Daie

Pakant Name

SSHIC/Fstient i #

Las! Hame

s it

Airthidale

(3F  Age.

[ Marrted

03 Separaled

Cocupation

55¢

Fatien! ErployarSchoal,

I Widgwed

1 Divorped

{.iSingle

Pannered for

_ years

Bithdate _

Spousa's Mame -

: EmptoyerSchoo! Phone (|

Employer/Sehool Address .

Spouse's Emplayer

Wiy is responsibie for this account?

Relationship o Pabent ___

fnsurance Co

Group # _

is patient covered by additional insurance? [IYes { iNo

Subseribar's Name

Birthdate 88 el

Belationshipto Patlent ... R

irsurance o mir

Group # S e o e e

LESSIGHMENT AND RELEASE
boeerhly thal 1, andior rmy dependeni(s).

have insurance overage wiih

and assign duacly o

Mame of nserance Company(ies)

gt insurance benehis.
5 payable 16 ma Igr ser [ ungerstand that | am
iy wopsibie for all charges whether o rot paid by Insumance 1
au?huﬁa?& the uze ol nry signature on all insurance stbmissions

The sbove-narad doclor may use my heallh carg information and may diszioss
sueh nkrmation o the above-named frsurance Companylies) and thay agents
o e purpose o] ebiaining paymant for seodces and delermuning inswance
berigpfits o the henefs payable b relaled servioes This consent will end when
rvy cument treatmen! plan is completed o one year from the dale signed below

Signature of Fatentl, Paront. Guardian or Personal Fleprassntatve

Pizase print name of Palient, Pzarant, Guardian or Personal Representalive

. ;
Date Retationship mﬁ"aﬁem

Home Phone { ]
el Phona ( }

Bast time and place

Narme

: 1o reach you |
I CASE OF EMERGENCY, CL‘)MTACT

Realationship

Homa Phone ( 3

Work Phone (.

Is condition due to an accident? { I Yes {] No
RET S
Type of zeadent [ Auto-[work Didome []Other

To whom have you made a repori of your gccident?
{1 Ao Insurance [} Emplayer [ Worker Comp. [} Other

Altarney Name {if applicable)

Reazon for Visit |

Type of pam:

Is it constant o does

When did your symptoms appear?
is ¥his condition gelting progressively worse? [I'Yes
. Mark an X on the picture Whare you confinue to have pain, rumbnass, or tingling.
Rate the severily of your pain on 2 Scals frofn 1 (lzast pain} to 10 (severe pain)
{1 Throbbing {7 Kumbness {'] Aching

{7 Sharp
{"] Stfiness

{3 8umning [ Tingiing
How olten do you have this pain?
it gome and go?

Does il interfers wilh your ] Work
. Activities or movements that are painful lo pardorm [ Sitting [ Standing

1Dl

[ i Cramas

{(INo

MUnknown

{1 Shooting
{7 Swelling  [[] Other
k)

{71 Stesp

{3 Daily Bouting

"t Recreation
YWalking [ Bending {7] Lying Down
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Whal irzatment have you already raceived for your condition? [} Medications 71 Surgery [ Physical Therapy
‘ {7 Chiropractic Services [t Hone {JOther L o e

Name and addrsss of other doctor{s) who have trealed you for your condition
Date of Last:  Physica! Exam Spiral X-Ray .. BlocdTest ___

