


Miller Chiropractic. Inc. "Pain Relief Today ..•.. Health For A Ufe Time" 

Kevin G. Miller, D.C. 

New Patient Symptom Assessment Form 

Patient Name: _____________ 008: _____ 

DESCRIBE YOUR CURRENT PROBLEM: 

o Headache 0 Neck Pain 0 Mid-Back Pain 0 Low Back Pain 
OOther ______________________ 

IS THIS? Work Related Auto Related Sports Chronic N/A 

Date Problem Began _____ 

Pain Level When Problem Started: 

o 1 2 3 456 7 8 9 10 

No Pain Unbearable Pain 

How Problem Began ___________________ 

Current Complaint (how you feel today): 

o 1 2 3 4 5 6 7 8 9 10 
No Pain Unbearable Pain 

How often are your symptoms present? 


(Occasional) 00-25% 026-50% 051-75% 076-100% (Constant) 


Please mark areas of pain or other 

areas on figure below: 

Indicate 
Pain Type: 

Sharp 

Stab 

Burn 

Ache 
Stiffness 

Pins/Needles 

Numbness 

In the past week, how much has your pain interfered with your daily activities (work, social, household): 

o 1 2 3 4 5 6 7 8 9 10 

No Interference Unable to Carry on Any Activities 

In general would you say your overall health right now is: 


~Excellent [J Very Good OGood [] Fair OPoor 


HAVE YOU HAD SPINAL X-RAYS, MRI, CT SCAN FOR YOUR AREA(S) OF COMPLAINT? [J No IJYes 

Date (s) taken What areas were taken? ________ 


What aggravates your condition? BENDING LIFTING PUSHING PULLING SITIING STANDING
OTHER ________________________________________________ 

Is this condition interfering with: WORK SLEEP SPORTS OTHER (Please explain) 

What provides relieffor your condition? HEAT COLD MEDICATION REST OTHER ____________________ 


Has this condition ever happened before? ______________________________________ 


Have you lost time from work as a result of this condition? ____________________________ 

Have you received care from another provider for this condition? YES NO Explain _________________ 

Are you under the care of any other provider for any other condition? YES NO Explain ________________ 





·......... L'.,. ...... for Use or Disclosure of Health Information 

Our Privacy Pledge 

We are very concerned with protecting your privacy. While the law requires us to give you this disclosure, please 
understand that we have, and always will, respect the privacy of your health information. 

There are several circumstances in which we may have to use or disclose your health care information. 

• 	 We may have to disclose your health information to another health care provider or a hospital if it is necessary to 
refer you to them for the diagnosis, assessment, or treatment of your health condition. 

• 	 We may have to disclose your health information and billing records to another party if they are potentially 
responsible for the payment of your services. 

• 	 We may need to use your health information within our practice for quality control or other operational purposes. 

We have a more complete notice that provides a detailed description of how your health information may be llsed or 
disclosed. You have the right to review that notice before your sign this consent form (§ 164.520). We reserve the 
right to change our privacy practices as described in that notice. If we make a change to our privacy practices, we 
will notify you in writing when you come in for treatment or by mail. Please feel free to call us at any time for a copy 
ofour privacy notices. 

Your right to limit uses or disclosures 

You have the right to request that we do not disclose your health infornlation to specific individuals, companies, or 
organizations. If you would like to place any restrictions on the use or disclosure of your health information, please 
let us know in writing. We are not required to agree to your restrictions. However, if we agree with your restrictions, 
the restriction is binding on us. 

Your right to revoke your authorization 

You may revoke your consellt to us at any time; however, your revocation must be in writing. We wilillot be 
able to honor your revocation request if we have already released your health information before we receive 
your request to revoke your authorization. If you were required to give your authorization as a condition of 
obtaining insurance, the insurance compally may have a right to your health information if they decide to 
contest any of your claims. 

I have read your consent policy and agree to it terms. I am also acknowledging that I have received a copy of this 
notice. 

Authorized Provider Representative ~ntedName 
X·--­s19nature 	 Date 

~ate 
'. 

Copyrighl C 2002 Chiropractic Society of Rhode Island. All rights teserved. 
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-----------------------

[ Appointment Reminders and Health Care Information Authoriz~ltion 

Your chiropractor and members of the practice staff may need to use your name, address, phone number, and your 
clinical records to contact you with appointment reminders, information about treatment alternatives, or other health 
related information that may be of interest to you. If this contact is made by phone and you are not at home, a 
message will be left on your answering machine. By signing this form, you are giving us authorization to contact you 
with these reminders and information. 

You may restrict the individuals or organizations to which your health care information is released or you may 
revoke your authorization to us at any time; however, your revocation must be in writing and mailed to us at our 
office address. We will not be able to honor your revocation request if we have already released your health 
information before we receive your request to revoke your authorization. In addition, if you were required to give 
your authorization as a condition of obtaining insurance, the insurance company may have a right to your health 
information if thcy decide to contest any of your claims. 

information that we use or disclose based on the authorization you are giving us may be subject to re-disclosure by 
anyone who has access to the reminder or other information and may no longer be protected by the federal privacy 
rules. . 

You have the right to refuse to give us this authorization. If you do not give us authorization, it will not affect the 
treatment we provide to you or the methods we use to obtain reimbursement for your care. 

... 

You may inspect or copy the information that we use to contact you to provide appointment reminders, information 
about treatment alternatives, or other health related information at any time (§164.524). 

This notice is effective as of This authorization will expire seven years after the date on 
which you last received services from us. 

I authorize you to use or disclose my health information in the manner described above. I am also acknowledging 
that I have received a copy of this authorization. 

X . . d )(---­pahent name pnnte Date 

XPatient Signature Authorized Provider Representative 

Personal Representative Printed Personal Representative Signature 

Description of personal representative's authority to act for the patient. 

Copyright (02002 Chiropractic Society of Rhosle Island. All ,rights reserved. 
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Informed Consent Form 
Kevin G. Miller, D.C. 

863 Broadway 
East Providence, RI 02914 

I hereby request and consent to the performance of chiropractic adjustments and other 
chiropractic procedures, including various modes of physical therapy and diagnostic 
X-rays, on me (or on the patient named below, for whom I am legally responsible) by the 
doctor of chiropractic, Dr. Kevin G. Miller and/or other licensed doctors of chiropractic 
who now or in the future work at the clinic or office listed above. 

I have had an opportunity to discuss with Dr. Kevin G. Miller and/or with other office or 
clinic personnel the nature and purpose of chiropractic adjustments and other procedures. 
I understand that results are not guaranteed. 

I understand and am informed that, as in the practice of medicine, in the practice of 
chiropractic there are some risks to treatment, including but not limited to fractures, disc 
injuries, strokes, dislocations and sprains. I do not expect the doctor to be able to 
anticipate and explain all risks and complications, and I wish to rely upon the doctor to 
exercise judgment during the course of the procedure which the doctor feels at the time, 
based upon the facts then known to him or her, is in my best interest. 

I have read, or have had read to me, the above consent. I have also had an opportunity to 
ask questions about its content, and by signing below I agree to the above-named 
procedures. I intend this consent form to cover the entire course of treatment for my 
present condition and for any future condition(s) for which I seek treatment. 

Patient Signature _______________ 

Witness Signature _______________ Date_____ 
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