CHIROPRACTIC REGISTRATION AND HISTORY

? ] PATIENT INFORMATION @NSURANCE INFORMATION
Date — Who is responsible for this account? —_
SS/HIC/Patient 1D # Relationship to Patient —_
Patient Name _ Insurance Co.
Last Name
Group #
First Name Middie Initiat is patient covered by additional insurance? [JYes [INo
Address
Subscriber's Name _ —
E-mail .
Birthdaie . -
City R .
Relationship to Patient ___
Siate Zip
Insurance Co. -
Sex OM [OF Age
Group # __ .
Birthdate
ASSIGNMENT AND RELEASE
1 Married [ widowed ] 8Single {7 Minor I certify that I, andior my dependent(s). have insurance coverage with
i —_ — and asslgn directly to
[] Separated [ Divorced [ Partnered for years Namé of surasce Company(ios) 9
Patient Employer/School _ Dr._ - all insurance benefits, if
Occupation any, otherwise payable to me for services rendered 1 understand that | am
P financially responsible tor all charges whether or nol pald by insurance. | authorize
Employer/School Address the use of my signature on all insurance submissions.
The above-named doctor may use my health care information and may disclose
— such information to the ebove-narmed Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
Employer/Schoot Phone (_ __)___ beneflis or the benefits payabla for refated services. This consent will end when
Spouse’s Name my current treatment plan is compleled or one year from the date signed below.
Birthdate ___ - _ — . e
. - Signature of Palient, Parent, Guardian or Personal Represenialive
b
Spouse’s Employer - Pleasé print name of Patient, Parent, Guardian or Personal Representalive
whom may we thank for referring you? _ — —_— - — e
Date Relationship 1o Patient
@ PHONE NUMBERS # W ACCIDENT INFORMATION
Cell Phone ( Y Home Phone { ) _ Is condition due to an accideni? [ ] Yes {7 No Date
Best time and place to reach you _ Type of accident ] Auto [JWork [JHome [JOther
IN CASE OF EMERGENCY, CONTACT :
To whom have you made a report of your accident?
Name Relationship ~ [] Auto Insusance [] Employer []Worker Comp. []Other
Home Phone | ) Work Phone ( ) Attorney Name (it applicable)
Eg g PATIENT CONDITION
Reason for Visit
When did your symptoms appear? @

Is this condition getting progressively worse? []Yes [JNo [JUnknown
Mark an X on the picture where you continue to have pain'. numbness, or tingling.

Raie the severity of your pain on a scale from 1 (least pain) to 10 (severe pain) ____

Type of pain: ] Sharp ] Dult L] Throbbing [ Numbness "] Aching [ Shooting
ClBuming [JTingling ] Cramps  [] Siiflness  [J Swelling [] Other

How often do you have this pain?

Is it constant or does it come and go?

Does it interfere with your (JWork []Sleep [ Daily Routine [ Recreation

Activities or movements that are painful to perform [ Sitting [] Standing [1Walking [ ]Bending []Lying Down
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i 0 ) HEALTH HISTORY

