Lhiropracric kegistrarion und History

Patient Information

Date

SS/HIC/Patient iD #

Patient Name

Last Name
First Name Middle inftial
Address
City
State Zip
E-mail

Sex M [OF Age

Birthdate

] Married D Widowed J Single O Minor

] Separated ] Divorced [ Partnered for years
QOccupation

Patient Employer/School

Employer/School Address

Employer/School Phone ( )

Spouse’s Name

Birthdate

Insurance

Who is résponsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? [J Yes BNO ’

Subscriber’s Name

Birthdate S5#

Relationship to Patient

Insurance Co.

Group #

ASSIGNMENT AND RELEASE
I certify that |, and/or my dependent(s}. have insurant

coverage with

am:fass:gn directly '0
Name of Insurance Company(ies) _

Dr. all -msurance benefits. if
any, otherwise payable to me for services rendered. | understand that | am financiaily
responsible for all charges whether or not paid by insurance. | autherize the use of
my signature on all insurance submissions. ‘ #

The above-named doctor may use my health cars information and may disclose
such information to the above-named Insurance Company(ies) and their agenis for

the purpose of obtaining payment for services and determining insurance benefiis or - .

the benefits payable for related services. This consent wili #md when my current
treatment plan is completed or cne year from the date signed below.

SS#

Spouse’s Employer

Phone Numbers

Home Phone ( } Celi Phone ( )

Signature of Patient. Parent, Guardian or Personal Representative

Please print name of Patient, Parent, Guardian or Personal Representative

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT

Name Relationship

Home Phone ( ) Work Phone ( )

Patient Condition

Reason for Visit

Date Relationship to Patiert

Accident Information

Is condition due to an accident? [] Yes [J No Date o
Type of accident [JAuto [JWork [JHome [JOther

To whom have you made a report of your accident?
JAuto Insurance [ Employer [ JWorker Comp. []Cther

Attorney Name (if applicable)

When did your symptoms appear?

is this condition getting progressively worse? [JYes [JNo [JUnknown
Mark an X on the picture where you continue to have pain, numbness, or tingling.
Rate the severity of vour pain on a scale from 1 (least pain) to 10 (severe pain)

] Throbbing [J Numbness
[ Stiffness

Type of pain: [] Sharp [] Duil
O8uriing  [JTingling  [J Cramps

How often do you have this pain?

[J] Aching [J Shooting
[J Swelling  [J Other

Is it constant or does it come and go?

Does it interfere with your (] Work [J Sleep [ Daily Routine

] Recreation

Activities or movements that are painful to perform [J Sitting [J Standing [ Walking [ Bending [ Lying Down
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neairn nisiory :

What treatment have you already received for yt\)-ur condition? (] Medications [J Surgery [J Physiéél- Therapy

] Chiropractic Services . [J] None [J 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:
AIDSMHIV [CYes [JNo Chicken Pox COYes [JNo Liver Disease OYes [JNo
Alcoholism JYes [JNo Diabetes [CJYes [JNo Measles CJYes [ONo
Allergy Shots [JYes [JNo Emphysema [OYes [JNo Migraine Headaches []Yes [JNo
Anemia O Yes [JNo Epilepsy OYes [ONo Miscarriage OYes [JNo Stroke
Anorexia OYes [JNo Fractures OYes [JNo Mononucleosis OYes [ONo  Suicide Attemp
Appendicitis OYes [JNo Glaucoma OYes [ONo Multiple Sclerosis [JYes [JNo  Thyroid Proble
Arthritis [OYes [JNo Goiter [OYes [JNo Mumps OYes [JNo Tonsilitis... -
Asthma [ Yes [JNo Gonorrhea [JYes [JNo Osteoporosis [(JYes [JNo Tuberculosis :
Bleediﬁg Disorders [JYes [JNo Gout CYes [JNo Pacemaker CIYes [INo Tumors, GrowthS® 1] Yes :
Breast Lump [OYes [JNo Heart Disease [OYes [ONo Parkinson's Disease [JYes [JNo Typhoid Fever : :
Bronchitis OYes [ONo Hepatitis CYes [ONo Pinched Nerve COYes (ONo Ulcers z :
Bulimia OYes [ONo Hernia COYes [JNo Pneumonia [IYes [INo Vaginal Infections és ffNo=s 2
Cancer (OYes [(JNo HemiatedDisk [JYes [JNo Polio CIYes [JNo Venereal Diseas [1*(95 .;.
Cataracts [JYes [ONo Herpes [OYes [JNo Prostate Problem [JYes [JNo Whooping Co'ug—h ] Yes DNG
Chemical High Cholesterol [JYes [JNo Prosthesis CYes (ONo Other . 2

ERpSocy LiYes LINo Kidney Disease = [JYes [JNo Psychiatric Care [JYes []No T
EXERCISE WORK ACTIVITY HABITS
J None [ Sitting [J Smoking Packs/Day
] Moderate [ Standing ] Alcohol Drinks/Week e
O Daily (] Light Labor [ Coffee/Caffeine Drinks ~ Cups/Day :
[] Heavy [J Heavy Labor (] High Stress Level Reason :
Are you pregnant? [JYes [JNo Due Date
Injuries/Surgeries you have had Description Date
Falls
Head Injuries

Broken Bones

Dislocations

Surgeries

Vitamins/Herbs/Minerals

Medications Alergies

Pharmacy Name

Pharmacy Phone ( )




HERITAGEWELLNESS CENTER

. continuous family practice since 1913 Dr. James T. Killeen, Jr. D.C.

ACKNOWLEDGEMENT OF PRIMARY FINANCIAL RESPONSIBILITIES
REGARDLESS OF INSURANCE COVERAGE

| understand and agree that health and accident insurance policies are an arrangement between an
insurance carrier and myself. | authorize payment from my insurance carrier directly to Heritage Wellness
Center with the understanding that all monies will be credited to my account upon receipt. |, also authorize
that release of any medical information necessary to process this claim and all future claims for
professional services hereafter rendered by Heritage Wellness Center.

NOTWITHSTANDNG THE ABOVE, | UNDERSTAND AND AGREE THAT ALL SERVICES RENDERED TO ME BY
HERITAGE WELLNESS CENTER ARE AND WILL CONTINUE TO BE CHARGED DIRECTLY TO ME AND THAT |
AM AND SHALL BE PERSONALLY RESPONSIBLE FOR PAYMENT OF ALL FEES FOR SERVICES RENDERED TO
ME.

| acknowledge that fees for services rendered are due upon the rendering thereof. Payments for
deductibles and co-pays are expected at the time services are rendered unless arrangements have been
made in advance. As an accommodation me, | understand that Heritage Wellness Center may, but is not
obligated to do so, defer collection of the balance due from me for up to 30 days after the rendering of
service in order to permit the processing of insurance claims. However, neither the processing of insurance
claims by Heritage Wellness Center nor any denial of insurance coverage with respect thereto shall reliever
me in any way of my liability for theses fees. | also understand that if | suspend or terminate my care and
treatment, the fees for professional services rendered me will be immediately due and payable. In the
event of default, | recognize my obligation to pay all outstanding balances for service rendered, as well as,
any and all legal fees and other collection cost incurred by Heritage Wellness Center incurred as a result of
the collection process.

Date:

Signature of Patient

Please Print Name

(Rev 2003-04-12)
HERITAGE WELLNESS CENTER, L.L.C.
3568 OLD MILTON PKWY / ALPHARETTA, GA 30005
TEL: 678-879-9019 / FAX: 678-879-9021

JTK, INC.2002.



ERITAGE

HIROPRACTIC
& WELLNESS CENTER

...continuous family practice since 1913 James T. Killeen, Jr., D.C.

INFORMED CONSENT TO CHIRORPRACTIC TREATMENT

The nature of chiropractic treatment: Dr. Killeen will use his hands or mechanical device(s) in order to move your joints.
You may feel a “click” or “pop”, such as the noise when a knuckle is “cracked”, and you may feel movement of the joint.
Various ancillary procedures, such as heat, electric muscle stimulation, therapeutic ultrasound and deep tissue myofascial
stretching may be used pending medical necessity to achieve maximum therapeutic / medical benefit for your condition.

Possible Risks: As with any health care procedure, complications are possible following a chiropractic manipulation.
Complications could include fractures of bone, muscular strain, ligamentous sprain, dislocations of joints, or injury to
intervertebral discs, nerves or spinal cord. Cerebrovascular injury or stroke could occur upon severe injury to arteries of
the neck. A minority of patients may notice stiffness or soreness after the first few days of treatment which in some cases
is normal. The ancillary procedures could produce skin irritation, burns or minor complications.

Probability of risks occurring: The risks of complications due to chiropractic treatment have been described as “rare”,
about as often as complications experienced from the taking a single aspirin tablet. The risk of cerebrovascular injury or
stroke, has been estimated as one in one million to one in twenty million, and can be even further reduced by screening
procedures. The probability of an adverse reaction due to ancillary procedures is also considered “rare”. A chiropractic
adjustment is statistically safer than operating your own automobile.

Other treatment options which could be considered may include the following:

&R Over-the-counter analogizes. The risks of these medications include irritation to stomach, liver and
kidneys, and other side effects in a significant number of cases. Annual deaths in the thousands have been
attributed to adverse reactions to the use of NSAIDS like Advil.

Prescription medicine such as anti-inflammatory drugs, tranquilizers, and analgesics have a
multitude of undesirable side effects. Patient dependence on prescription opiate based pain medication is
epidemic.

&® Hospitalization, in conjunction with routine medical care presents a risk of exposure to virulent
communicable disease leading to death. Annual deaths occurring in hospitals due to medical error is
estimated to be in the hundreds of thousands.

&® Surgery in conjunction with ancillary medical care adds the risks of adverse reaction to anesthesia,
medications, infection as well as an extended convalescent period in a significant number of cases.

Risks of remaining untreated: Delay of chiropractic treatment allows formation of adhesions, scar tissue and other
degenerative changes. These changes can further reduce skeletal mobility, and induce chronic pain cycles. It is quite
probable that delay of treatment will complicate the condition and make future rehabilitation more difficult/

Unusual risks: I have read the unusual risks of chiropractic care section contained herein.

I have read the explanation provided of chiropractic treatment. I have had the opportunity to have any question s answered
to my satisfaction. I have fully evaluated the risks and benefits of undergoing treatment. I have freely decided to undergo
the recommended treatment and herby give my full consent to treatment.

Patient’s Signature Date





