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Name: .Age: Cell Phone:

Date of Birth: Woik Phone:

t-marl: Occupation:

*Please circle the best way to contqct you.

t, CIreck any o-f ,the following-symptom.s youhave experienced inthe past six monthsi

E Headaches/Migraines [J lnsomnia/Sleep Problems fl Menstrual Problems E Weight Trouble
fl Fatigue tr lrritabitity E Asthma E Stress
E Pain/Tension/Numbness: E'Sinus Problems/Aller:gies E Bladder Problems tr Anxiety/ Racing Mind
fl Neck fl Legs fl Digestive Trouble: tr Ring in Ears E Depression
E Low Back f,l Arms fl Constipation f,l Diarrhea f,l Nervousness
tr Cold Hands or Feet E Gas fl Bloating fl Dizziness

What problem bothers you the most?

How long hav: you been bothered by this condition?

Describe how it feels when it's at its worst:

Z 3 Does this affectyour
' 'i

worK: 4
tr Moodrl E Decision making/pr,oductivity E Lose patience with spouse/children or Friends
fl trritable fl Foor attitude O Restricteci household duties
E lnterrupts ;leep E-Exhausted-at end'of day E-Hard'to Exercisefplay sports
E Restricts daily Activities El Unable to work long hours fl lnterferes with hobbies/other Activities

tr I wou;d like to make an appqintment in the office for a complete evaluation

tr I wou d like the doctorto call me to discu

appointfflent.

ss my health problems before making an

to schedule an appointment.tr I wou d like the doctor's office to call me

tr I have the following health insurance:

U The best day for me to come in is: M T W Th F Best time is:

Does this cause
r.'. I- - i. JUU LU UB:



First Name:

Address:

Last Name: Social Security #:

City: State: 

- 

Zip Code:

Home Phone Work Phone: Cell Phone:

EmailAddres:

Age: _ Birthday:

Spouse's Nane (if applicable):

Gender (M) (F) Maritalstatus: (M) (s) (W) (D)

Spouse's Phone Number:

Emergency #:

Employer:

Emergency C:ntact Person :

Occupation:

Referred By:

lnsurance ln:ormation

ls yorr condition due to an auto accident or job related injury? (Yes) (No)

Do y:u have health insurance? (Yes) (No)

If yer.,. Name of Company: Policy #:

I understand and agree that health and accident policies are an arrangement between an insurance carrier and myself.

Furthermore , I understand that this Office will prepare any necessary reports and forms to assist me in making collection

from the insqrance company and that any amount authorized to be paid directly to this Office, will be credited to my

account upor receipt. However, lctearly understand and agree that allservices rendered to me are charged directly to

me and that I am personally responsible for payment. I also understand that if I suspend or terminate my care and

treatment, any fees for professional services rendered to me will be immediately due and payable'

I will be payhg today byr Cash ( ) Check ( ) Credit Card ( )

Patient's Sig rature: Date:

Guardian orSpouse's Signature (if applicable):

Doctor'/s Signature: Date:



Feru Dnewtnte

Using the descriptive symbols, draw the location of your pain on the body outlines below,

ln addition, mark the level of pain you experience on the scale below.

Ache Burning
nn An 

======

Numbness

ooooooo

Pins & Needles Stabbine Other

/llllll xxxx

No Pain

Medical lllness H story: (Check if you have or have had dny of the following)

Review of Symptrms t (Check if you have or have had any of the following in the past year)

Worst Possible

Pain

N N N N

Asthmi Emphysema Gvn, Disorders Muscular Disease

Diabet+s Seizures Prostate Disease Skin Disease

Ulcer Tuberculosis Cancer trve ulseaSe

Rhuenetic Disease Svphilis Arth ritis Hearing Defect

Heart Itisease Abdominal Disorders Thvroid Disease Gall Bladder Disease

High Bbod Pressure Kidney Disorder or Stones Nervous Disorder Other

N N N N

Heada :he Dizziness Weight Gain/Loss Stress

Blurrer. Vision Fainting Pa lpitations Muscle Cramps

HearinE Loss Vomiting Loss of Appetite Numbfiingling

Noseb eeds Constipation Urine lnfection Neck Pain

Chest 'ain Diarrh ea Blood in Urine Back Pain

Shortr=ss of Breath lnd igestion Other Urine lssue Joint Pain (list)

Freque nt Cough Blood in Stool Swollen Glands

Whee; ing Abdomen Pain Swollen loints

Cough ng up Blood Fatigue Rash



PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

I hereby give my consent for Chiroworx Chiropractic & Wellness Studio (CCWS) to use and

disclos-'protected health information about me to carry out treatment, payment and healthcare

operaf ons. Chiroworx Chiropractic & Wellness Studio Notice of Privacy Practices provides a more
comple te description of such uses and disclosures. I have the right to review the Notice of Privacy

Practic-'s prior to signing this consent. Chiroworx Chiropractic & Wellness Studio reserves the right
to revi: e its Notice of Privacy Practices at any time. A revised Notice of Privacy Practices may be

obtained by forwarding a written request to:

With this consent form, Chiroworx Chiropractic & Wellness Studio may call my home or
other alternative location and leave a message on voicemail or in person in reference to any items
that as;ist the practice in carrying out treatment, payment and healthcare operations such as

appoin:ment reminders, insurance items and any calls pertaining to my clinical care including
laboratory results, among others.

