Chiropractic Registration and History

Patient Information

Date

SS/HIC/Patient ID #

Patient Name

Insurance

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Last Name
Group #
- Middle Initial ) oot
First Name iddle Initia Is patient covered by additional insurance? []Yes [ No
Address )
Subscriber's Name
City .
_ Birthdate SS#
State Zip . . .
Relationship to Patient
E-mail
Insurance Co.
Sex (JM [JF Age
Group #
Birthdate ASSIGNMENT AND RELEASE
. . . . i , , i ith
[J Married [] Widowed [J Single ] Minor | certify that I, and/or my dependent(s), have insurance coverage wi
. and assign directly to
[] Separated [] Divorced (] Partnered for years Name of Insurance Company(ies)
Occupation Dr. all insurance benefits, if
. any, otherwise payable to me for services rendered. | understand that | am financially
Patient Employer/School responsible for all charges whether or not paid by insurance. | authorize the use of
my signature on all insurance submissions.
Employer/School Address
The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents for
the purpose of obtaining payment for services and determining insurance benefits or
Employer/School Phone ( ) the benefits payable for related services. This consent will end when my current
treatment plan is completed or one year from the date signed below.
Spouse’s Name
Birthdate Signature of Patient, Parent, Guardian or Personal Representative
SS# ; _ ) s
Please print name of Patient, Parent, Guardian or Personal Representative
Spouse’s Employer
Whom may we thank for referring you? Date Relationship to Patient
Home Phone ( ) Cell Phone ( ) Is condition due to an accident? []Yes []No Date
Best time and place to reach you Type of accident []Auto [JWork [JHome []Other
IN CASE OF EMERGENCY, CONTACT To whom have you made a report of your accident?
Name Relationship [ Auto Insurance [ ] Employer [ JWorker Comp. []Other
Home Phone ( ) Work Phone ( ) Attorney Name (if applicable)
Reason for Visit
When did your symptoms appear?
Is this condition getting progressively worse? [JYes [ JNo []Unknown

Mark an X on the picture where you continue to have pain, numbness, or tingling.
Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

Type of pain: [] Sharp 1 Dull ] Throbbing [J Numbness [ Aching [] Shooting
[1Burning  [JTingling (1 Cramps [] Stiffness [1Swelling  [] Other

How often do you have this pain?

Is it constant or does it come and go?

Does it interfere with your [ ]Work [ ] Sleep [] Daily Routine  [] Recreation

Activities or movements that are painful to perform [] Sitting [] Standing [] Walking [] Bending [] Lying Down
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Health History

What treatment have you already received for your condition? [ ] Medications [] Surgery  [] Physical Therapy

[] Chiropractic Services [] None [] Other

Name and address of other doctor(s) who have treated you for your condition

Date of Last: Physical Exam Spinal X-Ray Blood Test
Spinal Exam Chest X-Ray Urine Test
Dental X-Ray MRI, CT-Scan, Bone Scan

Place a mark on “Yes” or “No” to indicate if you have had any of the following: %
AIDS/HIV [COYes [JNo Diabetes [JYes [1No Liver Disease [JYes [INo Rheumatic Fever
Alcoholism [JYes [JNo Emphysema [OYes [JNo Measles [OYes [JNo Scarlet Fever
Allergy Shots [1Yes [JNo Epilepsy [lYes [INo Migraine Headaches [1Yes [1No  Sexuaily
Anemia [OYes [JNo Fractures [JYes [JNo Miscarriage [JYes []No 'gie;r;sézgted
Anorexia [JYes [JNo Glaucoma [JYes [JNo Mononucleosis [dYes [No Stroke
Appendicitis [JYes [JNo Goiter [JYes [ONo Multiple Sclerosis [JYes []No Suicide Ait’emp‘{: =
Arthritis [JYes [INo Gonorrhea [JYes [OJNo Mumps [OYes [1No Thyroid Problems :
Asthma [JYes [JNo Gout [JYes [[JNo Osteoporosis [OYes []No Tonsillitis
Bleeding Disorders [] Yes [INo Heart Disease [OYes [1No Pacemaker [OYes []No Tuberculosis
Breast Lump [JYes [[JNo Hepatitis [JYes [JNo Parkinson’s Disease []Yes [] No Tumors, Growfhs 3 ;
Bronchitis [OYes [INo Hernia [JYes [1No Pinched Nerve [OYes [ No Typhoid Fever
Bulimia [JYes [INo Herniated Disk [OYes [JNo Pneumonia [OYes []No Ulcers i
Cancer [dYes [INo Herpes [1Yes [INo Polio [1Yes []No Vaginal Infections []Yes
Cataracts [JYes [JNo High Blood Prostate Problem []Yes []No B .
Chemical Pressure [IYes [1No Prosthesis [JYes [1No Whooping Cough

