Scott Chiropractic
and Wellness

PERSONAL INFORMATION
PLEASE PRINT
First Name: M.I, Last Name: Preferred Name:
Address: City: State: Zip:
Birthdate: ! { Age Gender: 01 Male O Female SSN; ! /
Primary Phone: Cell Phone: Work Phone:
Home Email:

Cell Phone Service (circle one); AT&T Sprint T-Mobile Verizon Other:

By providing my email address and cell phone number, | authorize my doctor to contact me via email/text with the email address
and phone number provided.

Contact Method: (check one) O Primary Phone O Cell Phone O Work Phone O Home Email
Occupation: Employer:
Status: (check one) O Single O Married O Divorced O Widowed [ Separaled

Race: 0 White O Black/African American [ Hispanic/Latino O Asian CiNative American [J.Other:

Ethnicity O Hispanic or Latino O Not Hispanic or Latino [ | chaose not lo specify

O | choose not to specify

Preferred Language: 0 English O Spanish O French [ Japanese O Chinese [ German O .Other _______ O i choose not to specify
Emergency Contact; Name: Phone #: Relationship:
Family Physician Name: City:

Phone Number:
How were you referred to Scott Chiropractic? OJ Patient O Physician
O Internet O Newspaper O Sign O .Other

ASSIGNMENT/AUTHORIZATION/RELEASE:
0O Health Insurance:

I certify that |, and/or my dependents, have insurance) and assign directly to Scott Chiropractic all benefits, if any, otherwise
payable to me for services rendered. | authorize the use of my slgnature on all insurance submissions. | understand that “co
pays” are payable at the time of each visit and that | am financlally responsible for all charges whether or not paid by
insurance. The above-named provider's office may use my health care information and may disclose such information to the
insurance company(s) and their agents for the purpose of obtalning payment for services and determining benefits payable
for related services.

a Private Pay/Cash:
By checking this box, | acknowledge that | do not have insurance and understand that | am financially responsible for
all services at the time they are rendered.

O Yes. I authorize Scott Chiropractic to store my credit card information on file, to use for payment for
services rendered,

O No. I do_not authorize Scott Chiropractic to store my credit card information on file.

Name of person responsible for this account:
X Date:
Signature of Patient, Parent or Legal Guardian (if minor)
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" REASON FORVISIT ! ¥

Patient Name:

What 3 the reason for your visit today? O Headacho 0 Neck Paln O Mid-Back Paln O Low Back Pein C1Other
What caused thls complalnt(s)?

Vhen did this compleint begin? / / Is It gotting worso? O Yes O No O Constant O Comes and goas

Have you had this or simllor complalnt In tha past? O Yes O No Il *Yes”, when?
Whut does your camplaint (s) feel llke? Clreln all halgpply: Sherp 7 Oull / Sora / SUff / Tight / Achlng / Spasms / Throbbing /

Stabbing / Shooting / Bumning / Cramping / Naggling / Tingling / Numbness / Other,

~Please Clrdo or make wn ®X° on the body disgram to the left wherg you have
Paln or other 5YmpLoIis.

Aroa for doclor's noles:

On the scalo below; pleass drde tho sovarity of your maln comphalnt right now
No Paln Koderato Paln Worgt Posslblo Paln

(o[ 712 s [s[s[e]7[ef[e]"]

What area(s) docs tho pain rudlato, shoot, or travel to? (Il epplcable)?
Whut uggrovates this complaint? Clrsla nll thak apnly: Sitling / Standling / Walking / Galling up from geal [ Walking otalrs /
Ingclivily / Sleoping / Physlcal Aclvily / Exerclso / Movemant / Bendlng forward / Bendlng backward / Twisting / Reaching /

Uling / Dosk work / Sneozing / Caughing / Everylhing / Unknovn / Other:

What rollaves this complalnt? Slrelg all that nnplyi Siting / Standing / Walking / Resting / Exerclee /| Movemenl / Slrelching
[ Massage / Chiropracdc / Heel / oo/ Laying down / Madication / Nothing / Unknown / Other:

