Dr. Douglas Wolfe

Dr. Rodney Davis

3473 Main Ave. #15

Durango, CO 81301

Date _____________________



Referred by____________________________

Name ______________________________________   Birth Date_________ Home Phone____________


    (First)

(MI)

(Last)


Address_______________________________________________________________________________ 

  

 (Street)






(City, State)

          (Zip)
Email _________________________________________________________________________________

Work Phone (    )________________  Cell Phone__________________ Social Security #______________

Occupation(s)____________________________ Employer/School________________________________

Spouse_____________________ Children (& ages)____________________________________________

Auto or other accident?  Y or N   Date of accident(s)____________ Describe________________________

______________________________________________________________________________________

Main Complaint/Problem_________________________________________________________________

______________________________________________________________________________________

_______________________________________ When did it begin?_______________________________

Other complaints _______________________________________________________________________

Your Health Objectives/Goals _____________________________________________________________

______________________________________________________________________________________

Medications/Vitamins/Herbs/etc. currently using_______________________________________________

_______________________________ Exercise____________________________ Times/week_________

Other Doctors/Practitioners consulted for this condition/ their treatment ____________________________

______________________________________________________________________________________

Operations you’ve had and date(s)__________________________________________________________

______________________________________________________________________________________

Have you ever seen a chiropractor before? __ Yes ___No Dr.’s Technique’s ______________Last visit_____

Had acupuncture before? __Yes ___No, When? _____________Do you bruise or bleed easily? __Yes __No

Date of your last physical exam___________ Are you allergic to any medication/herb/vitamin, etc.? Y or N

If yes, allergic to what? _________________ High Blood Pressure? ___ Yes ___ No Vegetarian? ________

Have you ever tested HIV positive? ___Yes ___No       If yes, when________

Have you ever tested positive to Hepatitis B or C?  ____Yes ____No    If yes, when?____________

Do you have health insurance? ________ Company____________________ Coverage_______________

I do hereby attest that the above information is true and correct to the best of my knowledge, and I have omitted nothing concerning my current health status.  I also understand that Dr. Wolfe and/or his staff are not obligated to file any insurance on my behalf, or accept any insurance as payment for services rendered.  I agree to pay for his services upon them being rendered, unless other arrangements have been agreed upon.







          _____________________________________________








Signature                                                Date







          _____________________________________________







            Parent or Guardian                                Date

CONTINUE ON BACK PLEASE!

