Blood
	( Y
	
	Painful Intercourse
	( Y

	Dizziness
	( Y
	
	Red Spots
	( Y
	
	Irregular Periods
	( Y

	Weak Grip
	( Y
	
	PAST MEDICAL
	
	
	Hot Flashes
	( Y

	ENDOCRINE
	
	
	Stroke
	( Y
	
	Contraception Type
	

	Weight Loss/Gain
	( Y
	
	Ulcers
	( Y
	
	Age at First Period
	

	Heat Intolerance
	( Y
	
	Jaundice
	( Y
	
	Duration of Cycle
	

	Cold Intolerance
	( Y
	
	Skin Trouble
	( Y
	
	Duration of Flow
	

	Hair Changes
	( Y
	
	Gallstones
	( Y
	
	No. of Pregnancies
	

	Muscle Cramps
	( Y
	
	Rheumatic Fever
	( Y
	
	
	

	Muscle Twitching
	( Y
	
	Allergies
	( Y
	
	Last Pap Smear
	

	Joint Stiffness
	( Y
	
	Cancer
	( Y
	
	Last Vaginal Exam
	

	Joint Pain
	( Y
	
	Blood Disease
	( Y
	
	Last Mammogram
	

	PSYCHIATRIC
	
	
	Leukemia
	( Y
	
	Last Prostate Exam
	

	Depression
	( Y
	
	Epilepsy
	( Y
	
	
	

	Troubled Sleep
	( Y
	
	Paralysis
	( Y
	
	
	

	Irritable
	( Y
	
	Nervous Breakdown
	( Y
	
	
	

	Hallucinations
	( Y
	
	Migraine
	( Y
	
	
	

	Loss of Memory
	( Y
	
	Gout
	( Y
	
	
	

	Alcoholism
	( Y
	
	Hypertension
	( Y
	
	
	

	Suicidal Thoughts
	( Y
	
	STD’s
	( Y
	
	
	

	
	
	
	
	
	
	
	



           Patient Name____________________________     Date
________________________

FAMILY HISTORY
   Check any conditions which run in your family.

	Relative
	Back Pain
	Neck Pain
	Headaches
	Pinched Nerve
	Numbness

	Father
	
	
	
	
	

	Mother
	
	
	
	
	

	Sibling
	
	
	
	
	

	Children
	
	
	
	
	

	Spouse
	
	
	
	
	

	Grandparents
	
	
	
	
	


MARK THE AREAS OF YOUR SYMPTOMS ON THE FIGURE TO THE LEFT. 

Use the following symbols:

[image: image1.jpg]FAMILY HISTORY  Check any conditions which run in your family.

E I Back Pain Neck Pain Headaches Pinched Nerve Numbness
Father

Mother

Sibling

Children

Spouse

Grandparents

MARK THE AREAS OF YOUR SYMPTOMS ON THE FIGURE TO THE LEFT. Use the following symbols:
Aches ~~ Numbness 0000 Pins/Needles- = Stabbing ////

T Mark an X on the line below
i )L g How bad are your symptoms now?
’Hn None Severe
How bad have they been in the past?
None Severe

SOCIAL HISTORY Check the boxes and fill in.

Weight Recent weight change? Height
Alcohol/weekly Caffeine/daily Pain Meds/daily Type
Mental Work D Heavy D Moderate D Light Hours per day

Physical Work D Heavy D Moderate D Light Hours per day

Exercise D Heavy D Moderate D Light Hours per week Type

Smoking D current D Previous Packs/Day No. of years



Aches ^^ Numbness oooo Pins/Needles *** Stabbing ////


SOCIAL HISTORY Check the boxes and fill in.

