Dr. Chad K. Frandsen
Wasatch Spinal Care
PATIENT REGISTRATION AND HISTORY

Instructions: Please complete this Patient Registration and History form, as well as any other accompanying documents. Each
patient may have a different combination of fill-in forms. Accuracy and completeness are appreciated.

Patient Background: Today’s Date:

Last Name First Name Mi Age

Address City State Zip

Home Ph ( ) Work Ph ( ) Cell Ph ( )

Email Address

Date of Birth: / / Who referred you?
Occupation Employer

Marital Status: S M D W  Spouse’s Name # of Children IAges

Are you experiencing any of the following? (Select all that apply)

[1 Headaches [1 Low-Back Pain [] Car Accident [ Sinus/Allergies [ Sleeping Problems

[1 Neck Pain [1 Leg/Hip Pain [] Scoliosis [] Emotional Stress 1 Work Injury

[ Shoulder Pain [1 Knee Pain ] Numbness/Tingling [] Digestive/Stomach [1 Cold/Flu

[1 Mid-Back Pain [] Stiffness 1 Low Energy [1 Dizziness [1 Pulled Muscle
What is the #1 problem that brings you in? Date Pain/Symptoms Began: / /

L . TR
Indicate areas of pain on the chart below: Was this paln/sym_ptc?m caused by an accident or injury Yes [INo
N oo If so, please describe:

umbness === Knot @
Dull Ache OO0  Burning XXX - — -
Sharp/Stabbing /// Pins, Needles + + + Date of accident/injury:  / / Is there a formal claim? 1Yes [INo
Other AAA Is a third party involved (lawyer, insurance, workman’s comp)? ['Yes [INo

Do you have a diagnosed medical condition(s)? Yes ['No
If so, please list:

Are you currently under medical care for the pain/symptoms? [ Yes [ No
If so, name of physician/practitioner:

Since the onset, the pain/symptoms have been: Better 1 Worse Same
Is this condition worse at certain times of the day/night? [ Yes 1 No
If so, please describe:

Do you have pain that shoots, radiates, or is intermittent? Yes No
If so, please describe:

What activities make it better? What activities make it worse?

. Sleeping Bending "1 Sleeping " Bending

"1 Walking "1 Reaching Walking Reaching
Please rate the severity of your pain: j‘ E;t?:]"ng - Drlvmg_ _ Rur_mlng . Drlvmg-

- g - Stretching 1 Eating | Stretching

(low) 1 234567 89 10 (high) " Other Other

Does your health interfere with? What has stopped you from

1 Sleeping "1 House chores achieving optimal health?

 Work - Exercise ___Time

| Hobbies | Relationships | ____ Money

" Eating " Driving _____Finding Answers?

| Other




Which complimentary therapies have you experienced? What are your Health Goals?
Chiropractic Care Yes No If yes, date of last visit / ____Remove pain

Nutritional Supplementation Yes No | Acupuncture Yes No | Increase Energy/Stamina
Massage Therapy Yes No | Homeopathy Yes No | ___ Restore Health/Reduce lliness
Medicinal Herbs Yes No | Other: ____Achieve Optimal Health

Patient History (Please circle Yes or No for each of the following and provide commentary as necessary)

1. Current/Past Health Habits
(check O for past use):

Patient Comment:

Practitioner’s Comment (Office Use)

orthotic?

Occupational stress? Past | Y N physical  emotional
Relationship stress? Past | Y N physical  emotional
Wear a shoe lift or 7 Past | Y N

Sleep position?

Indicate Position

_ Side  Stomach  Back

2. Top Five Health Concerns

1.

2.

3.

4.

5.

Category:

Please list any of details for the following:

Prescription Medications:

[ ] No Rx Medications

Over-the-counter Drugs

[ ] No OTC Medications

Allergies (food, airborne, chemical
etc.)
[ ] No Allergies

Vitamins, herbs, teas, homeopathy
or other natural supplements
[ ] No Supplements

Accidents and Traumas

[ ] No traumas

__Concussions/knocked unconscious

___Known head trauma

Surgeries or Medical Procedures
(last 12 months)
[ ] No Recent Surgeries

__ Gallbladder Removed

Surgeries or Medical Procedures
(> 12 months)
[ ] No Prior Surgeries

__Gallbladder Removed

Eating Preference:

| Other Restriction

1 Vegan (] Vegetarian [ Dairy-free [1 Low Carb [ Wheat-free [ Gluten-free [ Low/No Sugar
| Whatever | want

Anything else you would like Dr. Frandsen to know?

If you cannot keep a scheduled appointment, please notify our office at least 24 hours prior to the appointment. If you fail to
cancel your appointment, you will be responsible for the payment of an administrative fee of $35 for the missed appointment.
Massage fees vary depending on the length of appointment. Administrative fees are not covered by insurance.

If you arrive more than 10 minutes late for your scheduled appointment, we may need to reschedule your appointment to
accommodate other patients. You will be responsible for the payment of an administrative fee of $35 for late cancellation. Please

contact our office as soon as possible to discuss the availability of a new time slot.




I hereby certify that the statements and answers given on this form are accurate to the best of my knowledge and understand it is
my responsibility to inform this office of any changes in my health.

Signature Date: [/ /

Printed Name

Relationship to Patient [ ]~ if signing for minor




