ALIGN HEALTH

NEW PATIENT APPLICATION FORM

i ; TODAY'S DATE: DATE OF BIRTH:
Dr. Richard P. Tellier (978)474-0836
NAME: [0 MALE | HEIGHT: WEIGHT: [] marrED [] siNGLE [ wiooweo
|:| FEMALE [] bworcep |:| SEPARATED
ADDRESS: CITY:
STATE: ZIP: HOME PHONE: CELL:

SOCIAL SECURITY #:

EMAIL ADDRESS:

EMPLOYER’S NAME:

BUSINESS ADDRESS:

BUSINESS PHONE:

TYPE OF WORK:

SPOUSE’S NAME:

SPOUSE’S OCCUPATION:

AGES OF CHILDREN:

HOW DID YOU
HEAR ABOUT US?

CJFAMILY [JFRIEND [JWEB SITE [JYELLOW PAGES [(JNEWSPAPER

CJOTHER:

EMERGENCY
CONTACT:

PHONE #:

ON A SCALE OF 0-10 (10 BEING THE WORST) RATE YOUR DISCOMFORT:

ADDRESS: RELATIONSHIP :
INCLUDING YOUR SELF WHO IS y
RESPONSIBLE FOR YOUR BILL? CJWORKER'S COMP  []MEDICARE [JAUTO INSURANCE  [[] MEDICAL INSURANCE
W | INSURANCE CARRIER: HEALTH ID CARD #:
Z
§ INSURED PERSON'S GROUP #:
G | NAME:
@ | INSURED PERSON'S PRIMARY CARE PHYSICIAN:
Z | DATE OF BIRTH:
INSURED PERSON’S
ADDRESS:
CURRENT HEALTH PROFILE
5 Z HEALTH PROBLEM: (WHY ARE YOU HERE TODAY?)
ey N ] NECK PAIN CImip-BACK PAIN [ LOw-BACK PAIN
y g L] HEADACHES L] ASTHMA L1 HIP PAIN
[l ear INFECTIONS ] ALLERGIES [ consTIPATION
O abp ] HEART BURN ] DIGESTIVE PROBLEMS
[JcarRPAL TUNNEL [ ACID REFLUX [ scoLiosis
[J oTHER:
Please circle
areas of
discomfort.
I New
CONDITION: DATE OF INJURY:
[ ] RECURRING
MECHANISM [ AuTo I FALL ] ovER EXERTION [ uNKNOWN [ sPORTS INJURY [
OF ONSET: OTHER
: Owork O uFTING ] REPETITIVE MOTION O sLepTwRONG [ NO INJURY
SYMPTOMS: [ pAIN ] sTIFFNESS
I NnumBNEss [ WEAKNESS
QUALITY: ] BURNING OouiacHe [ sHARP [JstaBBING O TiGHTNESS [ RADIATING
O oiFFuse [ LocaLizep [ sHooTING [J THROBBING O TiNGLING O oTHER
INTENSITY:

0123456789 10




CURRENT HEALTH PROFILE (CON’'T

WHAT MAKES YOUR JAactivity cowp [massace [otc
CONDITION BETTER? [JgenDING [ HEAT [ MovEMENT [1RX M

MEDS [REST Ositting O twisting

] NOTHING HELPS
Eps [ sTrReTcHING [ sTANDING L] WALKING

WHAT MAKES YOUR L[1sNEezing [IBenpiNg [Iputting [ STRETCHING [IsITTING [] STRAINING AT STOOL
CONDITION WORSE? [JcougHING [lurtine  twisting [l wALKING ] sTaNDING ] NOTHING
) INTERMITTENT OCCASIONAL FREQUENT CONSTANT
FREQUENCY OF PROBLEM: ] 0-25% O 2% - 50% O 50 - 75% O 75 - 100%

TIMING WORSE IN THE: [IJMORNING [ AFTERNOON []

PLEASE MARK LOCATION OF HEADACHE(S)

HEADACHES

NIGHT [JW/ACTIVITY [ CONSTANT

WHEN DOES YOUR HEAD- [ ]MORNING [_] AFTERNOON [_] NIGHT
ACHE USUALLY START?

