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Patient Health History
Name: 

Age: 
Date of Birth: 
 Sex: MF 

Address: 

City: 
 State:
 Zip: 


Phone (Home): 
 (Work): 


Marital Status:(S (M (D (W
Number of Children: 


Occupation: 

Social Security Number: 


Employer: 

Driver’s License Number: 


Spouse’s Name: 

Spouse’s Age: 
 Spouse’s Date of Birth: 


Spouse’s Occupation: 

Spouse’s Social Security Number: 


Spouse’s Employer: 

Spouse’s Phone (Work): 


Insured’s Name: 
 Insured’s Phone: 
 Insured’s Date of Birth: 


Insurance Company: 

Spouse’s Insurance Company: 


How did you hear about this office: 

Referred by: 


Past Chiropractic Care: Yes No When? 
 Doctor’s Name: 
 Results: __________
Are your present problems due to an injury? Yes No  On Job  Auto Accident  Personal Injury  Other: 
 

Has the accident been reported? Yes  No  To Employer  Auto Carrier  Other: 


Are you now or have you ever been disabled? (Service or Work)? Yes  No  When? 


Have you retained an attorney?  Yes  No  Name & Address: 

What is your current work status?


Full time, no restrictions


Full time, restrictions


Full time Homemaker



Full time student

Part time, no restrictions


Part time, restrictions


Retired






Unemployed

Off work due to restrictions
Other 

Restrictions:


Off work:
Yes  No  Previously    From: 

 to 



Light duty:
Yes  No  Previously (If yes, what are/were your restrictions?) 


Do/did you require outside help at home?

 Yes  No (If yes, what help do/did you need?) 


List any accidents or falls and dates: Auto: 
 Recreation: 


Sports: 
 Work Related: 
 Other: 


List any broken bones (fractures) or dislocations: 


Ever on crutches? Yes  No  Why? 


Were you ever knocked unconscious? Yes  No  (If yes, please explain): 


Have you ever had X-rays taken? Yes  No  When? 
 By Whom? 


For what ailments were these X-rays made? 


Do you wear orthotics or heal lifts? Yes  No  Fitted by whom? 
 When? 


Do you suffer from any condition other than that for which you are now consulting us? Yes  No 


Are you presently taking any medication, prescription, over-the-counter, home remedies, vitamins, minerals, etc?

(Please list) 

Operations And Procedures

 I have never had any operations or surgeries

    Date








    Date 









     Date


 Vaccinations

 Spinal Taps/Injections

 Sinus


 Tonsillectomy

 Appendectomy

 Hernia


 Gall Bladder

 Female Organs

 Thyroid


 Back Operation

 Rectal Surgery

 Stomach

Other 


Please check the correct box for each item below. Check at least one box for each sign or symptom listed. Never  Previously  Presently
 










EYE/EAR


  GENERAL SYMPTOMS


  GASTRO-INTESTINAL



NOSE/THROAT

      


RESPIRATORY

 Allergy(What) ____
 Belching or Gas

 Asthma



 Chest Pain

                ________________
 Colon Trouble


 Deafness



 Chronic Cough

 Bronchitis 


 Constipation


 Earache



 Difficulty Breathing 

 Chills
(Constant)

 Diarrhea



 Ear Discharge


 Spitting Blood

 Convulsions


 Gall Bladder Trouble
 Ear Noises


 Spitting Phlegm
 Dizziness



 Hemorrhoids (piles)
 Thyroid Problems



 Fainting



 Jaundice



 Frequent Colds

  

