
 
 

  

Patient Name:_______________________________________________ 

PCP:_______________________________________________________ 

Sex:    Male       Female Date of Birth:___________________ 

Address:____________________________________________________ 

Home Phone:________________________________________________ 

Cell Phone:_________________________________________________ 

Patient Employer:____________________________________________ 

Insured’s Name______________________________________________ 

Insured’s Employer:__________________________________________ 

Insured’s DOB:______________________________________________ 

Health Insurance Plan:_____________Group#:____________________ 

 
Past or Present Symptoms, Conditions or Habits 

Please list the description and date of any injuries accidents or surgeries you’ve had.  

Broken Bones:_______________________________________________________________________________________________ 

Falls:_______________________________________________________________________________________________________ 

Surgeries:___________________________________________________________________________________________________ 

Automobile Accidents:_________________________________________________________________________________________ 

Work Injuries:________________________________________________________________________________________________ 

Other:______________________________________________________________________________________________________ 

 

Injuries, Accidents and Surgeries 

 

  

 Date:______________________________________ 

PCP Address:______________________________________ 

Social Security #:___________________________________ 

City:_______________________State:____Zip:___________ 

Work Phone:_______________________________________ 

Email:____________________________________________ 

Patient Occupation:_________________________________ 

Relationship to Patient:______________________________ 

Insured’s SSN:_____________________________________ 

Referred for Treatment by:___________________________ 

Member ID#:______________________________________ 

 

Below is a listing of symptoms, conditions, or habits. Please check the box indicating which symptoms apply 

Symptom                     Symptom  

Neck Pain…………………………………………… 

Shoulder Pain……………………………………… 

Arm/Elbow Pain………………………………….. 

Hand Pain………………………………………….. 

Upper Back Pain…………………………………. 

Lower Back Pain………………………………… 

Pain in Upper Leg or Hip……………………… 

Pain in Lower Leg or Hip…………………….. 

Pain in Ankle or Foot………………………….. 

Numbness/Tingling in Arms or Legs……. 

Jaw Pain……………………………………………. 

Joint Swelling/Stiffness………………………. 

Headaches………………………………………… 

Dizziness……………………………………………. 

Fainting Spells…………………………………… 

Convulsions………………………………………… 

General Prolonged Fatigue…………………. 

Condition of Uterus/Ovaries………………… 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

High Blood Pressure………………. 

Heart Condition……………………… 

Respiratory Condition…………….. 

Digestive Problems………………… 

Kidney/Bladder Problems………. 

Menstrual Problems………………. 

Breast Soreness/Lump………….. 

Sinus Conditions……………………. 

Allergies/Asthma…..……………….. 

Cancer…………………………………… 

Stroke…………………………………… 

Excessive Weight Loss/Gain…. 

Skin Condition………………………. 

Arthritis..……………………………….. 

Diabetes……………………………….. 

Prostate Condition.……………….. 

Constipation/Diarrhea…………… 

Pregnancy………..……………………. 

Tobacco Use: 

 Past   Present 

 Occasional  Moderate 

 Heavy 

 

Alcohol Use: 

 Past   Present 

 Occasional  Moderate 

 Heavy 

 

Please list any medications or 

nutritional supplements you take: 

_________________________________

_________________________________

_________________________________

_________________________________

_________________________________

_________________________________

__ 

Dr. Joshua Bly 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

General Information 



COMPLAINT HISTORY 

1. Describe your chief complaint:__________________________________________________________________________________ 

     How long have you had this condition?:_______________________________Date of onset:________________________________ 

2. How would you describe the pain?  

 

 

 

3. How would you rate the intensity of your pain? (Circle the appropriate number) 

 

 

4. How often is the pain present? 

 

5. Since your problem began, is the pain: 

 

6. How did your problem begin? 

 

7. What makes your problem better? 

8. What makes your problem worse? 

9. Are you currently taking any medications?   Yes   No 

If yes, please describe:______________________________________________________________________________________ 

10. Were you previously treated for an earlier occurrence of the same condition?  Yes   No 

If yes, by whom?   MD/DO  Chiropractor   Physical Therapist  Other 

What were the approximate dates, type of treatment and the results?_______________________________________________ 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

11. What is your physical activity at work? 

 

 

12. Do you exercise? 

 

 

 

13. What is your present general stress level?  

 

 

14. Is your problem affecting your ability to work or do other routine daily activities? 

 

 

  
 

    Sharp   Soreness    Throbbing   Shooting  Spasm 

 Burning   Ache    Weakness   Numbness  

0 1 2 3 4 5 6 7 8 9 10 

(No Pain)                     (Moderate Pain)                         (Extreme Pain) 

