WELCOME TO THE OFFICE OF DR. SHELDON M. HOXIE

Date




Confidential patient information

PLEASE PRINT CLEARLY AND FILL OUT COMPLETELY (DO NOT LEAVE ANY SECTIONS BLANK) – THANK YOU!

Name







Social Security Number




          (LAST)


(FIRST)


(M.I.)

Address














Age

 Birth Date

             Sex:   ( M    ( F    E-mail:





 
Marital Status:   ( Single   ( Married   ( Widowed   ( Separated   ( Divorced 

Home Phone



 Cell Phone


  Work Phone


Ext

Employer








Occupation




Business Address













Best time and place to reach you





 

Spouse’s Name




 Birth Date


S.S.#




Spouse’s Employer






Occupation





IN CASE OF EMERGENCY, CONTACT:  Name





Relationship







Home Phone




 Work Phone



((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
Reason for Visit






 When did your symptoms appear?



Is condition due to an accident? (Please circle)    (  Yes     (  No     
Type of accident: (Please circle)   ( Auto  ( Work  ( Home  ( Other






      

Date of Accident 



 Is this condition getting progressively worse? (Please circle)  ( Yes  ( No  ( N/K
To whom have you reported your accident? (Please circle)  ( Auto Ins.   ( Employer   ( Worker’s comp.  ( Other 


PLEASE CIRCLE ALL OF YOUR PRESENT SYMPTOMS:

( Headache


( Loss Of Smell


( Excessive Coughing

( Swelling

( Dizziness


( Frequent Nose Bleeds

( Stomach Upset/Gas/Vomiting
( Cramps

( Loss of Balance


( Loss Of Taste


( Constipation


( Nervousness

( Loss of Memory


( Swallowing Difficulty

( Diarrhea


( Irritability

( Fainting


( Neck Stiff


( Burning Upon Urination

( Cold Sweats
( Head Seems Too Heavy

( Neck Pain


( Blood In Urine Or Stool

( Back Pain
( Pressure Feeling In Head/Neck
( Pins And Needles In Arms

( Loss Of Bladder Control

( Feet Cold


( Light Bothers Eyes

( Numbness In Fingers

( Female Problems

( Depression
( Spots In Front Of Eyes

( Hands Cold


( Hot/Cold Flashes

( Fatigue



( Face Flushed


( Chest Pain


( Pins And Needles In Legs

( Tension


( Buzzing In Ears


( Heart Palpitations

( Numbness In Toes

( Fever



( Ears Ring


( Shortness Of Breath

( Sleeping Problems

( Symptoms Other Than Above:











((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
What treatment have you received for your condition? 
(Please circle) ( Medication  ( Surgery  ( Physical Therapy  ( None  ( Other






Name and address of other doctor(s) who have treated you for your condition:






Date of Last:  
Physical Exam




Spinal X-ray




 
Blood Test




Spinal Exam




 
Chest X-ray




Urine Test






      
Dental X-ray




MRI, CT, Bone Scan




((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
PLEASE CIRCLE YOUR RESPONSES TO THE FOLLOWING CATEGORIES:

EXERCISE LEVEL

WORK ACTIVITY


HABITS

( None 


( Sitting



( Smoking

Packs/Day



( Moderate

( Standing


( Alcohol

Drinks/Week



( Daily


( Light Labor


( Coffee/Caffeine Drinks
Cups/Day



( Heavy


( Heavy Labor


( High Stress Level
Reason




Are you pregnant?    ( Yes     ( No     Due Date





((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
Please list all of the Injuries/Surgeries you have had
(Description)




(Date)

Falls














Head Injuries













Broken Bones













Dislocations













Surgeries














((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
ATTENTION: PLEASE CIRCLE YOUR RESPONSES/FILL-IN YOUR ANSWERS TO THE FOLLOWING QUESTIONS!

ONLY FILL OUT THE SECTION RELATED TO YOUR TYPE OF INJURY!
((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
CAR CRASH

Street/Location where crash occurred:











City:





 State:

Date of crash:





Time of crash (approximate):



  AM    PM       

Did Police come to the scene:   Yes    No             Was a report filed:   Yes    No


Number of passengers in your vehicle:

  What is estimated cost to repair your vehicle:



If not your vehicle, Owner’s name:





 Relationship:


     

Owner’s insurance company (Name, Address, Phone, etc.):




































CRASH DETAILS

Were you a pedestrian:    Yes    No     Were you on a bicycle or motorcycle:    Yes (B)  (M)   No 
If not, please indicate your position in the vehicle using the diagram below:
[image: image1]
[image: image3.png]right left





Year, make and model of the vehicle you were in:









Type of vehicle you were in:

 Small car      Mid-size car        Full-size car       Minivan      Small pick-up truck/sport utility    

 Full size truck/SUV    Other (describe)











Did the vehicle you were in have head restraints:     Yes    No      

If so, were they moveable/adjustable:      Yes    No

At the time of impact, your vehicle was:    

 Stopped      Slowing down     Gaining speed     Moving at a steady speed    

 Turning left      Turning right      Backing up      Pulling into / out of a parking space   

Other(describe)













Do you know approximately how fast you were going at the time of impact:  

 Yes    No   List speed



Describe the crash:












What type of crash:   

 Head on      Rear impact      Side impact ( Which side:    Your side      Opposite side

 Rollover      Ran off the road      Hit guard rail/tree/wall/pole, etc.      

 Multiple vehicle crash (how many involved)

 

Year, make and model of the other vehicle:










Describe the other vehicle:

 Small car      Mid-size car        Full-size car       Minivan      Small pick-up truck/sport utility    

 Full size truck/SUV   Other (describe)











The other vehicle was:    

 Stopped      Slowing down     Gaining speed     Moving at a steady speed    

 Turning left      Turning right      Backing up      Pulling into / out of a parking space   

Other(describe)














Do you know approximately how fast the other vehicle was going at the time of impact: 

 Yes    No     List speed


Year, make and model of the third vehicle:









Describe the third vehicle involved:

 Small car      Mid-size car        Full-size car       Minivan      Small pick-up truck/sport utility    

 Full size truck/SUV   Other (describe)











The third vehicle was:    

 Stopped      Slowing down     Gaining speed     Moving at a steady speed    

 Turning left      Turning right      Backing up      Pulling into / out of a parking space   

Other(describe)














Do you know approximately how fast the third vehicle was going at the time of impact: 

 Yes    No     List speed


INJURY DETAILS

Were you wearing a seatbelt:     Yes    No      

If so, which type:     Lap belt only       Lap and shoulder belt        Shoulder belt only

Were you holding onto the steering wheel:    Yes    No     

If so, what hand position(s):   

 10 and 2      9 and 3      4 and 8    One hand at 6 o’clock     One hand at 12 o’clock

Other (describe)












 

You were:  

 Aware of impact immediately prior      Aware of and bracing for impact      Unaware of impact    

You were:

 Looking straight ahead     Looking in rearview mirror     Looking in driver side mirror    

 Looking in passenger side mirror      Looking down      Looking to the left      Looking to the right 

 Turned in seat      Leaning left in the seat     Leaning right in the seat      Leaning forward     

 Seat was leaning back      Turned around in seat      Kneeling on seat   

Other (describe)














UPON IMPACT, INDICATE IF YOUR BODY HIT SOMETHING OR WAS HIT BY SOMETHING:  

Check all areas that apply to you:

⁪ Top of the Head hit:




   ⁪Face hit:






⁪Front of the head hit:




   ⁪Back of the head hit:





⁪Chest hit:





   ⁪Neck/Upper back hit:






⁪Left shoulder hit:




   ⁪Right shoulder hit:






⁪Left elbow hit:





   ⁪Right elbow hit:





⁪Left forearm hit:




   ⁪Right forearm hit:





⁪Left wrist/hand/fingers hit:



   ⁪Right wrist/hand/fingers hit:





⁪Abdomen hit:





   ⁪Buttocks hit:







⁪Left hip hit:





   ⁪Right hip hit:







⁪Left thigh hit:





   ⁪Right thigh hit:





⁪Left knee hit:





   ⁪Right knee hit:





⁪Left shin hit:





   ⁪Right shin hit:





⁪Left ankle/foot/toes hit:




   ⁪Right ankle/foot/toes hit:





After the crash, did your vehicle:     
 Continue going straight and did not hit anything else

 Continued going straight and hit another vehicle/object (describe)







 Was hit by a second car (describe)










 Spun around and did not hit anything else     

 Spun around and hit another vehicle/object (describe)







 

Other(describe)



























After impact were you:    

 Unconscious (if so, how long)




     

 Dazed/disoriented        Dizzy        In shock

Did you feel pain immediately following the crash:    Yes    No  

If YES, Where did you feel pain:











If not, how long after the crash did you first notice any pain/soreness, etc.: 
    hours later           days later

Did you have any cuts, bleeding or bruising:     Yes    No (list where)






EMERGENCY TREATMENT DETAILS

Were paramedics called to the scene:     Yes    No

Did you receive any medical attention by the ambulance, police or fire crew:    Yes    No

How were you transported from the scene:     

 Ambulance        Helicopter       Your own car        Friend/relative’s car  

Other (describe)












   

Were you placed on a stretcher:    Yes    No       

Was your neck immobilized on the stretcher:    Yes    No

Did they put a needle (I.V.) in your arm/hand:     Yes    No

Where did you go after the crash:     

 Hospital (E.R.) 











    

 Home        Friend/relative’s home         Work      

Other(describe)














If you went to the hospital(E.R.), did they examine you:    Yes    No

Did they take x-rays:    Yes    No

Did they do any other testing (Cat scan, MRI, Ultrasound, etc.):    Yes    No

Did they give you a neck brace/collar to wear when you left the hospital:    Yes    No

Did they give you prescriptions for medication:    Yes    No

If so, which medications are you taking (LIST):










Did they give you any follow-up instructions:    Yes    No

If so, what were the follow-up instructions:     

 Use ice      Use heat       Take over the counter medications       See your family physician     

 Come back to the E.R. if needed     

 See another physician (if so, referred to whom)








  

Other(describe)














CURRENT STATUS/CRASH HISTORY/ATTORNEY INFORMATION

Since the crash, your pain/soreness is:     Getting worse      Staying the same      Getting better

Where is the vehicle that you were in now:  

 At your home      At another person’s home       At a repair facility     

Other(describe)














Have you had any previous crashes/accidents:    Yes    No (if YES, please list how many and describe)
Have you retained an attorney:    Yes    No (In order to provide necessary documentation of your injuries, please provide us with their name and contact information)
























INSURANCE INFORMATION

Florida State Law:   Florida is a “NO FAULT” insurance State and by law you must bill injury expenses to your own insurance, regardless of who was listed at fault in the crash.  If you or anyone in your household has auto insurance, you must file with that company regardless of who is in the wrong.         I do not own an automobile        I own an automobile but do not have insurance coverage on it

I was charged as being “at fault” in the crash:    Yes    No

I have made an injury report/filed a claim with my insurance company:    Yes    No

Insurance Company Name:





Policy #:




Name of Insured:





 Relationship:





Claim #:





 Claim rep./Adjustor name:




((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
ON THE JOB INJURY (WORKMEN’S COMPENSATION)

Date injured


 Last date worked



 Has the injury been reported?  ( Yes  ( No

Please briefly describe how your accident occurred























Have you lost any days from work?  ( Yes  ( No     If YES, how many?

 Dates





Please list the extent of your injuries as you know them









Have you ever injured this area before?  ( Yes  ( No   If YES, please tell us when and describe how it occurred

















Name of supervisor or foreman






 Phone number



Have you been contacted by an insurance adjuster or company representative regarding this claim?  ( Yes  ( No

Who is your employers’ workmen’s compensation insurance carrier?  (Name and address if known)




Have you retained an attorney?  ( Yes  ( No   

If YES, name, address and phone number:










((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
OTHER ACCIDENTAL INJURY
Date of accident



 Location









If NOT an “AUTO ACCIDENT” or “ON THE JOB INJURY”, please explain what happened:



















Has the injury been reported?  ( No  ( Yes     To whom









Please list the extent of your injuries as you know them









Did you require hospitalization?  ( No  ( Yes     Where









Have you been contacted by an insurance adjuster or company representative regarding this claim?  ( Yes  ( No    
Name 














Have you retained an attorney?  ( Yes  ( No   

If YES, name, address and phone number:










((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
MEDICATIONS



ALLERGIES


VITAMINS/HERBS/MINERALS

Pharmacy name and phone number











((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
Please check each of the activities which you have difficulty performing and/or can perform only with pain. 
(There is no particular priority in the order presented.)

HOUSEWORK





PERSONAL GROOMING



 Doing laundry





 Combing hair



 Making beds





 Shaving



 Vacuuming





 Getting in/out of bathtub



 Washing dishes





 Brushing teeth



 Ironing






 Other






 Carrying groceries



 Caring for pets



TRAVEL


 Cooking 





 Driving



 Other






 Riding (Passenger)









Minutes per day

YARDWORK






Type of vehicle



 Mowing lawn





Auto






 Shoveling





Train






 Raking leaves





Bus






 Gardening





Truck













Airplane




GENERAL



 Walking






 Getting in/out of auto



 Standing





 Playing piano



 Running






 Using computer/typewriter


 Sitting






 Kneeling



 Lifting children





 Sexual intercourse



 Bending






 Exercising



 Climbing stairs





 Sleeping



 Reading 





 Using telephone



 Lying in bed





 Sitting in recliner



 Chewing





 Swimming



 Sports:   List 










OTHER:  Please list any other difficulties you are experiencing with activities you have engaged in since your condition began:














((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
Please check each of the activities which make you more comfortable and/or more mobile.


