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Serving the Community Since 1993
Dr. Mike M. Poulin, D.C.

THANK-YOU FOR CHOOSING OUR OFFICE!
In order to serve you properly, we need all the applicable following information.  

All information is confidential. Please print clearly.

Today’s Date ____-____-____ Patient Name ____________________________________






                                              First                        M I 

        Last

Date of Birth  _______-_______-_______    Sex   M    F      Marital  S   M   P   Sep   D  W
Address _________________________________________________________________









City

         State

          Zip 
Cell # (_____)___________ Home # (_____)___________  Work # (_____)___________
Email   ____________________________@________________   # of Children ________  
Employer ___________________________      Occupation ________________________  

Employer’s Address  _______________________________________________________









City

         State

          Zip

Years Employed ____ Name of Spouse __________  Spouses Employer ______________ 
Emergency contact w/ phone # (not living with you) ______________________________

*****************************************************************************************************************************
WHOM MAY WE THANK FOR REFERRING YOU? _________________________
Please indicate how you heard about us:
 FORMCHECKBOX 
  Our sign     FORMCHECKBOX 
     www.PoulinChiropractic.com    FORMCHECKBOX 
     Cox Web site    FORMCHECKBOX 
     Google
 FORMCHECKBOX 
 Other________________________________
*****************************************************************************************************************************
Health Insurance   FORMCHECKBOX 
 YES   FORMCHECKBOX 
  NO   Insurance Company_______________________
If you are not the primary insured, please fill out the following information:

Name of insured ________________________ Relationship to patient ______________

Date of birth _________ SS # ______________ Employer ________________________

Employer Address ________________________________________________________

Insurance ID # ___________________ Group # __________ Deductible_____________

Amount met ___________ Co-Pay  __________ Max. annual benefit _______________
Please fill-in other side of this paper also

Your case history will help the doctor thoroughly evaluate your condition
Primary area of pain or symptom ____________________________________________

Secondary area of pain or symptom ___________________________________________

First noticed this ____________  Has this happened before? ________  When? ________

On a scale of 0 - 10, 0 = no pain and 10 = extreme pain, how much pain are you in?_____   

Could this have been caused by a:  FORMCHECKBOX 
    Strain     FORMCHECKBOX 
    Accident     FORMCHECKBOX 
    Fall     FORMCHECKBOX 
    Sports    

Have any x-rays been taken? _______ Where?  __________________________________

Did you bring the x-rays with you? ____  What you were told problem is  _____________ 

What do you think the source of your pain or symptom is?   ________________________

Does your problem interfere with: FORMCHECKBOX 
 Normal Living   FORMCHECKBOX 
 Sleep  FORMCHECKBOX 
 Work   FORMCHECKBOX 
 Exercising 

Any family history of this type of condition _________ Who _______________________

Is your problem getting worse?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No     FORMCHECKBOX 
  Is Pain Constant  FORMCHECKBOX 
 Comes and Goes 

Present medications: 1_____________2_____________3_____________4 ___________

For the treatment of: 1_____________2_____________3_____________4 ___________

Have you had chiropractic care before? ______ Where & when? ____________________

Do you have any concern or comment that may be useful to the doctor? ______________

 _______________________________________________________________________
Please circle all current conditions
Headaches

Allergies
   Diabetes

Broken Bones
Alcoholism Scoliosis

Joint Pain
   Pancreatitis
AIDS/HIV

Depression

Joint Swelling
Tingling
   Tuberculosis
Cancer/Tumors
Anxiety

Eye Twitches
Numbness
   Chest Pain

Pacemaker

Mental Disorder


Our Financial Policy
   Your office visits are to be paid in full, at the time services are rendered. We will be   

    happy to file your insurance for you. If the insurance company denies benefits to you,    

    the balance owed will be your responsibility and due upon notice.  You will be 
    responsible for all costs of collections, attorney fees and court fees if your outstanding 
    balance is not paid in a timely manner & 1.5% interest will be charged for accounts 30
    days past due. 
Please mark one of the following payment methods that will be most convenient for you:

 FORMCHECKBOX 
  Cash   FORMCHECKBOX 
  Check   FORMCHECKBOX 
  Visa   FORMCHECKBOX 
  MasterCard   FORMCHECKBOX 
 American Express

(Signature Required)    ________________________________________

Each patient’s signature or parent’s signature 
(Parent’s signature and/or responsible party, if patient is under 18 years old)

Dizziness

Arthritis
   Thyroid

Pregnancy

Anorexia













4/19/2024
