
 

 Dr. Steven S. Smith  
 www.spinalaid.com 

        
 

Date:                      Email            
 

Name      SSN                                                    

Date of Birth            Age           Gender M or F                                   Marital Status   

Address         City           State                        Zip   

Home:                                           Cell Phone:        

Occupation    Employer:    Work Phone     

Spouse’s Name:     Date of Birth    Employer:          

Work Phone          How did you hear about us?      

Insurance Information 

Primary Insurance Holder’s Name:_____________________________Relationship to patient:____________________ 
 

Birthdate:_______________________________SS#________________________________________________________ 
 

Insurance Co.___________________________________ Phone #__________________________________________  
 

Subscriber #________________________________________Group#_________________________________________ 
 
 
 

ASSIGNMENT & RELEASE:    I certify that I, and/or my dependents(s), have insurance coverage with 
______________________________ and assign directly to Dr. Steven S. Smith all insurance benefits, if any, 
otherwise payable to me for services rendered, I understand that I am financially responsible for all charges 
whether or not paid by insurance. I authorize to use of my signature on all insurance submissions. 
 
_______________________________________  ______________________________________                               
                Signature of patient        Date 
 

Current Complaints 

Describe your symptoms:             

                

When did your symptoms begin?           Have you had similar symptoms in the past? □Yes □No   

How did your symptoms begin?  □Work Injury   □Auto Accident   □Other (describe):      

Progression (circle):  Improving Not-Improving    Worsening ||What makes it worse?     

Describe:  Sharp Shooting Achy Burning Numb Tingling  ||What makes it better?    

How severe are the symptoms on a scale of 1-10 (circle) NONE -1     2     3     4     5     6     7     8     9     10-WORST 
 

Have you seen a Chiropractor in the Past? □Yes □No If yes, when was your most recent visit?    

Why did you see the Chiropractor?      Doctor’s Name?     

What frequency was prescribed for your ongoing maintenance care?        

Why are you changing chiropractors?            

When was your most recent set of spinal x-rays?          
Check any of the following that you are currently using/wearing:  □ Heel lift   □Arch Supports    □Back brace 

Who is your Primary Medical Physician?    ________Clinic name/Phone    

Please present your card(s) to the office manager for processing. 
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