Weight _______    Recent weight change? _________    Height _________

Alcohol/weekly
 Caffeine/daily
 Pain Meds/daily
 Type


Mental Work
O Heavy
O Moderate
O Light Hours per day

Physical Work
O Heavy
O Moderate
O Light Hours per day

Exercise
O Heavy
O Moderate
O Light Hours per week
Type


Smoking
O Never 
O Current 
O Previous         # Packs/Day_____  No. of years 
___________
Patient Name

Date

Neck, Headaches, Upper Back, Arms
This questionnaire will give your provider information about how your neck, upper back, arm pain and/or headaches affects your everyday life. Please answer every section by marking the one statement that applies to you. If two or more statements in one section apply, please mark the one statement that most closely describes your problem.
	Pain Intensity
	Personal Care

	( I have no pain at the moment.
	( I can look after myself normally without causing extra pain.

	( The pain is very mild at the moment.
	( I can look after myself normally but it causes extra pain.

	( The pain comes and goes and is moderate. 
	( It is painful to look after myself and I am slow and careful.

	( The pain is fairly severe at the moment. 
	( I need some help but I manage most of my personal care.

	( The pain is very severe at the moment. 
	( I need help every day in most aspects of self care.

	( The pain is the worst imaginable at the moment. 
	( I do not get dressed, I wash with difficulty and stay in bed.

	
	

	Sleeping
	Lifting

	( I have no trouble sleeping. 
	( I can lift heavy weights without extra pain.

	( My sleep is slightly disturbed (less than 1 hour sleepless). 
	( I can lift heavy weights but it causes extra pain.

	( My sleep is mildly disturbed (1-2 hours sleepless). 
	( Pain prevents me from lifting heavy weights off of the floor, but I can manage if they are 

	( My sleep is moderately disturbed (2-3 hours sleepless).
	conveniently positioned (e.g., on a table).

	( My sleep is greatly disturbed (3-5 hours sleepless).
	( Pain prevents me from lifting heavy weights off the floor, but I can manage light to 

	( My sleep is completely disturbed (5-7 hours sleepless).
	medium weights if they are conveniently positioned.

	
	( I can only lift very light weights.

	
	( I cannot lift or carry anything at all.

	
	

	Reading
	Driving

	( I can read as much as I want with no neck pain. 
	( I can drive my car without any neck pain.

	( I can read as much as I want with slight neck pain. 
	( I can drive my car as long as I want with slight neck pain.

	( I can read as much as I want with moderate neck pain. 
	( I can drive my car as long as I want with moderate neck pain.

	( I cannot read as much as I want because of moderate neck pain. 
	( I cannot drive my car as long as I want because of moderate neck pain.

	( I can hardly read at all because of severe neck pain. 
	( I can hardly drive at all because of severe neck pain.

	( I cannot read at all because of neck pain. 
	( I cannot drive my car at all because of neck pain.

	
	

	Concentration
	Recreation

	( I can concentrate fully when I want with no difficulty. 
	( I am able to engage in all my recreation activities without neck pain.

	( I can concentrate fully when I want with slight difficulty. 
	( I am able to engage in all my usual recreation activities with some neck pain.

	( I have a fair degree of difficulty concentrating when I want.
	( I am able to engage in most but not all my usual recreation activities because of neck 

	( I have a lot of difficulty concentrating when I want. 
	pain.

	( I have a great deal of difficulty concentrating when I want. 
	( I am only able to engage in a few of my usual recreation activities because of neck pain.

	( I cannot concentrate at all.
	( I can hardly do any recreation activities because of neck pain.

	
	( I cannot do any recreation activities at all.

	
	

	Work
	Headaches

	( I can do as much work as I want. 
	( I have no headaches at all.

	( I can only do my usual work but no more. 
	( I have slight headaches which come infrequently.

	( I can only do most of my usual work but no more. 
	( I have moderate headaches which come infrequently.

	( I cannot do my usual work. 
	( I have moderate headaches which come frequently.

	( I can hardly do any work at all. 
	( I have severe headaches which come frequently.

	( I cannot do any work at all. 
	( I have headaches almost all the time.



