Today's Date (MM/DD/YYYY)

Mark E. Jeter, D.C.

CONFIDENTIAL 615 Cape Corat Pkwy W #105

HEALTH INFORMATION e ol s
Please allow our staff to photocopy your driver's (icense and insurance details. drmarkjater.com
All information you supply is confidential. We comply with all federal privacy standards.
Please print clearly.

Have you consulted a chiropractor before?
ONe OYes  When?

It so, whom?

Whom may we thank for reterring you? L Gender

OMale O Female

Your Sacial Security Number

Your Last Name

Your First Name Your Middle Name (or Initial) Birth Oate (MM/DD/YYYY)
Marital Status
O Single O Married O Divorced
O widowed O Separated
Address
City State/Province Z!P/Postal Code Home Phone Spouse's Name
Email Address Cell Phone Child’s Name and Age
Phone Child’s Name and Age

Emergency Contact

Your Occupation

Child’s Name and Age

Your Employer

May we contact you at work?

QYes ONo

Preferred methad of contact?
OHome Phone O Cell Phone

Address
Owork Phone O Email
City State/Province 7iP/Postal Code Work Phone
Insurance Carrier Pollcy Number Primary Care Provider's Name

Insured’s L.ast Name

Birth Date (MM/DDYYYY)  \who carrles this policy?
O8Selt OSpouse O Parent

First Name

Middle Name (or Initial)

Insured's Employer

Address

PAGE

City

E NOLVINHOINI HITVIH TVILNIAIHNOD

State/Province ZIP/Postal Code Employer’s Phone NSo——
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1. The symplom(s) that have prompted me to seek care taday include:

2. And are the result of (darken clrsle}: (O An accident or injury

3. Onset (When did you first notice , 4. Intensity (How extreme are your

your curment symploms?)

O Wok O Auto O Other

O A worsening long-lerm problem
O AnIntetest in: O Wellness O Other

cument symptoms7}

0 .
Absent  Uncomfortable Agonizing

) O Constant O Comes and goes. How Often?

5. Duratlon and Timing (When did it start and how ofter do you feel it?)

8. Quallty of symptoms (What does 7. Location (Where does It hurt?)

8. Radlatlon (Does It affect other areas of your body? To whal areas does the
pain radiale, shoot or travel.) .

it feel Iike?) gﬂirala the area(s) o}n the lllustration,
" Jor current condiion

O Numbness *X" lor conditions experlenced In the pasl
OTingling
O Slifiness 9. Aggravating or relleving factors (What makes it better or worss, suchas
Ooull timo of day, movements, cartaln activities, elc.)

. What tends [o worsen
QOAching the problem?
O Cramps What lends lo lessen
O Nagging lhe problem?
O Shap “40: Prlor Interventions (What have you done lo relieve the symptoms?)
CBuming O Prescription medication O Surgery Olos
O shooting O owrte-counterdugs O Amupuncius - OHeat
O Theobbing O Homeopathic remedies O Chiropradtic Other
O tabblng O Physical therapy O Massage
QO 0ther

1. What else should Dr. Jeter know about your current conditlon?

12. How does your current condltion Inlerere wlith your:

Work or career:

Recreatlonal actlvitles:
Househo!d responsiblilties:
Personal relationships:

13. Review of Sysiems .
Ghiropractic care focuses on tie Integrlty of your nervous system, which conlrols and re

Had or cumently Have and inltial to the righl.

1. Musculoskelotal

Had Have Had Have Had Have Mg Have Hat Have

O OO0steoporosis O O Arthrilis O QScollosls O O Neckpaln O O Back problems

O OXneslnjuries O OFooliankle pain O O Shoulder problems O O Elbow/wrlst pan O OTMJ issues

. Nearvlogleal

Hag Have Had Have Mad Have Had Rave H3d Hava

O O Anxiety O O Depression O O Headache O O Diginess O O‘l:éré%laer;d

¢, Cardlovascular -

HKad Have Had Have Had Have Had Have ‘Had Have

O OHRighblood O Olowblood O OHigheholesterdl O O Poor clreulation O O Anglna
pressurs pressure

d. Resplratory

Had Have Had Have Had Have Hag Have tad Have

O Oishma O OApnea O OEmphysema C " O Hayfever O 0 gpgrénﬁs

0. Digestive '

Had Have Had Have Nad Have Had Mave Mtad Have -

O O Anorexiatbulimla © O Uleer O OFood sensitivities © O Hearburn O OConstipation

{. Senszary

Had Have Had Have Had Have Had Have Had Havs

O Osluredvislon © ORinging lnears © O Hearlng loss o O (I)r}mniic par O OlLossofsmell

g- Integumentary ‘ nfection

Bad Hany Had Have Had Have Had Hava Had Have

O Osuncancer O OPsariasis O OEcema O O Ane O OHalrloss

O
O

Have
QO Hip disorders
Q Poor posture

Had Have

O ONumbness

tad
O

Have
O Excessive
bruising

Had

O

Have
O Pneumonia

Had Have

O Obiarrhea

Hag

O

Have

O Loss of laste

Had Have

O ORash

quiates your entlre body. Please darken the clrcle beside any condition that you've

RONEQ

Inlals

KONEC

Inflals . —
NOKEQ

initals

NOREQ
InRlals
HRONEQ
Inials

NONEQ
Intals ____

HOREQ

Intals __

Pallent name

Consuilatlon Notes

Dactor's Inltlals

Jeler Chirgpractic Heatth Cntr
Mark E. Jeter, D.G.

