SAXON

New Client Information Form

Please Print Clearly Todayis Date

Please give front desk your insurance card if you would like us to check for eligibility.

PERSONAL INFORMATION

First Name: Middle Initial: ____ Last Name:

Mr., Mrs., Ms., Dr., Etc.: Called (Nick) Name:

Address:

City: State:

Home Phone: Work Phone: Ext:
Cell Phone: Best Number to call for appointment Reminders:

E-mail (for patient communication, newsletters, efc.):

Birth date: Age: Sex: CIMale CIremale Height: Weight:
Occupation: Employer:

If patient is a minor, parent / guardian name(s).

Emergency Contact Name: Phone:

Referred By (how did you hear about us?):

FINANCIAL INFORMATION
Person responsible for payment: Osett Clother If other: Name:

Method of Payment: Ccash Odcheck [T visa / MasterCard / Discover / American Express
HEALTH HISTORY

List any major illnesses or injuries with approximate dates:

lliness or Injury Description Aprox. Date Complications or Comments

Full Recovery?

Office Use Only
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List any surgery or operations with approximate dates:

Surgery Description Aprox. Date Complications or Comments

Full Recovery?

Office Use Only

PRESENT COMPLAINTS
List the main health complaints you have in order of their importance to you:

1. Description of your MAIN or WORST health problem:

First began how long ago? How often does this bother you?

What treatments have you tried?

Anything that makes it better?
Anything that makes it worse?

Has this problem been getting better, worse or staying the same?

Office Use Only

2. Description of your SECOND WORST health problem:

First began how long ago? How often does this bother you?

What treatments have you tried?

Anything that makes it better?
Anything that makes it worse?

Has this problem been getting better, worse or staying the same?

Office Use Only

Please Continue On Next Page (404) 603-8812
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3. Description of your THIRD WORST health problem:

First began how long ago? How often does this bother you?

What treatments have you tried?

Anything that makes it better?
Anything that makes it worse?

Has this problem been getting better, worse or staying the same?

Office Use Only

4, Description of your FOURTH WORST health problem:

First began how long ago? How often does this bother you?

What treatments have you tried?

Anything that makes it better?
Anything that makes it worse?

Has this problem been getting better, worse or staying the same?

Office Use Only

5. Description of your FIFTH WORST health problem:

First began how long ago? How often does this bother you?

What treatments have you tried?

Anything that makes it better?
Anything that makes it worse?

Has this problem been getting better, worse or staying the same?

Office Use Only

Please Continue On Next Page (404) 603-8812
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6. Please write down any other complaints or problems that you haven't listed yet:

Office Use Only

COMMON COMPLAINTS SURVEY: PLEASE FILL OUT COMPLETELY!

Please check all boxes below that apply in your case. If you check the box, please include details of the problem on the blank line. If you have
already listed the problem above as one of your main symptoms, just write “see above” on the line.

[OHeadaches?:

OFatigue / Low Energy?:

CINeck stiffness or pain?: CIShoulder pain?:

[CIBack stiffness or pain?:

CIOther Pain anywhere in body?:

OTrouble getting to sleep?: COINot rested in mornings?:

OWake in the night and have trouble getting back to sleep?:

Olrritability, mood swings?:

[ODigestive gas?: OBloating?: OHeartburn?:

OReflux?: CIDiarrhea?: CIConstipation?:

OAllergies / Sinus Problems?:

Office Use Only
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DRUGS, MEDICATIONS, SUPPLEMENTS
Current medications / drugs being taken, including “over the counter” medications: (use a separate sheet if needed):

Drug Name Taken for What Symptom or Taken How Often? | Aprox. Start Date | Are you experiencing any
Condition? (or years ago) Side Effects?
ANTIBIOTICS: # antibiotic runs past year: Avg. # runs per year for past 5 years: Past antibiotics?
Office Use Only

Please list any dietary supplements that you take regularly:

Supplement Name or Description Taken For: Started How Long Ago?  Results or Effects you’ve noticed?

To your knowledge, have you ever had long-term exposure to chemicals, pesticides, herbicides, radiation, solvents or heavy metals? CINo CdYes

If yes, explain:

Do you have, or have you ever had, “silver” fillings in your teeth? CONo COYes Root canal(s)? CINo OYes

Have you had tooth extractions? CINo OYes Are you currently having any trouble with your teeth? OONo OYes If YES, please explain:

Please Continue On Next Page (404) 603-8812
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WOMEN ONLY: MENSTRUAL HISTORY
Date Of Last Menstrual Period: Age at first onset:

Are your periods regular? CINo OYes If not, explain:

Do you experience cramping? ONo OSlight OModerate CISevere Do you have any PMS symptoms? CNo CYes
If so, what?  OBloating CICravings [IBack pain Olrritable CIMoody [COther:

Are you currently pregnant? CNo OYes
Birth Control Pill Information: Have you ever used Hormonal-type Birth Control? (Pills, Patch, Injection, Implant, Hormone IUD)  ONo OYes
Are you currently on Hormonal-type Birth Control? CONo CIYes  Total years on Hormonal-type Birth Control? . Stopped years ago.

I was originally on Birth Control Pills for: OBirth Control CIPMS / Irregular Cycle / Other problem (Fibroids, Endometriosis, etc.).

Office Use Only

FAMILY HISTORY
Marital Status: OS OM OW Name of spouse: Number of Children, if any:

Describe health of spouse:

Name of Child Age Sex Any physical conditions or concerns?

M/F

M/F

M/F

M/F

Any family history of serious illnesses? ClCancer CDiabetes ClHeart CIOther:

Any household pets or other animals you or family members are in close contact with:

Do pets have health conditions of any kind?

DOCTOR OR PHYSICIAN
Are you currently under the care of a physician or other health care professionals? CINo CYes

If Yes, Doctor's name: Specialty: Date of last visit:
GENERAL HEALTH QUESTIONS
What is your present weight? What is your ideal weight? Are you currently: CJGaining Weight OLosing Weight

What time(s) of day are you most tired?

Do you get: OlDepression CIWorry OLack of concentration COMemory Problems ClAnxiety CIAnxiety or Panic Attacks CIOther, or more
Information on any of these:

Number of bowel movements: OMore than 1/day 01 /day OEvery 2days [O3 /week O2 /week [O1 /week OOther:

List any allergies or foods / substances you are sensitive to:

STRESS or MAJOR LIFE CHANGES: (example: divorce, losses, trauma, major problems in life, etc.):

Please Continue On Next Page (404) 603-8812