WHAT SEEMS TO [ ] acTiviTy [] ALCOHOL
BRING ON YOUR

[] Foops

HEADAGHES? [Jstress  [] cAFFEINE ] MENSTRUAL PERIOD
QUALITY OF Ooue O THRoBBING [ AURA
HEADACHES: [(OsHARP [IsTtaBBiNG [1NO AURA

Qver Sinuses

MPLOYMENT

HOW OFTEN DO THEY OCCUR?
TIMES/WEEK: 01234567389 10
TIMES/MONTH: 01234567289 10

OCCUPATION: WORK (HRS/DAY):
JOB LIFTING OCCASIONAL FREQUENT CONSTANT
CLASSIFICATION: 18N [] iGHT [[] mopERATE [] HEAVY LIFTING FREQUENCY: 0 0- 32% L 33 - 65% L] 56 - 100%
[Ismrine [dwaking [ pusHiNG []kNEELING  [] TWISTING
WORK ACTIVITY POSTURES: (HRS/DAY):
[Istanoing [dcumeing [Jputing [1REACHING  [] BENDING
[Jcomputer  [] MACHINERY [] AssemBLY
REPETITIVE ACTIVITIES (HRS/DAY):
1 PHONE [1 HaND TOOLS [] crAsPING
HOW DOES THIS CONDITION [ miLD PAINFUL (cANDO)  [[] SEVERE (UNABLE TO PERFORM)
EFFECT JOB PERFORMANCE? ] MODERATE PAIN (LIMITED) [_] OTHER (EXPLAIN):
THIS CONDITION PREVENTS ME FROM PERFORMING THESE ACTIVITIES
ACTIVITY NO MILD | MODERATE | SEVERE ACTIVITY NO MILD |MODERATE| SEVERE
(place a checkincolumn) [ EFFECT ~ |(CAN DO)| (LIMITED) (UN/-\BrI\-EE TO (place a check in column applicable) | EFFECT
Bending o Reading (concentration)
Carrying Groceries Running
Change Positions Self Care—Dressing
LI | Child Care Self Care—Bathing
I'_I' Climb Stairs Sexual Activities
-l
= | Computer Use Sleep
O | Daily Pet Care Static Sitting
= | Driving Static Standing
(&) ——
< | Exercise Swimming
Q| Golf Walking
E Household Weight Lifting
Lifting Yard Work
THIS CONDITION IS AFFECTING MY: [ yos [ FiNancEs
] MARRIAGE [ oTHER (EXPLAIN):
HELPING THIS CONDITION WOULD ] o N . n . O .
INCREASE MY QUALITY OF LIFE BY: 0-25% 25-50% 50-75% 75-100%

People see chiropractors for a variety of reasons. Some go for relief of pain, some to correct the cause,
and others to prevent future ailments. Your doctor will weigh your needs and desires when recommend-

ing your health program. Please check the type of care desired so that we may be guided by your wishes.

M Relief M Correction of the cause

B Prevention

H Let the Doctor choose for me




Below is a list of diseases that may seem unrelated to the purpose of your appointment.
However, these questions must be answered carefully as the problems can affect your overall course of care.

REVIEW OF SYMPTOMS—PIlease fill out all of the sections, even if “DENY”.