-
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{Cantinved frem previous pape)

h. Endocrine

Had Have Hid Have Had Have Had Have Had Have Had Have KOREQ

O OTyroldlssues O O Immung O OHypoglycemia O O Frequent O O Swollen glands O O Low snergy Patlent name

disorders : infection Inktals ___

I, Genltourlnary

Had Have Had Have Had Have Had Have Had Have Had Have NoNEQ

O OKidneystones O O Infertility O OBedweliing O OPpnstalelssues O OErclile QO OPMS symploms
dysfunction ol .

|. Constitutional

Had Have d Have Had Have Kad Rave Had Have Had Have HoneQO

O Ofalnting O O Low libide O OrPoorappetite O O Faligue O OSuddenweight O O Weakness OAll other systems negative
0ainloss {circle ons) nitlals ___

Past Personal, Famlly and Sac!al History
Pleasa Identify your past heallh history, Including accidenls, Injurles, ilinesses and Ireatments. Please complete each section fuily.

14, llinesses 15. Operallons 186, Trealmenls

B Chiéck the ilinesses you have Had In the past or Have now, Surgical inlerventions, which may or Check the ones you've received In lhe
- tad Have Had “Have may not have included hospitalization. ‘Pastor ase rocelving Cutrently,
O O Aps O 0O O  Appendix removal Pagt Cumanty
. O O Alcohollsm O O Tuberculdsis’ QO  Bypass surgery O O Acupunciure
N O O Allergies O O Typhold faver O Cancer O O Anlibiplics
B O O Atedosclerosis O O Ulcer O  Cosmetic syrgery O O- Birth contro! pllis
g O O Cancer Dther: O Eective surgery: O O Blood ransluslons
'O O Chicken pox O O Chemotherapy
QO O Diabstes O  &yssurgery O O Chltopraclic care
M O O &piepsy O Hysleretlomy O  Q Dialysls
a O. O Glaucoma O  Ppacemaker O O Herbs
4 O O Goiler Q Spine O ‘O Homeopathy
5 O O 6ot O O Hormone replacement
td O O Heartdisease O QO Intialer
4 O O Hepatilis O Tonslllectomy, O QO Massage herapy
B O O HWVPositive QO Vasectomy O O -Physical therapy
M O O Ml O ohet o O O Rurltional supplemenits:
i O O Measles Lsl: o
O O Multiple Sclerosis 3
O O Mumps _ 5
O O Rheumatlc fever Have you-ever.. , rc.smptonan
M O O Scaet fever O Hadaffactureddrbrokenbone QO Used a.cruteh.or ofher support over-Iha-coudter): g
O O Sewslytansmieddiseass O Hadasping or nervedisorder O Used‘neck:orbgckbraclng
O O Stroks O Been knocked-unconselous O Received aatiod
O Betninjuredinanaccident O Had abodyplerting
18. Family Hlstory ) ) .
Some heallh Issues are heredltary. Tell Dr. Jeler about the health of your Immediate family members.
Relatlve Age-(ifliving) Sla!u of health: {linasses “Ageat death’ c:gmsglf{{igia.{h
tood. Poor HatY
Mether 0. O. 8 S
Father ——— Qo 5 O
Sister 1 ON® S 6
Sister2 O O S O
Brother 1 ONO) 3 8
Brolher 2 O O o 0
O O
19, Are there any other hereditary health Issues that you know about?
20. Sacla! History
Tell Dr. Jeler about your heahth habits and stress levels.
Acoholuse  Oally OWeekly How.much? ; Prayer or meditation? O:,'es 8:0
Coficeuss  ODally OWeekly How much? J‘ob pressure/slress? OYBS QNQ
Tobaccouss  ODaily OWeekly How much?, Financial peace? 8Yes ONZ Doctor's Inltfals
inated? es
Brercising  ODaily OWeekly How much? < vac“'"”rm , OYes  OMo Juler Chiropractic Health Catr
Painrelievers O Dally OWeekly How much?. Mercury fillings Mark E. Jeter, D.C.
bl Soitdiinks  ODaily OWeekly How much? Recreational drugs? QOYes ONo ‘
i ' : PAGE
. Walerinizke  ODaily OWeekly How much?
o mmli:onu recsarved.