Spinal Exam ChestX-Ray. ____ . . ... UreTest

Dentat X-Ray____ . MALCT-Scan Bone Scan et e e e i
Piace a mark an “Yes™ or *Mo” to indicale if you have had any of the foliowing: ) »
NDSMEV [d¥es {T1No  Chicksn Pox Tives [ifo  Liver Disease CiYes FiNo  Rheumatoid Arthritis [ ) Yes [[INo
Alccholism [¥Yes Mo Disheles iT¥es [LJNo  Moasles Tives {IMe  HAheumabc Fever  [Yes Oio
Allergy Shals Cives {TMNo Emphysems [Jves [[iMNo Migmine Headaches [T¥es {Ne  Scarlet Fever EE Yas | 1HNo
Anernig EpHiapsy [ves [tMa  Miscariage Tives [ORo  Suche [3Yes [HHo
Anoresia Fracires [TYes [ho  Mononuckeoss [ 1¥ea Suigide Attempl [I¥es [TiNo
Appeﬁjciﬁs Glaveoma [Yes {TjNo  Buliiple Sderosis [} Yes Tiyroid Preblems [ jYes [IHNo
Arthritis Gioder [Mi¥es [IMo  Bumps {7} Yes Tonsithts Yes [ 1Mo
Asthina [I¥ss TINo  Gonorhsa {Tves [INo  Osleoporasls Uives Tuherzulosis Cives [INo
Bleeding Disvrders [Tyes {[JNo  Gout Uives [IMNo  Pacemaker Lives [INo  Tumors Growins [ Yes
Breast Lump [¥es [T1Na  Hear Diseass [1Yes [JNo  Parkinson's (issase [1¥es [1No  Typhow Fovar &
Bronghilis [¥es [Tho  Hepalitis [iYes (iNo  PiachedMorva  [JVes [JMo  Ulsers
Butimia TYes [TINe  Herda TiYes Mo Prsumons {3Yes [Iho Vaginal Infactions  {IYes [ltio
Cancer Fives [iNo i'.-ierr:ia!ed Disk [T¥es [INa  Poka Flves [JMo  Vengreal Disssse [1Yes [JNo
c;gza‘;ams Cives £ 'gg Herpas [I¥ss [(INe Prosltate Problem [JYes [[Me  Whooping Cough  (JYes [iNo

i Chemiéai. High Cholestersl  {IYes {TjMNo  Prosthasis . TiYes [ONe  Other

Crupendency Yes [INo  Kidney Disease Cves [ Psychiatic Care ] Yes

HABITS

EXERCISE WORK ACTIVITY

[ Nane [ Sitfing (] Smaoking : PacksDay. o . -
[1soderate O Standing | {71 Ateehol Drinks/Week
'] Daily [CiLight Labor {7 Coffza/Calieine Drinks - Cups/Day ___
] Heavy ] Heavy Labor {7} High Sfess Level Reason .
Are you pregnant? [[ives [iMo fus Date R
Injuries/Surgerizs you have had Desariplian A Date
Falls U —
Head Injurigs e e -
Broken Bones _ - S e e e e
Dislocations — e i i i e

Surgerles

- - : o - .
Pharmacy Name . — e e £ et e e
Pharmacy Phone {3 e

Family History: Father, Mothet, Brother; Sister, ( F (use F, M, B, S, GM or GF to all that apply
Deceased: Cause of death:
*Cancer *Asthma *Kidney *Tuberculosis *Heart Disease *Liver Disease
*Stroke * Arthritis *Diabetes *Mental Illness *Lung Disease *QOther

t




Patient Health Information Consent Form |

We want you to know how you Patient Health Information (PHI) is going to be used in
this office and your rights concerning those records. Before we will begin any health
care operations we must require you to read and sign-this consent form stating that you
understand and agree with how your records will be used. If you would like to have a
more detailed account of our policies and procedures concerning the privacy of your
/ Patient Health Information we encourage you to read HIPAA NOTICE that is available
fo you at the front desk before signing this consent.

ity
iy,

)

2)

3)

K

3)

6)

7

The patient understands and agrees to allow this chiropractic office to use their
patient Health Information (PHI) for the purpose of treatment, payment, healthcare
operatidns and coordination of care. As an example, the patient agrees to allow
this chiropractic office to submit requested PHI o the Health Insurance Company
(or companies) provided to us by the patient for the purposc of payment. Be
assure that this office will limit the release of all PHI to the minimum fieeded for
what the insurance companies require for payment.

The patient has the right to examine and obtain a copy of his or her own health
records at any time and request corrections. The patient may request to know
what disclosures have been made and submit in writing any further restrictions on
the use of the PHI. Our officer is not obligated-to agree to those restrictions.

A patient’s written consent need only be obtained one time for all subsequent care
given the patient in this office.

The patient may provide a written request to revoke consent at any, time dyuring
care. This would not effect the use of those records for the care given prior to the
written request to revoke consent but would apply to any care given after he
request has been presented.

For your security and right to privacy, all ‘staff has been trained in the area of
patient record privacy and a privacy official has been designated to enforce those
procedures in our office. We have taken all precautions that are known by this
office to assure that your records are not readily available to those who do not
need them.

Patients have the right to file a formal complaint with our privacy official about
any possible violations of these policies and procedures.

If the patient refuses to sign this consent for the purpose of treatment, payment and
health care operations, the chiropractic physician has the right to refuse to give
care.

I have read and understand how Tmy Patient Health Information (PHI) will be used and I
agree to these policies and procedures.

'
1

Name of Patient Date

Signature of Patient/Representative Date