      GENITO-URINARY

 Fatigue



 Liver Trouble


 Hay Fever



 Bed Wetting

 Headache



 Nausea



 Nasal Obstruction

 Blood in Urine

 Loss of Sleep


 Stomach Pain


 Nose Bleeds


 Frequent Urination

 Loss of Weight

 Vomiting



 Pain in Eyes


 Inability to Control

 Nervousness


 Vomiting Blood

 Poor Vision



Urine

 Night Sweats


 Heart Burn


 Blurred Vision

 Kidney Infection

 Numbness or Pain

 Bloody Stools


 Sinusitis



 Kidney Stones

  in arms/legs/hands

 Acid Reflux


 Sore Throats


 Painful Urination 

 Wheezing



 Irritable Bowel

 Tonsillitis



 Prostate Trouble



    Muscles & Joints


    Cardio-Vascular


    Skin or Allergies


     For Females Only

 Backache



 High Blood Pressure
 Bruising Easily

 Cramps

 Foot Trouble


 Low Blood Pressure
 Dryness



 Hot Flashes

 Hernia



 Chest Pain


 Eczema



 Irregular Cycle

 Pain Between


 Heart Trouble


 Hives or Allergy

 Painful Periods

         Shoulders



 Poor Circulation

 Itching



 Vaginal Discharge

 Painful Tail Bone

 Rapid Heart


 Sensitive Skin


Yes No  Pregnant at this Time 

 Stiff Neck



 Slow Heart


 Skin Eruptions

__________ Last Pap Date 

 Spinal Curvature

 Strokes











__________ Last Menstrual Cycle 
 Swollen Joints


 Swelling Ankles



 





 

 Tremors



 Varicose Veins



 





 

 Twitching 
Do you have or have you had any of the following diseases?

Appendicitis

Anemia


Heart Disease

Arthritis


Pneumonia


Measles

Goiter

Epilepsy


Rheumatic Fever

Mumps


Influenza



Mental Disorder

Polio


Chicken Pox

Pleurisy



Lumbago


Tuberculosis


Diabetes

Alcoholism

Eczema


Whooping Cough

Cancer


Venereal Disease

HIV Positive




HABITS








EXERCISE







FAMILY HISTORY
Smoking   
Packs/day: _____




None







  
Diabetes   Kidney   Cancer        Back

Drinking

Alcohol: (Cups/day) _____


Moderate


Mother




                                 
Coffee

Cups/Day: _______




Daily



Father


 

                                 
Soft Drink
Bottles or Cans/Day: _______

Type: _________
Brother(s), # of_____
                                 
Water

Cups/Day: _______




______________  
Sister(s), # of ______
                                 
I understand and agree that if I have health and/or accident insurance, these policies are an arrangement between the insurance carrier and myself.  Further, I understand that this health care provider will/will not prepare reports and forms to assist in reimbursement from the insurance company.  Any amount authorized to be paid directly to this office will be credited to my account on receipt.  However, I clearly understand and agree that all services rendered to me are my personal 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 hereby authorize the doctor to examine and treat my condition as he/she deems appropriate through the use of Chiropractic Health Care, and I give authority for these procedures to be performed.  It is understood and agreed the amount paid to the Doctor for imaging is for examination only and the negatives will remain the property of this office, being on file where they may be viewed.
Patient’s/Guardian’s Signature: ____________________________________________________    Date: ______________________

CURRENT COMPLAINT HISTORY

(PATIENT)

Patient Name: 
 
Date: 

Please check all boxes that apply to your condition and fill in the spaces that describe your present complaint(s).  Also, the information you provide concerning past symptoms will help in assisting the doctor to better understand your present complaints and total health picture.

Please list your present complaint(s) and mark your level of pain today for each complaint – If you have more than one area of complaint, list them in order of most severe to least severe.

1. 

 Duration – (How Long / Date): 
 # of Previous Episodes: 


    

 (Please circle one.)  (No pain) 0 1 2 3 4 5 6 7 8 9 10 (Worst pain imaginable)

2. 

 Duration – (How Long / Date): 
 # of Previous Episodes: 


    

 (Please circle one.)  (No pain) 0 1 2 3 4 5 6 7 8 9 10 (Worst pain imaginable)

3. 

 Duration – (How Long / Date): 
 # of Previous Episodes: 


    

 (Please circle one.)  (No pain) 0 1 2 3 4 5 6 7 8 9 10 (Worst pain imaginable)

Has anyone treated you for this episode? Yes No  If yes, by whom? 


How did your symptoms begin? 


Immediately after a specific incident
 After multiple Incidents
Gradually developed over time
Other 


What makes your symptoms better?