 Constant (81-100%)  Frequent  (51-80%)  Occasional (26-50%)  Intermittent (25% or less) 

 Getting Worse  Getting Better  Staying the same 

 Auto Accident  Work Related Accident  Other type of Accident  Gradual  Sudden

  No Specific Reason 

 Nothing      Walking       Standing       Sitting       Moving Around/Exercise       Lying Around       Inactivity 

Explain: ________________________________________________________________________________________________ 

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________ 

 Nothing      Walking       Standing       Sitting       Moving Around/Exercise       Lying Around       Inactivity 

 Mostly Sitting     Light Manual Labor            Moderate Manual Labor        Heavy Manual Labor 

 No regular Exercise     1-2 Times/Wk           3-4 Times/Wk      5-7 Times/Wk  Sports 

 Cardiovascular        Stretching  Weight Machine  Free Weights                     Type______ 

 No Stress   Minimal Stress  Moderate Stress  Greatly Stressed 

 No Effect  Cannot Work  Totally Disabled  Limited Physical Restrictions, but can work

  Need some assistance with daily activities        Cannot function without assistance 

Provider 

Initials 



 

Patient Name:________________________________________________ Date:________________________ 
 

 

 

 

TYPE OF PAIN YOU ARE CURRENTLY EXPERIENCING… 

Place appropriate letter on the diagram above. 

Ache=A   Numbness=N  Pins and Needles=P   

Burning=B   Stabbing=S 

Please place a mark on the line below that corresponds to your current pain level. 

 

 

 
NO PAIN         WORSE PAIN POSSIBLE 

Doctors Notes 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

 



         Dr. Joshua Bly 

  
Name:                                       Date:    

CONSENT FOR TREATMENT 

l, the undersigned, hereby authorize Dr. Joshua Bly and whomever he may designate as his assistant(s) to perform diagnostic 

tests, and to administer treatment as necessary. I also certify that no guarantee or assurance has been made to the results 

that may be obtained. I understand and agree that health and accident insurance policies are an arrangement between an 

insurance carrier and me. Furthermore, I understand that this office will prepare any necessary reports and forms to assist 

me in making collections from the insurance company and that my account authorized to be paid directly to this office will be 

credited to my account upon receipt. I permit this office to endorse remittances for the conveyance of credit to my account. 

However, I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally 

responsible for payment. If electric muscle stimulation is done, there will be a charge of $10.00 for electric muscle stimulation 

pads. The pads last one year before they need to be replaced. 

Patient’s Signature:                                                                                          Date:                               Witness: ____________                                                                                                 

 

MASSAGE THERAPY APPOINTMENT POLICY 

 

Cancellation and No Show of Scheduled Appointment: 

Our therapist’s availability is very limited. Appointments are prioritized as part of your patient care and enhance patient 

progress. If an appointment is canceled with less than 12 hours' notice or if the patient simply does not show up, it will be 

necessary to collect the fee of $40.00 for the missed appointment. 

I understand that I will be billed the fee in the event I miss a therapy appointment. 

 

Patient’s Signature:                                                                                                    Date:                               Witness: ____________                                                                                                 

  

REQUEST FOR PAYMENT OF BENEFITS TO PROVIDER OF CARE 

I hereby authorize the                                    Insurance Company/insurance Administrator to pay by check, and for it to be mailed 

directly to Peluso Chiropractic Center DBA: North Pinellas Chiropractic the expense benefits allowable and otherwise payable 

to me under my current policy, as payment towards the total charge for professional services rendered. I have agreed to pay, 

in a current manner, any balance of said applicable charges. I agree that this office be given power of attorney to endorse/sign 

my name on any and all drafts for payment of my bill. 

Patient's Signature:                                                          Date: ______________ Witness: ______________                                 

RECEIPT OF NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT FORM 

I                                                  have read or received a copy of North Pinellas Chiropractic Notice of Patient Privacies Practice. 

 Patient/Guardian's Signature:                                                                              Date: ______________ 

36949 US HWY 19 N Palm Harbor, Florida 34684                          TEL: (727) 934-7602   FAX: (727) 916-6196 



 

 

 

AUTHORIZATION TO RELEASE MEDICAL RECORDS 

I hereby authorize the release of my medical records such as, but not limited to;  

imaging, imaging findings, evaluation findings, treatment notes or records requested, be submitted to: 

North Pinellas Chiropractic 

36949 US HWY 19 N 

Palm Harbor, FL 34684 

Fax: 727-916-6196 

Phone: 727-934-7602 

Signed: 

 

Print:  

 

DOB: 

 

Date: 

 

 

   Dr. Joshua Bly 

36949 US HWY 19 N Palm Harbor, Florida 34684       TEL: (727)934-7602   FAX: (727)916-6196 


