










 

 

 
DR. E BEADLE DC, MA, CCSP, DIPL. AC (NCCAOM)  

 
NAME:  _______________________      DATE:  _____________________                            
 

DIFFERENTIAL DIAGNOSIS 
 
- What complaints / conditions do you have?   
- Please list the order in which you would like these conditions treated.   
- What time of the day are these conditions worse? 
 
 Condition     Time   Re-Exam  

(office use only) 
1.  ______________________        __________  ____________ 
 
2.  ______________________        __________  ____________ 
 
3.  ______________________        __________  ____________ 
 
4.  ______________________        __________  ____________ 
 
5.  ______________________        __________  ____________ 
 
6.  ______________________        __________  ____________ 
 
7.  ______________________        __________  ____________ 
 

(Examples include:  back and neck pain, headaches, shoulder,  
knees, wrist, TMJ, eyes, ears, nose and throat (E ENT), heart, lung,  
digestive, urinary, reproductive, skin, hormone, thyroid, allergies,  

depression, anxiety, insomnia, lack of energy) 
 
- In oriental medicine dreams and emotions are significant in our diagnosis. 

       Do you have vivid dreams?       □  YES      □  NO 
 
- What emotions are most prevalent? (circle all that apply)   

anger  worry  joy  panic  anxiety sadness 
tears  fear  grief  weeping obsession 
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ELIZABETH BEADLE, D.C. MA, CCSP, DIPL, AC 

 
Patient:  _______________________________  Date: __________________ 
 
S.S. #: _________________________________  D.O.B.:  ________________ 
 
Authorization for Use or Disclosure of Protected Health Information: 
 
 I, the above-identified patient, or my legal representative, hereby authorizes use or disclosure of 
protected health information about me to be furnished to Healing for Life, PLLC at their address below, all 
records, x-rays, MRI reports and excerpts of all records and/or prognosis, care and treatment, billing or 
opinions rendered concerning any and all conditions that the above-identified patient has had in the past, 
may have now, and may in the future. I understand that the information used or disclosed may be subject to 
re-disclosure by Healing for Life, PLLC and would then no longer be protected by federal privacy 
regulations. This information is needed by Healing for Life, PLLC and is voluntarily disclosed by me. 
 I authorize the use of this medical release and any reproductions thereof to satisfy any 
State/Federal regulations. All records faxed are received in a secure location and will be protected/secured 
according to the regulations of HIPPA. I may revoke this authorization by notifying Healing for Life, 
PLLC in writing of my desire to revoke it. However, I understand that any action already taken in reliance 
on this authorization cannot be reversed and my revocation will not affect those actions.  I understand that 
the medical provider to whom this authorization is furnished may not condition its treatment of me on 
whether or not I sign this authorization. 
 
This authorization expires one year from the above date. 
 
(     )  I certify that I am the above-identified patient. 
 
(     )  I certify that I am the legal guardian of the above-identified patient. 
 
Revocation of All Prior Authorizations: 
 
 I, hereby revoke all previous authorizations given by me for the release of medical information for 
any reason and/or purpose whatsoever, and specifically request that NO medical information of any nature 
be shown, discussed, or released to any party other than Healing for Life, PLLC; with the EXCEPTION of 
insurance providers and other healthcare providers as deemed necessary for the continued healthcare for the 
above-identified patient. 
 
(     )  I certify that I am the above-identified patient. 
 
(     )  I certify that I am the legal guardian of the above-identified patient. 
 
 
X__________________________________________________ 
Signature 
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