Dependency [OYes [1No High Cholesterol []Yes []No Psychiatric Care  []Yes [ No Other
Chicken Pox [IYes [INo Kidney Disease [JYes [INo Rheumatoid Arthritis []Yes [] No
EXERCISE WORK ACTIVITY HABITS
[ None [] Sitting [1 Smoking Packs/Day
[] Moderate [] Standing ] Alcohol Drinks/Week
] Daily [] Light Labor [] Coffee/Caffeine Drinks Cups/Day
[] Heavy ) [] Heavy Labor [] High Stress Level Reason

Are you pregnant? []Yes []No Due Date

Injuries/Surgeries you have had Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

Medications 'Allergies Vitamins/Herbs/Minerals

Pharmacy Name

Pharmacy Phone ( )




ENHANCED CHIROPRACTIC AND FITNESS
FAMILY HEALTH HISTORY QUESTIONAIRRE

Name:

Do your grandparents, parents, siblings, or children have a history of any of
the following conditions (please specify who):

Heart Attack
Stroke
Aneurism
High Blood Pressure
High Cholesterol
Respiratory Problems
Diabetes

Lupus
Rheumatoid Arthritis
Cancer (List Type)

OoO0oO0o0Oo0oo0ooOooOoad

Please list any other pertinent family health history:

Signature Date




HIPAA PRIVACY STATEMENT

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

UNDERSTANDING YOUR HEALTH RECORD/INFORMATION

Each time you visit a hospital, physician, or other healthcare provider, a record of your visit is made. Typically, this record contains
your symptoms, examination and test results, diagnoses, treatment, and a plan for future care or treatment. This information often
referred to as your health or medical record, serves as, but is not limited to the following:

Basis for planning your care and treatment
Means of communication among the many health professionals who contribute to your care
Legal documents describing the care you received
Means by which you or a third-party payer can verify that services billed were actually provided
A tool in educating health professionals
A source of date for medical research
A tool with which we can assess and continually work to improve the care we render and the outcome we achieve
Understanding what is your record and how your health information is used helps you to:
*  Ensure its accuracy
s, Better understand who, what, when, where & why others may access your health information

»  Make more informed decisions when authorizing disclosure to others
YOUR HEALTH INFORMATION RIGHTS

Although your health record is the physical property of the healthcare practitioner or facility that compiled it, the information belongs to
you. You have the right to:

Request a restriction on certain uses and disclosures of your information as provided by CFR 164.522
Obtain a paper copy of notice of information practices upon request Inspect and copy your health record as
provided in 45 CFR 164.524 Amend your health record as provided in 45 CFR 164.528

Obtain an account of disclosures or your health information by alternative means or at alternate locations Revoke your
authorization to use or disclose health information except to the extent mat action has already been taken "*

OUR RESPONSIBILITIES
This organization is required to:

*  Maintain the privacy of your health information

»  Provide you with a notice as to our legal duties and privacy practices with respect to information we collect and maintain
about you

»  Abide by the terms of  this notice

*  Notify you if we arc unable to agree to a requested restriction

»  Accommodate reasonable requests you may have to communicate health information by alternative means or at alternative
locations

We reserve the right to change our practices and to make the new provisions effective for all protected health information we
maintain. Should our information practices change, we will mail a revised notice to the address that you have supplied for us.

We will not use or disclose your health information without your authorization, except as described in this notice.

FOR MORE INFORMAITON OR TO REPORT A PROBLEM

If you have questions and would like additional information, you may contact our HIPAA Privacy Officer at (412) 466-9100.

If you believe your privacy rights have been violated, you may file a complaint with our HIPAA Privacy Officer. There will be no
retaliation for filing a complaint



ENHANCED CHIROPRACTIC AND FITNESS

This notice describes how medical information about you has been used
and disclosed, and how you are able to review it. Please read and review this
notice carefully.

Information given to any person in this office is kept confidential and is

not shared unless authorized by the patient or legal guardian. Patient files are
used for medical and insurance purposes only.

Signature of patient or authorized representative

X Date:




