
Dr. Charles W. Rice, Jr.

Chiropractic Physician

Diplomate American Chiropractic Dear Friend:
Board of Nutrition

We would like to welcome you to Total Health Chiropractic Center!
Certified Clinical Nutritionist . . .

Our goal is to provide you with thorough and efficient service. In
order to provide you and our other patients with the best care, we
request that you follow our guidelines regarding broken and/or
cancelled appointments. Please remember that we have reserved
appointment times especially for you. Therefore, we request at
least 24 hours notice in order to reschedule your appointment.
This will enable us to offer your cancelled time to other patients
that desire to get their treatment completed. When you cancel
your appointment at the last minute, everyone loses - you, the
doctor and other patients that would like to have utilized your ap
pointment time.

Since our office does not charge for broken or cancelled appoint
ments, please realize how important it is to keep your reserved
time. If you arrive late you may have to wait as we see others that
arrived on time. Thank you for your consideration of our policies
and for the opportunity to be your chiropractic office of choice.

Your first visit with the doctor begins the process of determining
your individual needs and takes 45 minutes to 1 hour. The doctor
will first review your health history and then conduct a physical ex
amination that will include neurological, orthopedic and spinal
tests. The doctor will use the information collected to compose a
nutrition plan to address your specific needs. The doctor will re
view the nutrition plan with you on the second visit, which typically
takes 30 minutes.

Please complete the attached forms as completely as possible.
This information will help the doctor attend to your needs. You will
not be able to see the doctor until this information has been col
lected. If you have any questions please call the office at 813-269-
0437.

Remember to thank the person who referred you to our office.

Total Health Chiropractic Yours in Good Health,
Center, PA.
13129-A N Dale Mabry Hwy.
Tampa, FL 33618 The Staff of Total Health Chiropractic Center
Phone: 81 3-269-043 7
Fax: 813-963-5557
totalhealthchiro@verizon.net



CONFIDENTIAL INFORMATION

Name________________________________________ Preferred Name________________________________

Address

City________________________________ State________ Zip Code

_____________________

Home Phone____________________________ Cell Phone________________________________

Date of Birth

_______________

Age

________

E-mail

_______________________________________

Your Occupation Employer

Work Address

Work Phone______________________________ Social Security #

_____________________________

Spouse/Guardian Occupation

Employer Work Phone_______________________________

We would like your permission to keep your primary care physician up to date on your
condition and treatment here at Total Health Chiropractic Center.

Primary Care Doctor

Agreement to Pay

I understand and agree that health and accident insurance policies are an arrangement be
tween an insurance carrier and myself. Furthermore, I understand that this chiropractic of
fice will prepare any necessary report and forms to assist me in making collections from the
insurance company. However, I clearly understand and agree that all services rendered me
are charged directly to me and that I am personally responsible for payment at the time of
the visit. I also understand that if I suspend or terminate my care and treatment, any fees
for professional services rendered me will be immediately due and payable and that I am re
sponsible for any costs incurred in collection of said balance. I have read and understand
the above and agree to comply.

Patient Name please print Date

Parent, Guardian or Patient’s legal representative







PatientName:

___________________________________

Date:

Body Temperature

Pleaserecordyour temperatureaccordingto the instructionsbelow for
3 to 5 days.This mustbe completedbeforeyour visit.

HowTo Measure Your Temperature.

The Temperatureis taken,

* By mouth
* With a Mercury/glassthermometera new digital thermometercanbe

usedif you can’t get a mercurythermometer
* Every3 hours,3 times a day, starting 3 hoursafterwaking, for several

daysnot the3 daysprior to theperiodin womensinceits higherthen.
For example,if onewakesat 7am, thenthetemp. shouldbe measuredat
aroundlOam, 1pm, and4pm.

* For eachday, addthetemperaturestogetherand divide by 3 to get the
average.

Usethetablebelowto recordyour readings.

Date
Time

Average



Diet Log
Please write down what you eat and drink for a week! This includes juice, coffee, alcohol. If
you’re attempting to follow any particular diet, please indicate that in the space below the
table, IE Swank diet, Atkins.

Monday Tuesday Wednesday Thursday Friday Saturday Sunday

Breakfast

Snack

Lunch

Snack

Dinner

Snack



PAIN DRAWING

Date

____________

Mark as follows:
A-Ache B - Burning N - Numbness P - Pins & Needles
$ - StabbIng 0- Other - Descilbe______________

Name.

L R

R L



PatientName:

____________________________________________

Date_______________

Sup plement/Medication List

Pleaselist all dietary supplementsandmedicationsyou are currentlytaking. Includeany
over thecountermedicationthat you takeregularlyi.e. aspirin

Product Name Manufacturer Form Dosage Frequency
Vit C SunDown Tablet 500 mg 2 per day

Comments:



     x

   x



Dearfriend:

In orderto properlyevaluateyour condition, thedoctorwill needto review any
diagnosticteststhat havebeenperformedon you in thepast6 months.This includes
laboratorytestsandX-rays. So that we may serveyou quickly andefficiently, please
collect theserecordsbeforeyour visit. If you do not havecopiesoftheserecords,please
completetheattachedReleaseofMedical Recordsto allow theorderingdoctorto send
themto us. We appreciateyour co-operation.If you haveany questionsregardingthe
completionofthis form pleasecall theoffice at 813-269-0437.

Sincerely,

The Staffof Total HealthChiropracticCenter,PA.