CONSTITUTIONAL [ cHiLLs ] WEIGHT GAN ] WEIGHT LOSS [ rever
| DENY ANY
(] consmituTionaL issues) L1 NIGHT sweaTs ] DAYTIME DROWSINESS [ FATIGUE
EYE/VISION [Jeunoness [] EvEPAIN L] TEARING [ FiELD cuTs [] caTarRAcTs [] CHANGE IN VisioN [] WEAR GLASSES
I DENY ANY EYE/VISION (VISUAL FIELD
ISSUE(S) [CpousLe vision [] PHoTOPHOBIA [] BLURRED VISION DEFECT) [ cLaucoma [ ITCHING [[] CONTACT LENSES
OsLeeping [ FAINTING [J NASAL CONGESTION [] EAR DRAINAGE [_] POST NASAL DRIP [J HoARSENESS
EARS, NOSE & THROAT
| DENY ANY [ biscHARGE [] HeADACHEs LI SINUs INFECTIONS  [[] EAR INFECTIONS [] DIFFICULTY SWALLOWING [_] RHINORRHEA (rusny nose)
E/NT ISSUEES) [Joizzness [ Loss oF smeL. LI DENTALIMPLANTS [ HEARING Loss [ EAR PAIN [ siNus INFECTION
[1sNORING  [] SORE THROATS (FREQUENT) [ TINNITUS (RINGING IN EARS) [ TMJ PROBLEMS
R A (0 AsTHMA [[] COUGHING 7] SPUTUM (JcougH []SHORTNESS [ WHEEZING
RESPIRATORY ISSUE(S) UP BLOOD PRODUCTION OF BREATH
[] anGINA (CHEST PAIN OR DISCOMFORT) D HEART MURMUR [[] PALPITATIONS (RREGULAR OR FORCEFUL [] SWELLING OF LEGS
CARDIOVASCULAR D BEATING OF THE HEART)
I DENY ANY [ cHEST PAN O O'jRETﬁFgPZFégBLEMS ] uLcers
CARDIOVASCULAR ISSUE(S) PAROXYMSAL NOCTURNAL DYSPNEA
[] CLAUDICATION (LEG PAIN OR ACHINESS ' (pFFICULTY BREATH- O P AROXYMSAL NOCTURNAL DYSPNE ] VARICOSE VEINS
ING WHILE LAYING DOWN)
5A|SDT§\1?(INESTINAL (] AsDOMINAL PAIN  [] DIARRHEA [ NDIGESTION [] ABNORMAL STOOL CALIBER ] voMITING
GASTROINTESTINAL [ ] BELCHING (] DIFFICULTY SWALLOWING [_] JAUNDICE (verLowing oF [] ABNORMAL STOOL COLOR BLOOD
ISSUE(S)
[] BLACK, TARRY [] HEARTBURN [ NAUSEA [] ABNORMAL STOOL CONSISTENCY
] cONSTIPATION ] HEMORRHOIDS ] RECTAL BLEEDING ] vomiting
ML \vrEmaLe L] BIRTHCONTROLTHERAPY [ crAMPS [] RREGULAR MENSTRUATION
L ssues) ] BREAST LUMP/PAIN [] FREQUENT URINATION ~ [_] URINE RETENTION [ VAGINAL DISCHARGE
] BURNING URINATION [] HORMONE THERAPY [] VAGINAL BLEEDING
MALE
ey AN ] BURNING URINATION I g$g(F:$LIIET|0N [] FREQUENT URINATION [ HESITANGY/DRIBBLING
®) ] PROSTATE PROBLEMS [] URINE RETENTION
ENP[%?\,'ETN% ] coLD INTOLERANCE [_] EXCESSIVE APPETITE [] EXCESSIVE THRST [ ] GOITER ] HEAT INTOLERANCE [] VOICE CHANGES
ENDOCRINE ISSUE(S) 7] pIABETES ] EXCESSIVE HUNGER [] FREQUENT URINATION [] HAIR LOSS [] UNUSUAL HAIR GROWTH
KIN
S | DENY ANY [] cHANGES IN NAIL TEXTURE [] HAIR GROWTH [] HIVES f’,fﬁﬁg,l:ggf’* [ rasH [] SKIN LESIONS/ULCERS
SKIN ISSUE(S) [J crancesnskincoor [HaRLoss  [JimcHing  TRGingy o LI HISTORY oF sk pisoroers [] varicosiTIES
NEF&%?SANSJSTEM D DIZZINESS |:| HEADACHES |:| LOSS OF CONSCIOUSNESS |:| NUMBNESS |:| SLEEP DISTURBANCE |:| STROKES D UNSTEADINESS
NERVOUS SYSTEM  [TraciaL weakness [] Lme weakness [[] LOSS OF MEMORY [Jsezures [ stress ] Tremors OF GAIT
PSYCHOLOGICAL [ ] ANHEDONIA (LACK OF [] ANXIETY [J BeHAvIORAL cHANGE(S)[ ] conFusion  [] pepRessioN [ MEMORY LOSS
| DENY ANY JOY) D
PSYCHOLOGICAL ISSUE APPETITE CHANGES [] BIPOLAR DISORDER ] convuLsions []insomnia ] MOOD CHANGE(S)
ANAPHYLAXIS
ALLERGY v L1 rusTory oF FOOD drrenine [ sNEEzZING [] NASAL CONGESTION
ALLERGY ISSUE(S) SNEEZING) INTOLERANCE
HEMATOLOSY [ aNEMIA [ BLooD cLOTTING ] BRUISES EASILY n
AN ISSUE(S LYMPH NODE SWELLING
HEMATOLOGY ISSUE(S ] | EEDING [ BLooD TRANSFUSION [ FATIGUE
PAST HEALTH HISTORY—PIlease fill out carefully as these problems can affect your overall course of care.
[] abD [Oeepwertne [ DIABETES [ Foop ALLERGIES [] MEASLES [] seizuRE DISORDER
O CHILDHOOD ILLNESS  [J ALLersies [ cEREBRAL [] eAR INFECTIONS [] HEADACHES [ 1 MumpPs [ sICKLE CELL ANEMIA
ILLNESS(ES) [dastima  [cHickenpox  [JrFetaLbruc [ HEPATITIS [ 1 rASH [] spiNa BIFIDA
[Oeczema  [pepressioN  []EXPOSURE v [IscoLiosis  []oTHER
] ALzHEIMER'S cva ] FIBROMYALGIA [ Lupus (piscoip) [] sEizURE DISORDER
[ ] ANEMIA [] cysTic KIDNEY DISEASE  [_] HEART DISEASE ] LuPUS (SYSTEMIC) [] sHINGLES
ADULT ILLNESS L] ARTHRITIS [] pePrESSION L] HEPATITIS [] MULTIPLE SCLEROSIS [] sTD'S (UNSPECIFIED)
[] 1DENY ANY ADULT  [] ASTHMA [] biaBETES O Hiv ] PARKINSON'S DIS- [] suiciDE ATTEMPT(S)
ILLNESS(ES
€9 ] cANCER [J biABETES (NON ] HYPERTENSION ] PLEURISY [] THYROID PROBLEMS
] CHICKEN POX [] EAR INFECTIONS ] INFLUENZA PNEUMONIA ] PNEUMONIA [ verTico
] croHN's/ coLimis [ EMPHYSEMA ] LIVER DISEASE ] PSYCHIATRIC PROBLEMS ] PAST HISTORY OF
SIMILAR SYMPTOMS TO
[ cres (RsD) [[] EYE PROBLEMS [ LUNG DISEASE [ scotiosis YOUR GURRENT

CONDITION




PAST HEALTH HISTORY (CON’T)

D ANGIOPLASTY D COSMETIC D HEMORRHOIDECTOMY D LAMINECTOMY D TONSILLECTOMY
SURGERIES: [] AppENDECTOMY [] pENTAL SURGERY ] HerNiA REPAIR [] masteCTOMY [] oTHER (PLEASE BE SPECIFIC)
| DENY ANY
SURGERY (IES) [] c-secTion [Joac [] HysTERECTOMY [[] PACEMAKER INSERTION
[C] CARDIAC CATHETERIZATION [ ] CORONARY ARTERY BYPASS  [_] JOINT RECONSTRUCTION [] roTATOR CUFF
D CARPAL TUNNEL REPAIR D GALL BLADDER D JOINT REPLACEMENT D SPINAL FUSION
OB/GYN: ] 1 HAVE NEVER BEEN PREGNANT MENSTRUAL HISTORY: M \1y MENSES IS REGULAR
[ 'ofé'/ngNAg;UE(s)_ [] 1 HAVE BEEN PREGNANT IN THE PAST ] MY MENSES IS IRREGULAR
" [ 1 AM CURRENTLY PREGNANT AGEOFONSET_ [] 1 AM CURRENTLY IN MENOPAUSE DATE OF LASTMENSES __ /__ /
INJURIES: [JBack INNURY  []FRACTURE  [] INDUSTRIAL ACCIDENT [ ] MOTOR VEHICLE ACCIDENT
| DENY ANY [] BROKEN BONES [] DISABILITY — [] JOINT INJURY ] MILD/MODERATE SOFT TISSUE INJURY
INJURY (IES): [JseverReFALL [ ] HEAD INJURY [] SEVERE LACERATION [ ] SEVERE SOFT TISSUE INJURY
'M'?"gg,LZYAZ:\%NS: [] oTaP (oIPHTHERIA, [ ] FLU [] HepaTmIs © [ mmR (EASLES, MUMPS, RUBELLA) [ SMALL POX [ wrooriNG couH
TETANUS & PERTUSSIS
IMMUNIZATION(S) PERTUSSIS [Jrepatmsa [ INFLUENZA [] pnEUMOCOCCAL s ¢ )
D HEPATITIS B D IPV (POLIO) D PPD (MANTOUX TEST -TB) D VARIVAX (CHICKEN POX)
NON-DRUG
ALLERGIES: ] ANIMALS Loary [Jeces []FoobcoLorNG [ ]MoLD

