
 

______________________________________________________  _______________________ 
Signature of Patient, Parent or Guardian                                                             Date 

 

___________________________________________________________________________                      ________________________________ 
Printed Name                                                                                     Relationship 

  

Confidential Patient Information 

Name: _________________________________________________________  DOB: __________________         

 Last                                      First            M.I.  

 

Address: _________________________________________________________   Apt/Lot #: _____________ 

 

City: _________________________   State: ___________     Zip: _________________________ 

 

Home Phone: ( ) _______________________     Cell Phone: (      ) __________________________       

 

E-mail: _________________________________________  SSN: _______________________________ 

 

Primary Language:   □ English    □ Spanish    □ Other: _________________       Sex: □ M □ F 

 

Race:    □ American Indian or Alaska Native  □ Asian □ Black or African American  

   □ Native Hawaiian or Pacific Islander □ White □ Decline to Answer    

Ethnicity:  □ Not Hispanic or Latino      □ Hispanic or Latino  □ Decline to Answer   

Marital Status:    □ Married      □ Single      □ Divorced       □ Widowed □ Domestic Partnership 

 

Occupation: ________________________________ Employer: _________________________________ 
 

Work Phone: (  ) _______________________ Is this a work-related accident:     □ Yes □ No 

 

Is this an auto-related accident:     □ Yes □ No  If so, name of Auto Insurance: _________________ 

 

In case of emergency, please contact: ___________________________________________________________ 

 

Phone: ( ) _________________________________  Relationship: ________________________ 

 

Do you authorize the above named person to have access to your medical records?     □ Yes □ No 

 

 

 
 
 

 

 

 

 

 

 

 

 

 

 

W. Patrick Danzey, D.C.P.A. • David A. Boersma, D.C.P.A. • David J. Marinock, D.C. 

Avon Park Chiropractic Clinic 

1590 US 27 North • Avon Park, FL  33825 

Phone: (863) 453-5777 • Fax: (863) 453-9737 

www.avonparkchiro.com • info@avonparkchiro.com 

 

 

 

  

 

 

 

Insurance Information 

Name of Provider: _____________________________________  Plan Name:  __________________________ 

Member ID: __________________________________________  Group #: _____________________________ 

 How did you hear about us? □ News Paper □ Internet      □ Phone Book     □ Other: ________________________ 

□ Physician Referral : Name of Doctor _______________________________________ 

□ Family/Friend Referral: Name ____________________________________________ 

http://www.avonparkchiro.com/
mailto:info@avonparkchiro.com


 

______________________________________________________  _______________________ 
Signature of Patient, Parent or Guardian                                                             Date 

 

___________________________________________________________________________                      ________________________________ 
Printed Name                                                                                     Relationship 

  

Confidential Patient Information 

 

 
 

 

 

 

 

 

 

 

 

 

W. Patrick Danzey, D.C.P.A. • David A. Boersma, D.C.P.A. • David J. Marinock, D.C. 

Avon Park Chiropractic Clinic 

1590 US 27 North • Avon Park, FL  33825 

Phone: (863) 453-5777 • Fax: (863) 453-9737 

www.avonparkchiro.com • info@avonparkchiro.com 

 

 

 

Name: _____________________________________ 
 
Reason for today’s visit: 
______________________________________________________________________________________ 
Please describe how and when problem began:  
______________________________________________________________________________________ 
Rate your pain with the following scale: (circle one) 

None         1         2         3         4         5         6         7         8         9         10        Intense 
 

 Medical History 

Primary Physician: __________________________ 
 
May we send a report to your primary physician?   
 □ Yes   □ No 
 

Date of last physical exam: ____________________ 
 
Major Surgeries/Operations: 
□ Appendix   □ Heart  
□ Back    □ Hernia 
□ C-Section   □ Leg 
□ Gall Bladder   □ Neck 
□ Other: __________________________________ 
 
Current Medications: ___________________________ 
 
Allergies: _____________________________________ 
 
Have you suffered from any of the following: 
 

□ Anxiety   □ Heart Trouble 
□ Arthritis   □ High Blood Pressure 
□ Asthma   □ Liver Disorder 
□ Backaches   □ Neuritis 
□ Cancer   □ Numbness 
□ Diabetes   □ Rheumatic Fever 
□ Digestive Disorders  □ Sinus Problems 
□ Dizziness   □ Tuberculosis 
□ Headache     
□ Other: ________________ 
 
Do you have a Pacemaker/Defibrillator? 
□ Yes  □ No 
 

Pain Diagram 

Please complete the following “Pain Diagram” 

using the following letters to indicate your areas 

of pain. 

   P Pain 

   T Tingling 

   N Numbness 

   B Burning 

   S Stiffness 
 

 

Women Only 

Are you pregnant? □Yes □No 

If so, how many months? ________ 

Date of last menstrual period: _______________ 

Right Left        Left Right 

http://www.avonparkchiro.com/
mailto:info@avonparkchiro.com