 Sleeping




 Lying down



 Hot water bottle




 Hot baths



 Heating pad




 Ice pack



 Liniment




 Exercising



 Swimming




 Stretching



 Sauna





 Steam room



 Whirlpool




 Walking



 Sitting





 Sitting in a recliner



 Over-the-counter medicines


 Prescription drugs



 Home traction



 Home exercise equipment



 List types:

OTHER:  Please list any other activities which make you feel better or allow you to move easier: 
































((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
SOCIAL HISTORY

Please indicate beside each activity whether you engage in it:


OFTEN = “O”

SOMETIMES = “S”


NEVER = “N”


 Horseback riding





 Tennis


 Bowling






 Gymnastics


 Golf






 Water skiing


 Volleyball





 Hunting


 Baseball/Softball





 Fishing


 Handball





 Lawn mowing


 Racquetball





 Weed eater use


 Basketball





 Gardening


 Walking (1 mile or less)




 Child care


 Walking (more than 1 mile)



     Age(s)




 Jogging (1 mile or less)




     Weight(s)





 Jogging (more than 1 mile)



 Climbing stairs


 Dancing






 Alcohol

 per day


 Scuba diving





 Alcohol

 per week


 Back packing





 Tobacco

 per day


 Swimming





 Aerobics


 Resistance training




 Free weights

 Exercise machines




 Football


 Other












((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
FAMILY HISTORY

Please indicate if any of the following is currently or has contributed to some stress or personal lifestyle changes within the past five years.


 Marriage






 Dependence problems


 Birth of a child






 Alcohol


 Divorce







 Drugs


 Death of a spouse





 Change in job


 Marital separation





 Loss of job


 Death of a family member or friend



 Retirement


 Handicapped household member




 Change in living conditions


 Caregiver to family member




 Change in residence


 Spousal abuse






 Change in financial status

((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
Please state the amount of time you devote daily to each.


 Sleeping




 Lying down



 Hot water bottle




 Hot baths



 Heating pad




 Ice pack



 Liniment




 Exercising



 Swimming




 Stretching



 Sauna





 Steam room



 Whirlpool




 Walking



 Sitting





 Sitting in a recliner



 Home traction




 Massage



 Home exercise equipment

(((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
PLEASE MARK ALL OF THE AREAS ON THIS DIAGRAM THAT YOU
ARE CURRENTLY EXPERIENCING THE DESCRIBED SENSATIONS,

INCLUDING ALL AREAS OF RADIATING PAIN.
Numb/Tingling(***) Sharp(000) Stabbing(///) Burning(XXX)

Aching(AAA) Tightness(TTT) Soreness(SSS)

[image: image2]
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((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
PATIENT IS RESPONSIBLE FOR PAYMENT WHEN SERVICES ARE RENDERED UNLESS PRIOR ARRANGEMENTS HAVE BEEN MADE.

Who is responsible for this account?





 Relationship to patient?



Insurance company



Policy #




 Group #



Is patient covered by additional insurance?  ( Yes  ( No   Subscriber’s name






Birth date


Social Security #



Relationship to patient



Insurance company



Policy #




 Group #



Insurance company



Policy #




 Group #



I understand and agree that health and accident policies are an arrangement between an insurance carrier and myself.  Furthermore, I understand that Dr. Sheldon M. Hoxie will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any amount authorized to be paid directly to Dr. Sheldon M. Hoxie will be credited to my account on receipt.  However, I clearly understand and agree that all services rendered me are charged directly to me and that I am personally responsible for payment.  I also understand that if I suspend or terminate my care and treatment, any fees for professional services rendered me will be immediately due and payable. 

Additionally, I hereby authorize my insurance company(ies) to release any and all information requested, to this office. 

Patient’s Signature







Date




Guardian’s Signature (if patient is a minor)





Date




((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
CONSENT TO EVALUATION/TREATMENT OF A MINOR 
***(TO BE COMPLETED IF PATIENT IS UNDER 18 YEARS OF AGE)***

I hereby request and authorize Dr. Sheldon M. Hoxie and whomever he designates to perform diagnostic tests and render Chiropractic adjustments and other treatment to my son / daughter (name)




.  
As of this date, I have the legal right to select and authorize health care services for the minor child named above.  

(IF APPLICABLE)  Under the terms and conditions of my divorce, separation or other legal authorization, the consent of a spouse/former spouse or other parent is not required.  If my authority to so select and authorize this care should be revoked or modified in any way, I will immediately notify this office.

Date


Signature




Relationship to patient



Printed name




 Witness





((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
DO NOT WRITE BELOW THIS LINE (OFFICE USE ONLY)!!!
THIRD ROW SEATING (if present)





REAR SEATS





FRONT SEATS








1