What treatment have you already received for your condition? ] Medications

[ Chiropractic Services [ None [] Other

[ Surgery

] Physical Therapy

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:
AlDS/HIV OYes “JNo Diabetes —Yes [ONo Liver Digsease [JYes [ONo Rheumatic Fever [OYes [ No
Alcoholism {-Yes _JNo Emphysema CYes [JNo Measles [OYes [ONo  Scarlet Fever OYes [1No
Allergy Shots Oves [ONo Epilepsy [d¥es [ONo Migraine Headaches [JYes [JNo  Sexually
Anemia COYes [JNo  Fractures OYes ONo  Miscarriage COYes ONo ‘Er)riasr;sar:étted [JYes []No
Anorexia [IYes [ No Glaucoma OYes ONo  Mononucleosis BYes O No Stroke [1Yes [JNe
Appendicitis [dYes ONo Goiter COYes [JNo Muitiple Sclerosis [JYes [JNo Suicide Attempt CYes [JNo
Arthritis OYes [INo Gonorrhea COYes ONo  Mumps BYes O No Thyroid Problems [JYes [ No
Asthma OYes ONo  Gout CYes [INo  Osteoporosis BYes [ONo Tonsillitis JYes D No
Bleeding Disorders [JYes [JNo  Heart Disease [OYes [INo Pacemaker BYes CONo Tuberculosis “JYes [ No
Breast Lump COYes CONo  Hepatitis BYes ONo Parkinson's Disease _1Yes [ ]No Tumors, Growths [JYes [JNo
Bronchitis OYes ONo  Hernia OYes COONe  Pinched Nerva {dYes [ MNo Typhoid Fever [CJYes [INo
Bulimia [1Yes ONo  Hemiated Disk OYes CONo Pneumonia OYes [ No Ulcers [JYes []No
Cancer OYes ONo Herpes OYes [JNo Polio COYes [T No Vaginal Infections [Yes [ No
Dependency [lYes [INo High Cholesterol [JYes [ No Psychiatric Gare [ ]Yes []No Other
Chicken Pox COYes [_No Kidney Disease OYes [ No Rheumatoid Arthritis [] Yes [] No
EXERCISE WORK ACTIVITY HABITS
B None — Sitting [ Smoking Packs/Day —
O Moderate { ~ Standing [ Alcohol Drinks/Week
[ Daily [ Light Labor [ Coffee/Caffeine Drinks Cups/Day
O] Heavy [1 Heavy Labor [ High Stress Levet Reason _
Are you pregnant? [JYes {No Due Date
Injuries/Surgeries you have had Description Date

Falls

Head !njuries - -

Broken Bones e S

Distocations - - .

Surgeries

ﬁ MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name

Pharmacy Phone {
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¢ NOTICE OF PRIVACY PRACTICES”

We Care About Your

For Health Care Operations:

sud—sl  we may use and disclosa your medical information for our
The privacy of your medical information is important to us. heatth case operations. This might include measuring and
We understand that your medical information is personal and  |maroving quality, evaluating the pestermance of employess
we are committed o protecting it. We create a record-of the conducting training programs, end getting the accreditation,

care and services you receive at our organization. We need certificates, licenses and credentials we need to serve you.
this record to provide you with guality care and to comply

with certain legal requirements. This notice will telf you.about ;"“"9“?; Uses afé‘“ ms‘.”"mm iommation for
the ways we may use and share medical information about axditon “S‘;% an ddh‘meajm care]g ons, e may USe
you. We aiso describe your rights and certain duties we have T meamsent. pamﬂe e inforrmation for meopefoi[abwm lsir;g o
regarding the use and disciosure of medical information, ang disciose rPOSes.
et T —r ey FECHILY Directory:

oOur g e T ' Unfess you, notify us that you object, the following medical

: information about you will be placed in our facility directories:
Law Requires Us tot your name; your location in our faciity; your condition

i i()m LPIedqe*Regmd mq;t_\_i_er tazﬁl nfm mcm

1. Keep your medical information private. described in general terms; your religious affiliation, if any.

2. Give you this notice describing our legal duties, privacy We may disclose this information to members of the clergy
practices, and your rights regarding your medical information. or, except for your religious affiliation, to others who contact

3. Follow the terms of the current notice. us and ask for information about you by name.

We Have the Right to: Notification;

1. Change our privacy praclices and the terms of this We may use and disclose medieal infocmation to notify or
notice at any time, provided that the changes are help notify: a family member, your personal representative or
permitted by law. another person rasponsible for your care, We will share

2. Make the changes in our privagy practices and the new information about your location, general condition, or death. -
terms of our ngtice effective for all medical information i you are present, we will get your permission if possible
that we keep, including information previously created or  befare we share, or give you the opportunity to refuse per-
received before the changes. mission. in case of emergency, and i you are not able to

Notice of Change to Privacy Practices: glyq or retus:.e permission, we will share only the health infor-

1. Before we make an important change in our privacy mation that is directly necessary for your health care, accord-
practices, we will change this Notice and make the new ing to our professional judgment. We will also use our pro-
notice available upon request. fessional judgment to make decisions in your best interest

about allowing someone to pick up medicine, medical sup-
plies, x-ray or medical infarmation for you.

I TR Y
U T DIE Iz ofa¥oury Medicdlinformd

The following section describes different ways that we use Disaster Relief: . . . .

and disciose medical information. Not every use or disclo- We may share medtcal‘:vr;:ormaﬂlon with a public or private
sure will be listed. However, we have listed all of the different ortgafmzf?;ion OF person who can legally assist In disaster
ways we are permitted 10 use and disclose medieal informa- retet e i rts

tion. We will not use or disciose your medical information for ~ Fundraising: _ .

any purpose not listed below, without your specific written We may provide medical information to one of our affiliated
authorization. Any specific written authorization you provide fundraising foundations to contact you for fundraising
may be revoked at any time by writing to us. purposes. We wiil limit our use and sharing to information
For Treatment: that describes you in general, not personal, terms and the
Wae may use medical information about you to provide you dates of your health care. In any fundraising materials, we
with medical treatment or services. We may disclose medical Wil provide you a description of how you may choose not to
information about you to doctors, nurses, technicians, med- receive future fundraising communications.

ical students, or other people who are taking care of you. We  Research in Limited Circumstances:

may also share medical information about you fo your other We may use medical information for research purposes in
health care providers to assist them in treating you. limited circumstances where the research has been

For Payment: approved by a review board that has reviewed the research
We may use and disclose your medical tnformat:on for proposal and established protocols 1o ensure the privacy of
payment purposes. A bill may be sent to you or a third-party medical information.

payer. The information on or accompanying the bill may Funeral Director, Coroner, Medical Examiner:

include your medical information.

To help them carry out their duties, we may share the med-
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ical information of a person who has died with a coroner,
‘medical examiner, funeral director, or an organ procurement
organization.

Specialized. Government Functions:

Subject to certain requirements, we may disclose or use
heaith information for military personnel and veterans, for
national security and intelligence activities, for protective serv-
ices for the President and others, for medical suitability deter-
mingtions for the Department of State, for correctional institu- .
tions and other law enforcement custodial situations, and for
government programs providing public benefits.

Court Orders and Judicial and

Administrative Proceedings:

We may disciose medical information in response to a court
or administrative order, subpoena, discovery requast, or other
lawiful process, under certain circumstances. Under limited cir-
cumstances. such as a court order, warrant, or grand jury
subpoena, we may share your medical information with law .
enforcement officials. We may share limited inforrmation with a
law enforcement official canceming the medical information of
a suspect, fugitive, material witness, crime victim or missing
person. We may share the medical information of an inmate
or other person in lawful custody with a law enforcement offi-
cia or correctional institution under certairny circumstances.

Public Health Activities:

As required by law, we may disclose your medical information
to public health or legal authorities charged with

preventing or controlling disease, injury or disabilily,

including chitd abuse or neglect. We may also disclose your
medical information to persons subject fo jurisdiction of the
Food and Drug Administration for purposes of reporting
adverse events associated with product defects or problems,
to enable product recalls, repairs or teplacements, 1o track
products, or to conduct activities required by the Food and
Drug Administration. We may also, when we are authorized
by law to do so, nofify a person who may have beer exposed
to a communicable disease or ctherwise be at risk of con-
tracting or spreading a disease or condition,

Victims of Abuse, Neglect, or Domestic Violence:

We may use and disclose medical information to appropriate
authorities if we reasonably believe that you are a possible
victim of abuse, neglect, or domestic viclence or the possible
victim of other crimes. We may share your medical informa-
tion if it is necessary to prevent a serious threat to your health
or safely or the health or safety of others. We may share
medical information when necessary to help law enforcement
officials capture a person who has admitted to being part of a
cnime of has escaped from legal custody.