With this consent form, Chiroworx Chiropractic & Wellness Studio may mail to my home or
other dternative location any items that assist in carrying out treatment, payment or healthcare
operaticns such as appointment reminder cards and patient statements as long as they are marked
person,l I and confi dential.

With this consent form, Chiroworx Chiropractic & Wellness Studio may email to my home or
other alternative location any times that assist the practice in carrying out treatment, payments or
healthcare operations such as appointment reminders. I have the right to request that restrict how
it uses >r discloses my PHI to carry out treatments, payments and healthcare operations. Howeve6
the pra:tice is not required to agree to my requested restrictions, but if it does, it is bound by this
agreen ent.

By signing this form, I am consenting Chiroworx Chiropractic & Wellness Studio use and
disclosure of PHI to carry out treatment, payment and healthcare operations.

I may revoke my consent in writing except to the extent the practice has already made
disclosures in reliance upon my prior consent. lf I do not sign this consent or later revoke it,
Chirowr:rx Chiropractic & Wellness Studio may decline to provide treatment to me.

Patient Name Date

Signature of the Patient or Legal Guardian

Print Name of Legal Guardian (if applicable)



Norrce or Pntvacv PRacrtcrs AcruowirDcEMENT

I under;tand that under the Health lnsurance Privacy & Accountability Act af 1996 (HIPPA) I have

certain rights to privacy regarding my protected health insurance, I understand that this information can

and wil be used to:

o Conduct, plan and direct my treatment and follow-up among multiple healthcare providers who

may be involved in that treatment directly and indirectly.
o Obtain payment from third party payers

e Conduct normal healthcare operations.such as quality assessments and physician cefcification.

I ackno ruledge that I have reviewed your Notice of Privacy Practice containing a more complete
desuip;ion of the uses and disclosures of my health information, I understand that this organization has

the rigl t to change its Notice of Privacy Practices from time to time and that I may obtain a current

copy of the Notice of Privacy Practices.

I under;tand that I may request in writing that you restrict how my private information is used or

disclosed to carry outtreatment, payment or healthcare operations. I also understand that you are not

requireC to agree to my requested restrictions, but if you do not agree that you are bound to abide by

such rstrictions,

Patient Name:

Relatlorship to Patient:

Signature:

Date:

OFFICIeL USE ONLY:

I attenpted to obtain the patient's signature in acknowledgement on this Notice of Privacy Practices

Acknourledgement, but was unable to do so as documented below:

Date: lnitials: Reason:



AsstcruvrrruTAND Dtnrcr PavnEr,irto DocroR oR PRrvRrE Gnoup

Acctprnt Rruo HrnlrH trusuRarucE

Patient

lnsurame:

Group *:

Social S=curity/Srate I D #:

I hereby instruct and direct my insurance company/ Legal representation on Lien agreement, or

accideri insurance to pay the following provider direct payment for services rendered:

lf policy provisions prohibit direct payment to heaithcare providers, I hereby request payment

for seruices rendered per current policy provisions, Payment is for the profession or medical expense

benefit; al{owable and otherwise payable to me under my current insurance policy as payment toward

the tota I charges for profession and services rendered.

Patient's Signature: Date:

Attornoy's Signaturel Date:

a



OFFICIAL USE O.NLY

Insurance Carr er: Plan: (PoS) (HMo) (EPo) (PPo) (INDEMNITY)

tD# Policy/Group #: Phone:

Effective Date: Deductabler $- (Met) (Not Met) Due: co-Pay: $

Referral Needed: (Yes) (No) % R&C: (M Med. Nec.) or (Mo Med. Nec.)Visits per Condition:

Physical Theraoy: Chiropractic: Max out of Pocket:

Benefits: Calendar Year I Lifetime / Maintenance Coverage

Financial Agre:ment

understand that my insurance carrier

will cover % of my treatments with the following stipulations:

and I am respc nsible for a $ deductible. Also, I am responsible for $ co-pay/co-

insurance per risit which will be collected at each visi! weekly or monthly. I realize that I am ultimately responsible for

any unpaid bil s and will contact the office with any changes in coverage,

Date:


