


Exum Chiropractic Clinic    Mitchell F. Gaj, D.C. 
3541 Edgewater Drive. Orlando, FL 32804   Daniel B. Moroff, D.C. 
Phone:  407-423-0038 Fax: 407-849-6084    
 
 
Name: _____________________________________  Date: _____________ 
 
Email: _____________________________________ 
 
Chief Complaint:  
Main reason for visit: ______________________________________________________________________ 
 
Are your symptoms associated with an accident or injury? If so, please describe your 
injury.___________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________ 
 
How long has this been affecting you? ________________________________________________________ 
 
How often are you experiencing symptoms? ___________________________________________________ 
 
What aggravates this condition? _____________________________________________________________ 
 
What helps this condition? _________________________________________________________________ 
 
Secondary Complaint:  
Are there any other concerns you would like the doctors to address, If so please list: 
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________ 
 
Health History:  
List any medical condition for which you have been diagnosed: 
_________________________________________________________________________________________
_________________________________________________________________________________________ 
 
List any surgeries you have had in the past:  
_________________________________________________________________________________________
_________________________________________________________________________________________ 
 
List all medications you take and for what condition:  
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________ 
  
List any past fractures:  
_________________________________________________________________________________________
_________________________________________________________________________________________ 
 
Have you ever had an automobile accident, slip and fall injury, concussion or workers comp accident? If 
yes give an approximate date, brief description, and list any injuries associated. 
_________________________________________________________________________________________
_________________________________________________________________________________________ 



Have you had any significant change in weight or eating habits in the past year? If yes, please explain.  
_________________________________________________________________________________________
_________________________________________________________________________________________ 
 
Would you like the doctor to discuss weight loss with you?      Yes _______ No _______ 
 
Have you ever been to a Chiropractor before?  If so, when was your last visit?  
________________________________________________________________________________________ 
 
Has your mother or father been diagnosed with a significant illness or disease? (E.g. cancer, diabetes, 
etc) 
 
Mother: 
_________________________________________________________________________________________
_________________________________________________________________________________________ 
 
Father: 
_________________________________________________________________________________________
_________________________________________________________________________________________ 
 



Exum Chiropractic Clinic                                                                                                      Daniel B.  Moroff, D.C. 

3541 Edgewater Drive, Orlando,  Fl  32804                                                                          Mitchell F. Gaj, D.C.                       

407-423-0038       Fax:  407-849-6084 

 
EXUM CHIROPRACTIC CLINIC CONFIDENTIAL PATIENT INFORMATION 

 

 
Name: First_____________________   MI_________ Last________________________________________   M___F___ 

 

Address_________________________________________________ City_____________ State__________  Zip_______ 
(Please check the box of your primary number) 

Home Phone___________________________ Primary    Work Phone ______________________________ Primary  

 

Cell Phone ____________________________ Primary  E-mail _____________________________________________ 

 

Social Security #________________________________ DOB ____/_____/__    Age _______   Marital Status: M S W D  

Caucasian____    African American ___      Hispanic____      Other ________________ 

 

Employer ____________________________________________ Occupation____________________________________ 

 

Office Address _____________________________________________________________________________________ 

 

Referred by: ___________________________________________________________________________________ 

 

Spouse’s Name__________________________________________________ Work Phone ________________________ 

 

Employer____________________________________________________ Occupation____________________________ 

 

Office Address _____________________________________________________ City_______ State_____ Zip________ 

 

Is this injury/illness  WORK RELATED    AUTO ACCIDENT          Date of A/A____/_____/____ 

 

Have you ever had the same or a similar condition?  Yes  No  If yes, when? __________________________________ 

 

Have you lost any days from work due to this injury/illness?  _____________ How many days______________________ 

 

Purpose of this visit (Major Complaint) __________________________________________________________________ 

 

Is this condition interfering with your work     sleep    daily routine  other ? _______________________________ 

 

How long has it been since you really felt good? __________________________________________________________ 

 
I authorize Exum Chiropractic Clinic, P.A. to provide my insurance company with any medical records necessary for the processing of 

claims submitted on my behalf.  Furthermore, I verify that the above information is complete, correct and properly provided by the 

patient or patient’s legal guardian. 

 

Signature______________________________________________________________________ Date ____/____/_____ 

 

If patient is a minor: 

Guardian or Spouse’s Signature authorizing care: __________________________________________________________ 



INFORMED CONSENT FOR CHIROPRACTIC TREATMENT

Doctor Name:

I hereby request consent to the performance of chiropractic treatments falso known
as chiropractic adjustments or chiropractic manipulative treatmentsJ and any other
associated procedures: physical examinations, tests, diagnostic x-rays, physio
therapy, physical medicine, physical therapy procedures, massage, ect. on me by the
doctor of chiropractic named above and/or other assistants and/or licensed
practitioners.

I understand, as with any health care procedures, that there are certain
complications, which may arise during chiropractic treatments.

I do not expect the doctor to be able to anticipate all risks and complications, and I
wish to rely upon the doctor to exercise judgment during the course of the
procedure(s) which the doctor feels at the time, based upon the facts then known,
that are in my best interest.

I will have an opportunity to discuss the nature, purpose and risks of chiropractic
treatments and other recommended procedures. At that time, I will have had my
questions answered to my satisfaction. I also understand that specific results are not
guaranteed.

If there is any dispute about my care, I agree to a resolution by binding arbitration
according to the American Arbitration Association.

I have read (or have had read to me) the above explanation of the chiropractic
treatments.l state that I have been informed and weighed the risks involved in
chiropractic treatment at this health care office. I have decided that is in my best
interest to receive chiropractic treatment I hereby give my consent to that
treatment. I intend for this consent to cover the entire course of treatment for my
present conditionfs) and for any future condition(s) for which I seek treatment.

SIGN ONIY AFTER YOU UNDERSTAND AND AGREE TO THE ABOVE

Prinled name of Patient

x
Signature of Patient

x

Date

Signature of Representative fif patient is a minor or handicapped) Date
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