How often do you axperlence your symptoms? O 25% of (he day O 505 of tho day O 75% of the day O 100% of the day
Timing of complalnt Ghaek apnroprinte hax O Moming O As day progressss O Aftemoon O Evening O Wiile sleeping

O Ouring acivifies O Afler activites O Symploms ere conslanl and do not chenge O Other:

With time are your symptoms: O3 Improving O Worgenlng O Not changlng
Hava you secn othor doctors for this complalnt? D Yes O No 5", plea vida (he following |
Occlor's name: Dalo consulled: Diagnesis

Ls this condltion Interfering with your: (Clrclo all that apply) S'6p / Gatting In or oul of bed er chalr/ Fersonal care [ Trave!l /

Work / Recroation / Ufing / Walking / Slanding / Oelly Routine / Scdel AcUvities / Exerdise / Olher:

19 your complalnt Interforing with your dally actvities? O Notatall O A lictie bit O Moderatsly O Quile s bit O Extremely




Patient Name: _

below

S

:H., IR TG 2

Family History Relatienship:
I4ark ALL conditions thal run in your famlly (Father, Mother, Sister, Brother)

that apply to you currently or in the past.
O OstzoarthritisiDegenerative Joint O] Whiplash Injury O | Cancer
Ciszasa Dale of injury: Type:
O Asthma : O | Anemia
! Diabetes O Type | O Type li | ——__ | O |Diebeles {check cne)
! . e i t
| ‘Was your plood/lab work test [ I i
lor nemeglobin At > 9.0%7 { DueDate: __ |
0O Yes O No O Mot Sure | I
l OB Doctoridwife:

O Anemia Ol Migraines [0 | Heart Prablems / Slroke
| O] CanceriTumor Ol Osteoporosis /Osteopania O | High Blced Pressure
| O Rhsumatcld Adhritis | O Eriepsy/ Seizures | O | Genetic Disorcers
| [0} Depression: Anxiaty o | | Fibromyalgia 7 Chronic Faligus | O | Rheumatoic Arthrilis
T R e "'"’ T

Q! Cisc Hemiation 0 Genctic Discrdars

| |
O Hiah Bloo: == T ;
| O High Blood Pressure D' Hear Disease / Siroke
| i IHypartension

Previous Surgeries (List and Date:)

o, I S T SRR
vy hags sbas AL B “‘;‘:"ifim .'ni'-'lj ?('\.‘ ‘-3;"
Height ft in. Weight ____ Ibs

Do you exarcise? O Yes O Mo  Times per weeld?

Intensity? O Light O Moderate O Strenuous Type?

Do you currently smole tobacco of any kind? [J Yes O Former smoker J Never been a smoker

#of packsiday ___
# of years

Do you drinlcalcohol? O Yes [0 No How many drinks per weel?

For how many years?

Do you drink caffeine? [0 Yes [J No How

many drinks per day?

What type? O Coffee O Tea O Soft Drinks O Energy Drinks

Do you take pain killers? [] Yes [ Mo
OTylenol O Other

How often? D0aily Tl Weekly O Monthly [ Raraly What type? O Aspirin O Ibuprofen

What do your worlt duties include? [J Sitting O Stending O Light Labor O Heavy Labor (3 Other;

Please describe your overall health right now? O Excellent O Very Good O Good OFair O Poor

What is your current stress level? O Mid O Modarala O High

Have you seen a chiropractor in the past? O Yes O No

List current prescription medications. If there are NO current medications check here. O

f Name of Prescription Medication

i' osage
|




INFORMED CONSENT CHIROPRACTIC

I hereby request and consent to the performance of chiropractic examinations, adjustments, and any other associated
procedures on me by Scott Chiropractic and Wellness. | understand, as with any health care procedures, that there
arc certain complications, which may arisc during chiropractic treatments. Those complications include but are not
limited to: fractures, disc injuries, dislocations, muscle strain, strokes, and muscle spasms for short period of time. |
do not expect the doctor to be able to anticipate all risks and complications, and I wish to rely upon the doctor to
exercise judgement during the course of the procedure(s) which the doctor feels at the time, based upon the facts
then known, that are in my best interest.