| DENY ANY NON-
DRUG ALLERGIES LIsHELLFisH  [JwHear []Bees []POLLEN

PREVIOUS TREATMENT

YES IF YES, WHO? (NAME
PREVIOUS CHIROPRACTIC CARE ? I:l s S o7 )

CIno
HAVE YOU SEEN OTHER DOCTORS L] YES IF YES, WHO? (NAME) | LOCATION OF TYPE OF
FOR THIS CONDITION? Cno OFFICE: TREATMENT:

WERE YOU SATISFIED WITH THE I:l YES EXPLAIN:
RESULTS OF YOUR TREATMENT? I:‘ NO

ARE YOU CURRENTLY TAKING ANY D YES IF YES, PLEASE MARK D ALLERGY MEDICATION D BLOOD PRESSURE MEDS. D MUSCLE RELAXERS D PAIN KILLERS
PRESCRIPTION MEDICATIONS? [JNO ORLIST (BE SPECIFIC) [_] ANTLDEPRESSANTS ] INSULIN [J NErvE PILLS ] oTHER:

DO YOU WEAR ANY OF ] HEAL LIFTS [[] ARGH SUPPORTS | PLEASE LIST ANY OTHER CONDITIONS YOU FEEL WE SHOULD KNOW ABOUT—EVEN IF UNRELATED:
THE FOLLOWING? [] NNErsoLEs  [] oRTHOTICS
SOCIAL
ALcOHoLI I Never [Jweekey [] sociaL []seEr [] WINEO.ZS #GLASSES |DIET [ HieH FaT [ HicH PROTEIN [[] Low caLoRiE [[] Low FIBER [] Low
Ooay [ monTHLY 83[‘3 UMPTION| ] Liquor #A@ETK A%;—LY O nier Fieer ] Hicisact  [Jrowcars [ Low sat SUGAR
DRUGS: [] pENY ALL ILLEGAL DRUG USE [_] HAVE NOT USED DRUGS SINCE TOBACCO: 7] peny Tosaccouse [ ] auit #Per: [] pay [] montH | [] # cHEw
[Joenvuse oF vbrugs [ HAVE USEDDRUGSFOR [ Live wia smMokeR SMOKING — Owesx

FAMILY HISTORY

NAME RELATION PAST & PRESENT HEALTH PROBLEMS

Over 70% of our patients allow us to examine their family members for FREE
within 2 weeks of starting care. Would you like to take advantage of this?

L] Yes [1 No thank you

PLEASE READ CAREFULLY AND SIGN BELOW

l understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself. Furthermore, | understand that
Align Health will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any amount authorized to be paid
directly to Align Health will be credited to my account upon receipt. However, | clearly understand and agree that all services rendered me are charged directly to
me and that | am personally responsible for payment. | also clearly understand that if I do not follow Align Health’s specific recommendations, that | will not receive
full benefit from these programs, and that if | terminate my care prematurely, all fees inquired will be due and payable at that time. | hereby authorize Dr. Tellier to
treat my condition as he deems appropriate through the use of Chiropractic Health Care, and | give authority for these procedures to be performed. | also agree
that | am responsible for all bills incurred at this office. | acknowledge that | have received the Chiropractic Clinics Notice of Privacy Practices for protected health
information.

GUARDIAN OR SPOUSE’S SIGNATURE OF AUTHORIZING CARE: DATE:
(SIGNATURE INDICATES CONSENT TO TREAT)

PATIENT (PRINT NAME): PATIENT SIGNATURE DATE:






