Dr. Mara S. Tabares
“Gentle, Intuitive, Effective Chiropractic”

WELCOME TO OUR OFFICE!
(Please Print)








Date_____________
Name___________________________________SS#______________________________

Address_______________________________City_____________State______Zip________

Home Phone#_______________ Cell phone #_________________Work Phone#____________

Email Address_____________________________________

Birthdate __________ Age________ Height _______ Weight _______ 
Marital status – M S D W   No. of children_________ Spouse’s name or parent _________________
Your occupation__________________________ Employed by__________________________

Who may we thank for referring you to our office ?______________________________________
Have you ever had Chiropractic care before ?_______If so, when___________________________

List your chief complaints in order of severity: 
1._________________________________________ for how long?____________________

2._________________________________________ for how long?____________________

3._________________________________________ for how long?____________________

Is this condition interfering with your work __ sleep __ daily routine __ sports/exercise __other ____
What aggravates your condition ?_________________________________________________

List other doctors consulted for these conditions:

1.______________________when_______________ Diagnosis_______________________

2.______________________when_______________ Diagnosis_______________________ 

Is this injury or illness work-related? _________Have you reported it to your employer ? _________

Is this injury or illness related to a motor vehicle accident?_____________(If yes, name of: )
Auto Insurance Company:__________________Policy#____________Claim #_____________

Name of person responsible for payment____________________________________________

Method of payment you plan to use to take care of today’s charges: Cash___ Check ___Credit/Debit___
If using Insurance: Health Insurance Co._________________ ID#_________Policy #__________
Medicare #_________________________                        
Please complete other side of this page 

Check  the following conditions you may have had or have now:
    Please mark areas of pain in diagram:

Allergies__
                    Anemia __                        Anxiety __                              Arthritis __                  
Asthma__                              Cancer__
                    Constipation__                     Depression__          
Diabetes__                            Diarrhea__                        Dizziness__                           Eczema__                             

Fatigue__                              Frequent urination__      Headache __                         Heart attack__            
Heartburn__                        Heart disease__                High blood pressure__       Infertility__               
Irregular periods__             Loss of balance__             Loss of memory __              Low Back Pain__     

Low blood sugar__              Menstrual Cramps__       Migraines__
           Miscarriage__
          
Multiple sclerosis__            Neck pain__                       Nervousness__                    Numbness in arms__     
Numbness in legs __           Pain btwn shoulders__    Pregnant now__                  Ringing in ears__

Shortness of breath__
     Sinus problems__             Sleeping problems__         Spinal curvature__            
Stroke__                                Swollen joints__   
       Thyroid problems __          Weight change__


Are your symptoms getting worse___ getting better___ staying the same ___
Have you had x-rays taken ?  When ?_____ Where?______ Which area of the body?____________
Do you exercise ?____What type of exercise do you do now and did you do in the past?___________________________________________________________________
Do you have any allergies ? (please list)_____________________________________________

Do you have any  food sensitivities? (please list)________________________________________

Do you eat/ingest any sugar substitutes? (ex. Aspartame/nutrasweet/splenda/saccharine)___________

Consent to treat a minor child: I hereby authorize this office to administer chiropractic as deemed necessary for my child.
Signature_______________________________(Parent/Legal Guardian) Date:____________

Financial/Insurance Policy: I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself.  
I understand that I am financially responsible for all charges not covered by my insurance, including those resulting from my failure to obtain necessary referral and/or other authorizations from my primary care and/or referring physician when required.

Signature______________________________________________ Date:______________