I further understand that there are treatment options available for my condition other than chiropractic procedures.
These treatment options include, but not limited to self-administered, over the counter analgesics and rest; medical
care with prescription drugs such as anti-infammatories, muscle relaxants and painkillers; physical therapy; steroid
injections; bracing; and surgery. I understand and have been informed that I have the right to a sccond opinion and
secure other opinions if I have concerns as to the naturc of my symptoms and treatment options.

I further understand that chiropractic adjustments and supportive trcatment is designed to reduce and/or correct
subluxations allowing the bedy to return to improved health. It can also alleviate certain symptoms through a
conservative approach with hopes to avoid more invasive procedurcs.

1 have had an opportunity to discuss the nature, purposc, and risks of chiropractic care and other recommended
procedures. | have had my questions answered to my satisfaction. I also understand that specific results are not
guaranteed. 1 have read (or have had read to me) the above explanation of the chiropractic treatments. 1 state that |
have been informed and weighed the risks involved in chiropractic treatment at this health care office. | have
decided that it is in my best interest to reccive chiropractic treatment. 1 hereby give my consent to that treatment. 1
intend for this consent to cover the entire course of trcatment for my present condition(s) and for any future
condition(s) for which I seek treatment.

Patient Name: Date:

Signaturc of Patient:

INFORMED CONSENT MASSAGE THERAPY

It is my choice to reccive massage therapy. | am aware of the bencfits and risks of massage and give my consent for
massage. | understand that therc is no implied or stated guarantee of success of cffectivencss of individual
techniques or series of appointments. | acknowledge that massage therapy is not a substitute for medical care,
medical examination or diagnosis. 1 have stated all medical conditions that I am aware of and will inform my
practitioner of any changes in my health status. | understand and agree to abide by the therapist policics and will not
hold Scott Chiropractic and Wellness or the therapist responsible forany personal injury or loss of property. |

hereby give my consent to that treatment.

Patient Name: Date:

Signature of Patient:




HIPAA

The undersigned does hereby acknowledge that he/she has received a copy of this office’s Notice of
Privacy Practices Pursuant To HIPAA and has been advised that a full copy of this office’s HIPAA
Compliance Manual is available upon request. The undersigned does hereby consent to the use of his/her
health information in a manner consistent with the Notice of Privacy Practices Pursuant to HIPAA, the
HIPAA Compliance Manual, State law and Federal Law.

By signing this form, I understand that:

Protected health information may be disclosed or used for treatment, payment, or healthcare operations.
The practice reserves the right to change the privacy policy as allowed by law. The practice has the right
to restrict the use of the information but the practice does not have to agree to those restrictions. The
patient has the right to revoke this consent in writing at any time and all full disclosures will then cease.
The practice may condition receipt of treatment upon execution of this consent.

May we discuss your medical condition with any member of your family?
YES NO If YES, please name the members allowed:

Name: Phone Number: Relationship:

Name: Phone Number: Relationship:

CANCELLATION/NO SHOW POLICY

Our goal is to provide quality chiropractic/massage care in a timely manner. In order to do so we
have implemented an appointment/cancellation policy. The policy enables us to better utilize available
appointments for our patients in need of chiropractic/massage carc.

We understand that there are times when you must miss an appointment due to emergencies or
obligations for work or family. However, when you do not call to cancel an appointment, you may be
preventing another patient from getting much needed treatment. Conversely, the situation may arise
where another patient fails to cancel and we are unable to schedule you for a visit, due to a seemingly
“full" appointment book.

If it is necessary to cancel your scheduled appointment, we requirc that you call one working day
in advance. Appointments are high in demand, and your early cancellation will give another person the
possibility to have access to timely chiropractic/massage care.

To cancel an appointment, please call our office at (972) 540-5445. You may also cancel via e-
mail within 24 hours working day after office hours at scottchiropracticandwellness@gmail.com or
through our patient portal.

We understand that delays can happen, however, we must try to keep the other patients and
doctors on time. If you are running late, please notify the office. If a paticnt is 15 minutes past their
scheduled time, we may have to reschedule your appointment.

CANCELLATION/NO SHOW FEES FOR MISSED APPOINTMENTS:
ADJUSTMENT: $25 MASSAGE: $50

Patient Name: Date:

Patient Signature:




