
WELCOME to our office.   My goal is to ease existing pain and to correct its underlying causes so that you 
may reclaim great health.  I offer an integrated approach to health care.  To increase your power as a health care 
consumer and to support your involvement in your own healing, I offer education in self-care techniques. 

Janet L Rueger, DC 
 

Patient Information 
 

Last Name_______________________________First Name____________________________Mid.Initial____ 
Home Address_______________________________________City_____________________State__________ 
Zip Code___________________SS#_______________________________Birthdate_____________________ 
Gender:_____Male______Female    Phone #  H:_______________________Wk:________________________ 

Cell ph #____________________E-Mail_________________________________________________________ 

 ***************************************************************************** 

Spouse or Guardian 

Last Name_______________________________First Name____________________________Mid.Initial____ 

Home Address_______________________________________City_____________________State__________ 
Zip Code___________________SS#_______________________________Birthdate_____________________ 
Phone # H:____________________Wk:_____________________Cell:_____________________ 

Relationship to Patient_______________________________________________________________________ 

 ***************************************************************************** 

Payment Method:________Cash________Check_______________Insurance - Pre-approved 

Primary Insurance Co._____________________________Primary Insured_____________________________ 

ID#_______________________________________________Group #________________________________ 

Secondary Insurance Co.___________________________Primary Insured_____________________________ 

ID#_______________________________________________Group#_________________________________ 

Accident?______Y______N       If accident, please complete an accident questionnaire. 

Workers Compensation? ______Y______N      If yes, please advise us. 

 ****************************************************************************** 

I, the undersigned, assign directly to Janet L Rueger, DC, all insurance benefits, if any, that are payable for 
services rendered.  I understand that I am financially responsible for all charges whether or not paid by 
insurance.  I am responsible to provide all information necessary for this office to file claims to my insurance 
company.  In the event my account is placed with a collection agency, I understand I will be liable for all court 
costs, attorney fees, interest due and collection costs.  There will be a minimum of $45.00 charge assessed for 
any missed appointment that is not cancelled, 24 hours in advance of the appointment or Friday for a Monday 
appointment.  Appointment changes must be by telephone, text or in person.  (NOT via e-mail!) At the 
discretion of this office, we may waive this fee IF another patient takes the cancelled appointment time. 
 
Responsible Party___________________________________________________Date____________________ 
 
 

400 W. Hersey St., Suite 3,    Ashland, OR 97520 
541-690-6799 



Janet L Rueger, DC                400 W. Hersey St., Suite 3, Ashland, OR 97520 
541-690-6799 

Confidential Health History 
Name___________________________________       DOB_______________Date_______________ 
Home Phone_____________________Cell Phone_____________________Other________________ 
 
If you need more space to answer any of the questions, use the back side of this, please. 
Describe problems for which you seek help.  Please include dates when each problem occurred: 
__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________   

Brief Health History:  List major illnesses and accidents.  Please include dates:__________________ 
__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

List all Surgeries you have had, including Dental surgeries.  Give dates______________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

List Medications or Supplements You are presently taking:_________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

What Daily activities are you finding difficult or are limited because of your above complaints:______ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

Have you ever had this problem before, and if so, when?_____________________________________ 

__________________________________________________________________________________ 

Have you been treated for any health condition by any other health practitioner in the past year? 
________For what and by whom?______________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

Please list any Medical tests you have had within the past year:_______________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 



Name__________________________________                                    DOB_______________ 

Have you ever had extensive dental or orthodontic work performed?__________________________ 
Do you have any Root Canals?_________________________________________________________ 
Have you had any teeth extracted?_______________________________________________________ 
 
Do you wear heel lifts or orthotics?________  Age of mattress you sleep on______________________ 
Alcohol:  How much per week?___________________Coffee: How much per day?_______________ 
Black Tea?__________________Sodas: How many per week?__________________ 
Do you smoke?_______Chew?_________How much per day?_________ 
Do you use any “Recreational” drugs?____________________________________________________ 
Sugar:  Give an estimate of your sugar intake per day or per week______________________________ 
How much WATER do you drink per day? (other fluids do NOT count as water!)_________________ 
 
Chemical Exposures-Please list: 
Pesticide use either in job or in your own home?__________________________________________ 
Lacquers, paint thinners, paints, especially if they were in contact with your skin________________ 
Cleaning products, especially if you use them occupationally________________________________ 
Working on cars and trucks, other machinery, especially if frequent skin contact_________________ 
Any other chemical exposures_________________________________________________________ 
Have you ever been diagnosed with: AIDS_______HIV______Exposed to AIDS_________________ 
TB?____________________Hepatitis?__________________________________________________ 
Did either of your parents or grandparents have TB, Polio, Syphilis, Gonorrhea, or other serious 
infectious disease?___________________________________________________________________ 
Any other significant Family History?____________________________________________________ 
__________________________________________________________________________________ 
What are your Goals with care you receive in this office?_____________________________________ 
__________________________________________________________________________________ 
Is there anything else you would like me to know?__________________________________________ 
__________________________________________________________________________________
__________________________________________________________________________________ 
 
 
 
____________________________                                                                      ___________________ 
Signed                                                                                                                   Date 
 
 
 
 
 
 
 
 
 
 
 
 
 
Janet L Rueger, DC  400 W. Hersey St., Suite 3, Ashland, OR 97520         541-690-6799 