Workers Compensation:

We may disclose health information when authorized or
necessary to comply with laws relating to workers
compensation or other similar programs.

Health Oversight Activities:

We may disclose medieal information to an agency providing
health oversight for oversight activities authorized by law,
including audits, eivil, administrative, or criminal investigations
or proceedings, inspections, licensure or disciplinary actions,
or other authorized activities.

Law Enforcement:

Under certain circumstances, we may disciose health
information to law enforcement officials. These circumstances
include reporting required by certain laws (such as the report-
ing of certain types of wounds), pursuant to certain subpoe-
nas or court orders, reporting limited information
conceming identification and location at the request of a law

enforcement official, reports regarding suspecied viclims of
crimes at the request of-a law enfarcement official, reporting
death, crimes on our premises, antl crimes in emergencies.
We fnay use arnd disclose rhedical information for purposes
of $ending you dppointment poStcards 6 oﬂlerwise reminding

you of your appointments.

Alternative and Additionaf Medical Services:
We may use and disclose medical information in fumish you
with information about health-related benefits and sefvices

~ that may be of interest to you, and to descrbe or raoommend

treatment afternatives.

You Have the Right to:

1. Look at or get copies of certain parts of your medicat
information, You may request that we provide copies ina
format other than phote copies. We will use the format
you request uniess it is not practical for us fo do so.
You must make your request in writing. You may ask the
receplionist for the form needed to request access.
There may be charges for copying and for postage if you
want the copies mailed toyou. Ask the receptionist about
our fee structure.

2. Receive a list of all the times we or our business associ-
ates shared your medica!l information for purposes other
than freatment, payment, and health care operations and
other specified exceptions. '

3. Request that we place additional restrictions on our use
or disclosure of your medical informiation. We are not
required to agree io these additional restrictions, but if
we do, we will abide by our agreement (except in the
case of an emergency).

4. Request that we communicate with you about your med-
ical information by different means or o different foca- -
tions. Your request that we communicate your medical
inforration to you by different means or at different loca-
tions must be made in writing to our Privacy Officer.

5. Request that we change certain parts of your medical
information. We may deny your request if we did not cre-
ate the information you want changed or for certain other
reasons. If we deny your request, we will provide you
with a wrilten explanation. You may respond with a state-
ment of disagreement that will be added to the informa-
tion you wanted changed. If we accept your request to
change the information, we will make reasonable efforts
to tell others, including people you name, of the change
and to include the changes in any future sharing of that
information.

6. If you wish 1o receive a paper copy of this privacy notice,
then you have the right fo obtain a paper copy by mak-
ing a request in writing to our Privacy Officer.

If you have any questions about this notice, please ask the
receptionist to speak to our Privacy Cfficer.

If you think that we may have violated your privacy rights, you
may speak to our Privacy Officer and submit a written com-
plaint. To take either action, please inform the receptionist
that you wish to contact the Privacy Officer of request a
complaint form. You may submit a written complaint to the
U.S. Department of Health and Human Services: we will
provide you with the address to file your complaint. We will
not retaliate in any way if you choose to file a complaint.

“These privacy practices are currenlly In etect and wil remain in effact until turther notice.




O

Please Print

v _ . _ . . _.___  herebyacknowledge that I have reviewed and received a copy
of this office’s Notice of Privacy Practices explaining:

O How ths office will use and disclose my protected health information.
B8 My privacy nghts with regard to my protected health information.
O This office’s obligations concerning the use and disclosure of my protected health informanion.

I understand that the Notice of Privacy Practices may be revised from time to time and that I am entitled to receive a copy of any revised
Notice of Privacy Practices upon request.

I also understand that if { have any questions or complaints. I may contact:

You may also contact the Secretary of the U.S. Department of Health and Human Services with any concerns regarding our privacy and security
policies and procedures. Please contact our office for information on how to contact the U.S. Department of Health and Human Services.

Patient.or;Perso

o ah, e bt

Signature:

. _v_,,_,_Date:__[_j_

Name:

Please Print

Relationship to Patient: __

We made a good-faith effort to obtain an acknowledgment of

receipt of our Notice of Privacy Practices, In spite of these efforts, our office has been unable to obtain a signed
acknowledgment of receipt for the following reasons (check all that apply):

O Patient refused to sign (date of refusal) ! / .
[0 Communications barriers prohibited obtaining an acknowledgment.

[J An emergency situation prevented us from obtaining an acknowledgment.

O Other __

Attempt wasmade by _ _ _  _Date _ /{ /
N Y,

This product is designed to provide accus u'e and muthoritative informanon, Hawever. 1t is not a substitute ar legal advice and dnes not provide legal opiniens ot any specific fagts or services.
The nformauon is provided with the undurstanding that any persan or entity 1ovelved Ip creating, producing ur distributing this product is na Hable for any damages urising out af *he use

f w nahility to us¢ this praduct You azc urged to consult an attarney concerning your particulas situatien and any specific questions or conccrns you may have
COMPI. R’GHT fmportant aote; This 1s approved fior use b the purchaser anly This form may nat be shared publidy or with third parlics.

' ' ATTO RN EY 1
A1384  ©2013 ComplyRight



Functional Rating Index

Patient Name: _

In order to properly assess your condition and accurately grade your response to treatment, we must understand
how much your neck and/or back problem(s) have affected your ability to manage everyday activities (ADLs).

For each section below, please circle the one number which most elosely describes your condition right now.

Pain Intensity: Pain Frequeney:
0. No pain 0. No Pain
1. Mild Pain 1. Occasional pain; 25% of the day
2. Moderate Pain 2. Intermittent pain; 50% of the day
3. Severe Pain 3. Frequent pain; 75% of the day
4. Worst Possible Pain 4. Constant pain; 100% of the day
Sleeping: Recreation:
0. Perfect Sleep 0. Can do all activities
1. Mildly Disturbed Sleep 1. Can do most activities
2. Moderately Disturbed Sleep 2. Can do some activities
3. Greatly disturbed sleep 3. Can do few activities
4. Totally disturbed sleep 4. Cannot do any activities
Personal Care (washing, dressing, etc): Lifting:
0. No pain; no restrictions 0. No pain with heavy weight
1. Mild pain; no restrictions 1. Increased pain with heavy weight
2. Moderate pain; need to go slowly 2. Increased pain with moderate weight
3. Moderate pain; need some assistance 3. Increased pain with light weight
4. Severe pain; need 100% assistance 4. Increased pain with any weight
Travel (driving, etc): Walking:
0. No pain on long trips 0. No pain; any distance
. Mild pain on fong trips 1. Increased pain after | mile
2. Moderate pain on long trips 2. Increased pain after ¥ mile
3. Moderate pain on short trips 3. Increased pain after '4 mile
4.  Severe pain on short trips 4. Increased pain with all walking
Work: Standing:
0. Cando usual plus unlimited extra work 0. No pain after several hours
1. Can do usual work; no extra work I. Increased pain after several hours
%. Can do 50% of usual work 2. Increased pain after | hour
3. Cando 25% of usual work 3. Increased pain after ¥ hour
4. Cannot work 4. Increased pain with any standing
Patient Signature: _ . Date: _
Raw Score: Percent Impairment: Dr. Initials:

© Institute of Evidence-Based Chiropractic {(www.chiroevidence.com)




X-Ray Questionnaire

(For Women Only)

‘Our consultation and examination may indicate that X-rays are necessary to
accurately diagnose and analyze your condition. Should x-rays be necessary
we would like to confirm that you are not pregnant at this time.

Name:

0 There is a possibility that I may be pregnant at this time

O Yes, I am definitely pregnant
O No, I am definitely not pregnant

O I request that x-ray films not be taken because

Date of last menstrual period:

Patient’s Signature Date

Latael