Hobbles:




21. Aclivitles of Dally Living

How does this condition curvently Interfere wilh your lifs and ability 1o funclion?
N 4
di MG e de 4 e G
Sitting ~O O O O Grocery shopplng O O O @)
Rising out of chal O O O O Household chores O O O
Standing O O—0O0——O LiRing objects O O O O
Walking O O o0 Reaching overhead O O OO0
Lylng down O O O——=0 Showsring or bathing O O O O
Pendinu over O O O Q Drassing myself O O O e
Climblng slairs O O O O Lova life O OO O
Uslng a computer C O OO0 Getting to steep O O O O
Getting Infout of car 'S O O '®) Slaying aslesp @ O O O
Driving a car O O O O Concenicating O O O )
Looking over shoulder O O O O Exerclsing Ia\ O ~ O
Caring.for famlly O O O '@ Yard work O O O O
22. What Is the major stressor In your lfe? 23. How much sleep do you average per night? Hours
24, What Is the type and approximale age of your mattress and plllow? 25. What |s your preferred sleeplng position?
26. Deserlbe your typleal eating hablts: (O Skip breaklast O Two mealsaday O Thiee meals aday O Snacking between meals
27. What wauld ha the mast significant thing that you could do o Improve your health?
28. In addlition to ihe maln reason for your visit today, what addltlanal health goals dg you have? 8
o
5
g
=
“
[~3
8

Acknowladgements
To set clear expaclations,

{ Instruct the chirapractor to deliver the care that, In his or her professional judgement, can best help me inthe
1s0 understand that the chiropractic care offered in this practice Is based on the best

gned to reduce or carrect vertebral subluxation. Chiropractic is a separale and distinct
healing art from medicine and does not prociaim to cure any named disease or enllly.

Intials

Inithals ...

InMlals

Inftiaty

Inilfals -

Intials .

11the patlent Is a minar child, print child’s full name:

restoration of my health. l a

avallabla evidencs and des!

Improve communicallons and.help you get the best fesulls in the shorlest amouat of lime, please read each statement and Initlal your agreement.

| may reques? a copy of the Privacy Policy and understand it describes how my personal health Information is
protected and released on my behalt for seeking relmbursement from any Involved third pariles.

I realiza that an X-ray examination may be hazardous fo an unborn child and | cortlfy that fo
the bast of my knowledga | am not pregnant. Dale ot last menstrual perfod (MM/DD/YYYY):

| grant permisslon lo ba called to conflrm or reschedule an appolntment and to be sent occasional cards, letlers,

emalls or health Information to me as an extension of my care (n this office.

[ acknowledge that any nsurance | may have s an agreement between the carrler and me and thal [ am responsibie

for the payment of any covered or non-covered services | recelve.

To the best of-my ability, the informatien | hava supp

presence, severlly or cause of my health concemn.

Iled Is compiete and truthful. | have not misrepresented the

Patlent name

Signalura

Dale (MM/DD/YYYY)

Doctor's Inltials

Jeter Chiropractle Health Colr
Mark E. Jeter, D.C.

PAGE
Verslon No. 11936014 4’4
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Informed Consent Form

+ hereby request and consent to the performance -of chiropractic adi ‘ ' ‘

| . ) practic adjustments and other chiropractic/medical procedures
llncludmg various modes pf phys[cgai therapy and diagnostic x-rays by Mark E. Jeter, D.C.. This consent is also thended o
other licensed chiropractic physicians, chiropractic assistants or licensed massage therapists, who now or in the future

are employed by, working with or are associated with this office.

' certify that | will have the opportunity to discuss, with Mark E. Jeter, D.C. and/or other office personnel, the nature and
purpose of the care that is being provided. | understand that the results are not guaranteed. Further, | have been informed
and understand, that as in the practice of any of the healing arts, in the practice of chiropractic, there are some risks to
treatment including, but not limited to, fractures, disc injuries, sirokes, dislocations and sprains. | also understand that the
doctor, who has explained all these things to me, is not expected fo be able to anticipate and explain all risks and
complications. | will rely on the doctor to exercise appropriate judgment during the course of care, based on the facts

known at this time, and in my best interest.

My signature below certifies that | have read, or have had read to me the above consent. [ also certify that | have had the
opportunity to ask questions and options to care have been explained. By signing this consent form, | agree to the care
being provided to me for the entire course of treatment for my present condition(s) and for any future condition(s) for which

I seek treatment.

Witness's name (please print)

Palient's name (please print)

Witness's signature

Patient’s signature

Date

Date

Translated by

Patient's representative (/f paiien{ is a
minor or physically/mentally impaired)

Representative's relationship to patient

¢ Mark E. Jeter, D.C




ASSIGNMENT OF BENEFITS

l, . authorize the release of any medical or other information necessary to process my
claims. | also request payment of government benefits to the party who accepts assignment of benefits listed below.

Signature of patient Date

of medical benefits to the physician or supplier listed below for the serviced submitted to my

[ authorize payment
Il present and future HCFA 1500 forms.

insurance company on my behalf on a

Signature of patient Date

Physician receiving benefits:
Mark E. Jeter D. C.
615 Cape Coral Pkwy W. STE 105
Cape Coral, FL 33914
License #: CHO0064 11
Tax ID# 65-0991745