Nothing  Lying down  Standing  Sitting  Movement/Exercise  Other 


What makes your symptoms worse?

Nothing  Lying down  Standing  Sitting  Movement/Exercise  Other 


Are your symptoms?



Decreasing
Increasing 

Not Changing
Other 


Description of pain or symptoms:

Sharp
Shooting 

Dull
Burning

Ache
Numb

Weakness
Tingling

Throbbing
Other


Does your pain move or radiate?
Yes No Where 


Check the best and worse times of the day for

your pain:


Worse
Best
First Awake
First Awake

Morning
Morning

Afternoon
Afternoon

Evening
Evening

Nighttime
Nighttime

Other
Other

Frequency of pain or symptoms:

Constant
(76 – 100%)

Frequent
(51 – 75%)

Occasional
(26 – 50%)

Intermittent
(25% or less)

How many days out of an average week are you in pain? (Please circle one.)  1   2   3   4   5   6   7  

How much time during the day are you in pain?


less than 1 hour  1 to 6 hours  6 to 12 hours  12 to 18 hours  18 to 24 hours 24 hours
Patient’s/Guardian’s Signature: 

Date: 


INSURANCE ASSIGNMENT AGREEMENT

This office is pleased to accept your case on an insurance assignment basis as soon as your insurance company or responsible party verifies your coverage. We will file your claim forms to assist you in every way we can for reimbursement.

However, it must be understood that insurance contracts are between you, the patient, and your insurance company; you are responsible for any amount not paid by your insurance company.

In accepting your insurance on assignment we are extending you credit.  This courtesy may be withdrawn if circumstances below warrant it.  All the numbers below are applicable to your agreement except any with unfilled blanks.

1. If you choose to cease or dismiss yourself from care without the doctor’s authorization, the balance of your account is due and payable in full at time of your discontinuance even if your insurance has been filed.  If and when your insurance pays, the remainder will be credited/refunded once you have a zero balance.

2. Your insurance should pay within 30 days.  If your insurance has not paid within 60 days, then you are required to pay the balance due.  You will be reimbursed by your insurance company if and when it pays.

3. We will continue to bill your insurance on 30 day cycles as long as you are receiving active chiropractic care in this office.

4. You are required to pay __________ % or $ __________ to cover your co-pay/deductible until the first insurance check is received.  This option may be changed depending upon insurance payment.  Deductibles must be confirmed and satisfied prior to assignment being enacted.

5. Your insurance contract states you have a maximum yearly benefit of $ __________.  Once you have reached your limit of $ __________, you will be required to pay for care.

6. You are required to sign “ Authorization and Assignment for Direct Payment” as well as other documents required by your insurance company or this office.

7. Our office does not guarantee that your insurance will pay.  We will make every attempt to obtain verification of your policy coverage.  However, if for any reason, your insurance claim is denied, you are responsible for the full amount of your bill.

8. Our office will not enter into a dispute with your insurance company over your claim.  This is your responsibility and obligation.

9. Any special arrangement regarding finances must be signed by the doctor and patient and/or their representatives.

10.You may place a credit card on file.  If there are any extraneous charges, we will process a one time/monthly charge of _____________________________. I  authorize Frederick Chiropractic Clinic to charge my visa/mastercard/discover/American express, card number________________________________expiration date____________________ for any fees not collected in a timely fashion. Name______________________________________Signature________________________________Date_______________________________________



                #0220801
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Consent for Purposes of Treatment, Payment and Healthcare Operations 

[image: image2.wmf] 


I acknowledge that Frederick Chiropractic Clinic's “Notice of Privacy Practices” has been provided to me.  

I understand I have a right to review Frederick Chiropractic Clinic's Notice of Privacy Practices prior to signing this document.  Frederick Chiropractic Clinic's Notice of Privacy Practices has been provided to me.  The Notice of Privacy Practices describes the types of uses and disclosures of my protected health information that will occur in my treatment, payment of my bills or in the performance of health care operations of Frederick Chiropractic Clinic.  The Notice of Privacy Practices for Frederick Chiropractic Clinic is also provided on request at the main administration desk of this practice and on Frederick Chiropractic Clinic's website at www.frederickchiropractic.com.  This Notice of Privacy Practices also describes my rights and Frederick Chiropractic Clinic's duties with respect to my protected health information. 

