Welcome To Our Office

Patient Forms
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First Name: Last Name: 5 Date Of Birth:

&, Home Phone: LR ”Q__,_'M'(-B-bi(éPhbﬁg e S g Work Phone:

@E-Mail: Preferred Communication:
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Street Address: Apt/Suite \1
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Race & Ethnicity: ' S T Marital Status:

L3 American Indian or Alaska Native {4 Hispanic or Latino U Single U Married L3 Other
I Asian L4 Native Hawalian or Other Pacific Istander

L3 Divorced I widowed d separated
J Black or African Ameman LJ White J Other
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Street Address: . ' T S ' Apt/Suite #:

City: o o ZpCode:  Stae

Job Title/Position: ~~~ lcurrentlyWorking:

Qves W No © DateStopped Working:
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Insurance Detail

Primarx Insurance Ccverage

Insurance Company Name:

Policyholder Name:

insurance (D #:

Group Number:

Plan Name: Q»Phaﬂe Number:

Street Address: Suite/Unit #:

City: ZipCode: State:
(Office Use) Policy Effective Date(s): Payer ID:

Co-Pay §:

Co-Insurance %:

Deductible:

Insurance Company Name:

Policyholder Name:

Secondaﬂ Insurance Coverage

Insurance D #:

Group Number:

Plan Name: K'Phone Number:

Street Address: Suite/Unit #:

City: ZipCode: State:
{Office Use} Policy Effective Date(s): Payer 1D

Co-Pay §:

Co-Insurance %:

Deductible:

Financia(iz ResEOﬂsible Partz

J Self I Other (If Other Please Complete Section Below)
First Name: Last Name: Date Of Birth:
L. Home Phone: .. Mobile Phone: &, Work Phone:
@ E-Mail: Relationship With Patient:
Street Address: Apt/Suite #
City: ZipCode: State:
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Medical Detail

Reason For Your Visit

[_Iwellness & Health Maintenance

Date Of Injury (When Did Your Pain Start?)

Date Of Accident: State: Where Accident Occurred

|_IAccident Q3 Automobile Related Accident
& Other Type Of Accident

Please Provide Brief Details Of Your Injuries & Pain:

Referring Provider

U 1 was Referred By My Primary Care Physician (Same Doctor Listed On First Page)

L3 1 was Referred By Another Doctor (Please Fill Gut Doctor Info Below)

Referring Provider Name: L, Phone:
Street Address: Apt/Suite #: @ E-Mail:
City: ZipCode: State:

Representative Details (if You Are Being Represented By An Attorney For An Accident Please Provide Info) :
AMEEsSESEssEsssEsEsEESsS S EEEEEESE HHEHEEEE GGG EEEETETEEEEEE S STy
&, Phone:

Referring Provider Name:

Street Address: Apt/Suite #: @ E-Mail:

City: ZipCode: State:
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Medical History

Lifestyle {«)
Are You A Smoker? Qves UWNo ltYes © How Often? /Day [Week
Do You Drink Alcohol?  WiYes W No lfYes © How Often? [Day [Week
Do You Exercise? Qves WNo IfYes & How Often? [Day [Week

Have You Ever Been Hospitalized? W Yes [ No | HaveYouHad Any Surgeries? WYes W No

If Yes, Please List Dates/Details:

Do You Have Any Allergies? W Yes W No £ Do You Require Medical Treatment For Your Allergies? [ Yes I No

If Yes, Please Provide Details:

Do You Take Any Medications? @ Yes W No

Please List All Medications & Dosage (How Much & How Often?)

Please Provide Any Other Medical Information You Feel The Doctor Needs To Know About

Patient Signature Date
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AUTHORIZATION FOR CARE

I hereby authorize the Doctor to work with my condition through the use of adjustments to my spine, as he or she deems appropriate. I clearly understand and agree that all
services rendered me are charged directly to me and that I am personally responsible for payment. I agree that I am responsible for all bills incurred at this office. The Doctor
will not be held responsible for any pre-existing medically diagnosed conditions nor for any medical diagnosis. I also understand that if I suspend or terminate my care, any
Jees for professional services rendered me will become immediately due and payable.

1 hereby authorize assignment of my insurance rights and benefits (if applicable) directly to the provider for services rendered. Iunderstand and agree that health and accident
insurance policies are an arrangement between an insurance carrvier and myself. I understand that the Doctor’s Office will prepare any necessary veports and forms to assist
me in collecting from the insurance company and that any amount authorized to be paid directly to the Doctor’s Office will be credited to my account on receipt.

Ownership of X-ray Films: It is understood and agreed that the payments to the Doctor for X-rays is for examination of X-rays only. The X-ray negative will remain the
property of the office. They are kept on file where they may be seen at any time while I am a patient at this office.

INITIAL IF READ ABOVE J

TERMS OF ACCEPTANCE

When a patient seeks chiropractic care and we accept such a patient for care, it is essential for both to be working towards the same objective. Chiropractic has only one goal. It
is only when the patient understands both the objective and the method that they will be able to attain it. This will prevent any confusion or disappointment.

An adjustment is the specific application of forces to facilitate the body’s correction of vertebral subluxation. Our chiropractic method of correction is by specific adjustments to
the spine. Health is a state of optimal physical, mental and social well being, not merely the absence of disease. Vertebral Subluxation is a misalignment of one or more of the
joints of the body. This can cause pain or alteration of nerve function and interference of the transmission of nerve impulses, lessening the body’s innate ability to maintain
maximum health.

We do not offer to diagnose or treat any disease or condition other than vertebral subluxation. However, if during the course of a chiropractic spinal evaluation, we encounter
non-chiropractic or unusual findings, we will advise you. If you desire advice, diagnosis or treatment for those findings, we will recommend that you seek the services of a
health cate provider who specializes in that area. Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding treatment prescribed by
others. OUR ONLY PRACTICE OBJECTIVE is to climinate a major interference to the expression of the body’s innate wisdom. Our only method is specific adjusting to
correct vertebral subluxation.

1 have read and fully understand the above statement. Any questions regarding the doctor’s objectives pertaining to my care in this office have been answered to my complete
satisfuction. 1 therefore accept chiropractic care on this basis.

INITIAL IF READ THE ABOVE DATE:

NOTICE OF PRIVACY POLICY

Protecting the privacy of your personal health information is important to us. Disclosure of your protected health information without authorization is strictly limited to defined
situations that include emergency care, quality assurance activities, public health, research, and law enforcement activities. Any other disclosures for the purposes of treatment,
payment or practice operations will be made only after obtaining your consent. )

®  Youmay request restrictions on your disclosures.

@  You may inspect and receive copies of your records within 30 days with a request.
®  Youmay request to view changes to your records.
°

In the future, we may contact you for appointment reminders, announcements and to inform you about our practice and its staff.

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), I have certain rights to privacy regarding my protected health information. I
understand that this information can and will be used to:

e Conduct, plan and direct my treatment and follow up with multiple healthcare providers who may be involved in that treatment directly or indirectly.
®  Obtain payment from third party payers.

©  Conduct normal healthcare operations such as quality assessments and physician’s certifications.

I have read and understand your Notice of Privacy Practices. A more complete description can be requested. I also understand that I can request, in writing, that you restrict
how my personal information is used and or disclosed.

PATIENT NAME (PLEASE PRINT): RELATIONSHIP TO PATIENT:

SIGNATURE: DATE:
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