Patient Name

Date

Low Back, Legs, Knees, Feet
This questionnaire will give your provider information about how your lower back, leg, knee, and/or feet pain affects your everyday life. Please answer every section by marking the one statement that applies to you. If two or more statements in one section apply, please mark the one statement that most closely describes your problem.
	Pain Intensity
	Personal Care

	( The pain comes and goes and is very mild.
	( I don’t have to change my way of washing or dressing in order to avoid pain.

	( The pain is mild and does not vary much.
	( I don’t normally change my way of washing or dressing even though it causes some pain.

	( The pain comes and goes and is moderate.
	( Washing & dressing increases the pain but I manage not to change my way of doing it.

	( The pain is moderate and does not vary much.
	( Washing & dressing increases the pain & I find it necessary to change my way of doing it.

	( The pain comes and goes and is very severe.
	( Because of the pain I am unable to do some washing and dressing without help.

	( The pain is very severe and does not vary much.
	( Because of the pain I am unable to do any washing and dressing without help.

	
	

	Sleeping
	Lifting

	( I get no pain in bed.
	( I can lift heavy weights without extra pain.

	( I get pain in bed but it does not prevent me from sleeping well.
	( I can lift heavy weights but it causes extra pain.

	( Because of pain my normal sleep is reduced by less than 25%.
	( Pain prevents me from lifting heavy weights off of the floor.

	( Because of pain my normal sleep is reduced by less than 50%.
	( Pain prevents me from lifting heavy weights off the floor, but I can manage if they  are 

	( Because of pain my normal sleep is reduced by less than 75%.
	conveniently positioned (e.g., on a table).

	( Pain prevents me from sleeping at all.
	( Pain prevents me from lifting heavy weights off the floor, but I can manage light to 

	
	medium weights if they are conveniently positioned.

	
	( I can only lift very light weights.

	
	

	Sitting
	Traveling

	( I can sit in any chair as long as I like.
	( I get no pain while traveling.

	( I can only sit in my favorite chair as long as I like.
	( I get some pain while traveling but none of my usual forms of travel make it worse.

	( Pain prevents me from sitting more than 1 hour.
	( I get extra pain while traveling but it does not cause me to seek alternate forms of travel.

	( Pain prevents me from sitting more than ½ hour.
	( I get extra pain while traveling which causes me to seek alternate forms of travel.

	( Pain prevents me from sitting more than 10 minutes.
	( Pain restricts all forms of travel except that done while lying down.

	( I avoid sitting because it increases pain immediately.
	( Pain restricts all forms of travel.

	
	

	Standing
	Social Life

	( I can stand as long as I want without pain. 
	( My social life is normal and gives me no extra pain.

	( I have some pain while standing but it does not increase with time. 
	( My social life is normal but increases the degree of pain.

	( I cannot stand for longer than 1 hour without increasing pain.
	( Pain has no significant affect on my social life apart from limiting my more energetic 

	( I cannot stand for longer than ½ hour without increasing pain. 
	interests (e.g., dancing, etc).

	( I cannot stand for longer than 10 minutes without increasing pain. 
	( Pain has restricted my social life and I do not go out very often. 

	( I avoid standing because it increases pain immediately.
	( Pain has restricted my social life to my home.

	
	( I have hardly any social life because of the pain.

	
	

	Walking
	Changing degree of pain

	( I have no pain while walking. 
	( My pain is rapidly getting better.

	( I have some pain while walking but it doesn’t increase with distance. 
	( My pain fluctuates but overall is definitely getting better.

	( I cannot walk more than 1 mile without increasing pain. 
	( My pain seems to be getting better but improvement is slow.

	( I cannot walk more than ½ mile without increasing pain. 
	( My pain is neither getting better or worse.

	( I cannot walk more than ¼ mile without increasing pain. 
	( My pain is gradually worsening.

	( I cannot walk at all without increasing pain. 
	( My pain is rapidly worsening.



Mark an X on the line below





How bad are your symptoms now?





None	Severe











How bad have they been in the past?





None	Severe




















