PATIENT REGISTRATION

PATIENT THIS SECTION REFERS TO PATIENT ONLY

Patient: Date of birth Today’s Date L1 Male J Female
LAST FIRST MIDDLE
Address: Social Security #:
City, State, Zip: EMAIL Address
Home Phone # ( ) Who Referred You? Relationship
Work phone # ( ) Ext Cell phone # ( )
Marital StatusLT1M 0O S OW O D # of Children ljoys) ages qirly) ages
PCP PHONE#( ) ADDRESS
Employer: Spouse’s Occupation:
Employer’'s Address: Spouse’s Name:
Occupation: Spouse’s Employer:
Spouse’s Work Phone #: ( )

If you are a winter visitor please give your loaddress and phone #:

In Case of emergency, notify Relationship Ph¢ne # )
Institute / Name of Responsible Party: Date of Birth Claim / SS#:
Address: Relationship to Patient:

City, State, Zip: Employer:

Phone: ( ) xt. e Address:

2nd Phone: ( ) xt: e City, State, Zip

As the party responsible, | agree that all chatigasare not directly paid by my insurance willrhg responsibility.

Responsible Party Signature:

INSURANCE PLEASE SUPPLLY IN®ERMATION FOR BOTH INSURANCE CARRIERS IF APPLICABLE

Primary Carrier Name: Secondary Carrier Name:

Address: Address:

Phone # ( ) Policy # Phone #: ( ) cyPsli

Insured: DOB Insured: B DO

SS# PatiehBelfCJChild I Spousd 10ther ~ SS# PaltieBelf CIChild J Spousé10ther
Group #: Copay: Group #: Copay:

| hereby authorize payment of medical benefits W8 PLLC for services rendered. | hereby authoB¥eC, PLLC to release any medical information

necessary to complete and process my insurance<sclai
Information taken by:

Patient or Guardian’s Signature: Date:




CONSENT TO TREATMENT

| hereby request and consent to the performance of cago@rnutritional and other procedures, including various
modes of physiotherapy, massage therapy and diagnostjmteste (or on the patient named below, for whom |
am legally responsible) by the licensed physician (s) amdier healthcare providers who now or in the future
work at the clinic or office listed above or any other officelinic. | have had an opportunity to discuss with the
physician (s) and/or other healthcare provider (s) andtbrother office or clinic personnel the nature and pur-
pose of treatments and other procedures. | understan@shiétsrare not guaranteed. | understand and am in-
formed that, in the practice of chiropractic and other applicabtbads of treatment, there are some risks to treat-
ment, including but not limited to fractures, disc ingsristrokes, dislocations and sprains. | do not expephthe
sician (s) and/or other healthcare provider (s) to be al@aticipate and explain all risks and complications, and |
wish to rely upon the physician (s) and/or other healthaanéder (s) to exercise judgment during the course of
the procedure which the physician (s) and/or other headtlpcavider (s) feels at the time, based upon the facts
then known to him or her, is in my best interest. lehaad, or have had read to me, the above consent. | have also
had an opportunity to ask questions about its contadtbg signing below | agree to the above-named procedures.
I intend this consent form to cover the entire coufgeeatment for my present condition and for any futuredéo

tion (s) for which | seek treatment.

Initials

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRA CTICES

| acknowledge that | have received a copy of Chiropractic Weall@ester, PLLC ‘Notice of Privacy Practices'.
This Notice describes how Chiropractic Wellness Center, Pha¢ use and disclose my protected health infor-
mation, certain restrictions on the use and disclosure dfaalghcare information, and rights | may have regarding
my protected health information.

Initials

RESPONSIBILITY FOR PATIENT

Understanding that a reasonable effort will be made to cttlectums due from the insurance company or
companies contractually obligated, Chiropractic Wellness Centef; Rill refrain from collecting amounts

owed. | understand that whatever amounts not collected freiimsurance company or companies, whether it be
all or part of what is due, | personally owe and agreayoipfull.

| understand and agree that for all unpaid balances over 30l dél$e assessed a monthly finance charge of
1.5%. In addition to the above, | hereby acknowledgeithmy account is turned over for collection, that | o
assessed any and all collection costs incurred by this.clini

| understand that a fee $45will be charged to my account for appointments missexduocelledVITHOUT 24
HOURS ADVANCED NOTICE.

Initials
METHOD OF PAYMENT
Cash Insurance Auto Accident/3rd party Workers Compensation
PATIENT'S NAME DATE / /
PATIENT'S Signature DATE / /

PARENT/GUARDIAN SIGNATURE (if required)




PATIENT INTRODUCTION FORM
AGE D.O.B / /

NAME

SPORTS / ACTIVITIES YOU PARTICIPATE IN

TODAY’S DATE / /

SPOUSE/ CHILDREN/ FAMILY ACTIVITIES

HAVE YOU HAD PREVIOUS CARE FOR YOUR CURRENT CONDIDN?Y /N WHERE

WOMEN —ANY POSSIBILITY YOU COULD BE PREGNANTY / N

REASONS FOR CONSULTING THIS OFFICE (check all thaply) :

PAIN SPORTS INJURY
PERSONAL INJURY WORK RELATED INJURY

TO OBTAIN OPTIMAL HEALTH & PERFORMANCE OTHER

T DAY OF LAST CYCLE / /

AUTO ACCIDENT
THRESTED IN NUTRITION

WHICH OF THE FOLLOWING HAVE YOU BEEN EXPERIENCING IBFICULTY, OR BEEN DIAGNOSED WITH

(PLEASE CHECK ALL THAT APPLY)?

___ HEADACHES ____FOOT/ TOE PAIN ____EARINFECTIONS ____HIGH BLOOD PRESSURE
— NECKPAIN ~_ TINGLING IN LEGS/ FEET ___ STOMACH PROBLEMS ____LOW BLOOD PRESSURE
—___NECK STIFFNESS —___COLDFEET —__ DIFFICULTY —___HEART PROBLEMS
—___BACK PAIN ____SWOLLEN ANKLES SWALLOWING —__HEART ATTACK/
—___BACK STIFFNESS —___PAINFUL JOINTS ____CONSTIPATION DISEASE
—___DISC PROBLEMS —___ARTHRITIS —___DIARRHEA ____STROKE
—___SHOULDER PAIN —__NIGHT PAIN —___ABNORMAL STOOLS  ___ DIABETES
—___ARMPAIN ___EXCESSIVE FATIGUE  ___PAINFUL BOWEL —___ANEMIA
—_ ELBOWPAIN ____LOW EXERCISE LEVEL MOVEMENTS —___THYROID PROBLEMS
—_ WRIST PAIN —__POORDIET ____KIDNEY PROBLEMS —___OSTEOPOROSIS
____HAND/ FINGER PAIN —___FAINTING —_ BLADDERPROBLEMS ____ CANCER
~__TINGLING IN ARM/HAND ___NAUSEA ~_ PROSTATE PROBLEMS ___ DIZZINESS/VERTIGO
~___COLD HANDS — NERVOUSNESS ~_ MENSTRUAL PROBLEMS __BALANCE PROBLEMS
—__HIPPAIN —__ FREQUENT COLDS ~ GALL BLADDER ~___COORDINATION
—___LEG PAIN —___SINUS PROBLEMS PROBLEMS PROBLEMS
—___KNEE PAIN —___ALLERGIES ____LIVER PROBLEMS ____VISION PROBLEMS
—___ANKLE PAIN —___ASTHMA —___CHEST PAINS —___ DEPRESSION
ANY CONDITION/CONCERN NOT LISTED ABOVE
DO YOU SMOKE:Y /N  YEARS PACKS PER DAY
DO YOU DRINK ALCOHOLY /N ~ YEARS DRINKS PER WEEK
RATE YOUR TYPICAL STRESS LEVEL (OVERALL): 1 2 3 4 5 6 78 9 10+

MILD MODERATE  SEVERE  DISABLING

HOW MANY HOURS DO YOU WORK PER WEEK:
HOW MANY HOURS DO YOU SIT IN YOUR CHAIR PER DAY
DESCRIBE WHAT YOU DO AT YOUR JOB

HAVE ANY OF YOUR BLOOD RELATIVES BEEN AFFECTED BY HE FOLLOWING CONDITIONS: (Indicate which family member.

For example: Father, mother, grandmother, grandfather, uuoig, etc.)

RHEUMATOID ARTHRITIS HEARTSEASE
KIDNEY DISEASE TUBERCULOSIS
THYROID DISORDERS CANCER

OTHER

HIGH BLOOD PRESSURE

ALLERGIES

LIVER DISEASE




Describe and give onset date of each problem(s) which brgagtibto this clinic:

1) 2) 3)
Describe the pain (circle all that apply): Describe the pain (circle all that apply): jDescribe the pain (circle all that apply):
Deep superficial Deep superficial Deep superficial
Sharp Burning Sharp Burning Sharp Burning
Achy throbbing Achy throbbing Achy throbbing
Dull shooting Dull shooting Dull shooting
What % of the time do you have the pain? JWhat % of the time do you have the paigWhat % of the time do you have the pa
0-25% 26-50% 0-25% 26-50% 0-25% 26-50%
51-75% 76-100% 51-75% 76-100% 51-75% 76-100%
Use the following scale to rate your pain=> MILD MODERATE SEVERE DISABLING

1 2 3 4 5 6 78 9 10+
Currently or right now = /10 Currently or right now = /10 Currently or right now = /10
When you feel thbéest = /10 When you feel thbest = /10 When you feel thbest = /10
When you feel thevorst:= /10 When you feel thevorst:= /10 When you feel thevorst:= /10

Have you ever had these problems/symptoms befoféd Which

If yes, what is the pain like now compared to befdiéorse / Better / Same

What part of the day do you feel thest
What part of the day do you feel therst:

List any healthcare professionals seen for your current pngbje

Diagnosis for your current problem(s):

Morning / Afternoon / Evening
Morning / Afternoon / Evening

Check the type of treatments you've had for yowrent problem (s):

Ice
Medication

___ Heat
___Surgery

Electric muscle stimulation.
Chiropractic

Other

___PhySluadapy

Of the above treatmentshich have produced relief for your current problem(s):

Ice
Medication

____Heat
____Surgery

Electric muscle stimulation.
Chiropractic

Other

____PhyShwlapy

Have you had any significant trauma in the past (auto accjdgrus injuries, falls, etc.)Y / N

If yes, give description / date of each:

List any operations and dates of each:

List any diseases and dates of each:

___Massage therapy ___ Stretching

____Massage therapy ___ Stretching

Are you presently taking any medication/ N

Is it for your current problemY / N

List any name(s), dosage and reason you are taking mediaation f

| have read and reviewed the information herein and represent thahe same is true, correct and complete. | understand that
the doctor is relying upon the information in rendering treatment.

Patients signature
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