Frederick Chiropractic Clinic reserves the right to change the privacy practices that are described in the Notice of Privacy Practices.  I may obtain a revised notice of privacy practices by accessing Frederick Chiropractic Clinic's website, calling the office and requesting a revised copy be sent in the mail or asking for one at the time of my next appointment. 

Signature of Patient or Personal Representative 

Date

Name of Patient or Personal Representative 

Description of Personal Representative’s Authority

CHIROPRACTIC CONSENT FOR CARE

INFORMED CONSENT FOR CHIROPRACTIC CARE

A patient, in coming to the doctor of chiropractic, gives the doctor permission and authority for examination and to care for them in accordance with chiropractic tests, diagnosis and analysis.  The chiropractic adjustment or other clinical procedures are usually beneficial and seldom cause any problem.  In rare cases, underlying physical defects, deformities or pathologies may render them susceptible to injury.  Even though a procedure was performed correctly, it must be understood by any patient seeking health care, no guarantee of results can be made, and that injury, paralysis or death may occur from any procedure performed, and by signing this consent for care form, I acknowledge the risk or danger and choose to have chiropractic procedures performed.  The doctor, of course, will not give a chiropractic adjustment, or health care, if he/she is aware that such care may be contraindicated.  Again, it is the responsibility of the patient to make it known or to learn through health care procedures whatever he/she is suffering from:  latent pathological defects, illnesses, or deformities which would otherwise not come to the attention of the doctor of chiropractic.  The patient should look to the correct specialist for the proper diagnostic and clinical procedures.  The doctor of chiropractic provides a specialized, non-duplicating health service. 

DIAGNOSIS

Although doctors of chiropractic are experts in chiropractic diagnosis, they are not medical specialists.  Every chiropractic patient should be mindful of his/her own symptoms and should secure other opinions if he/she has any concern as to the nature of his/her total condition.  

CHIROPRACTIC

It is important to acknowledge the difference between the health care specialties of chiropractic, and traditional medicine.  Chiropractic care seeks to restore health through natural means without the use of medicine or surgery.  This gives the body maximum opportunity to utilize its inherent recuperative powers.  The success of the chiropractic doctor’s procedures often depends on environment, underlying causes, physical and spinal conditions.  A doctor of chiropractic conducts a clinical analysis for the purpose of determining whether there is evidence of Vertebral Subluxation Complexes (VSC). When such VSC complexes are found, chiropractic adjustments and ancillary procedures may be given in an attempt to restore spinal integrity.  It is the chiropractic premise that spinal alignment allows nerve transmission throughout the body and gives the body an opportunity to use its inherent recuperative powers.  Due to the complexities of nature, no doctor can promise you specific results.  This depends upon the inherent recuperative powers of the body. 

RESULTS

The purpose of chiropractic services is to promote natural health through the reduction of the VSC.  Since there are so many variables, it is difficult to predict the time schedule or efficacy of the chiropractic procedures.  Sometimes the response is immediate.  In other cases it is gradual.  Occasionally, the results are less than expected.  Two or more similar conditions may respond differently to the same chiropractic procedures.  Many medical failures find quick relief through chiropractic.  In turn, we must admit that conditions, which do not respond to chiropractic care, may come under the control or be helped through medical science.  The fact is that the science of chiropractic and medicine may never be so exact as to provide definite answers to all problems.  

TO THE PATIENT

Please discuss any questions or concerns with the doctor before signing this statement of consent.

I have read and understand the foregoing, and give my consent to proceed with chiropractic care.

________________________________      _______________________________________________

DATE                                                               SIGNATURE
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LEFT





RIGHT





LEFT





LEFT





Never


Previously


Presently





Never


Previously


Presently





Never


Previously


Presently





Never


Previously


Presently





Date�
I.D. #�
�
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RIGHT





RIGHT





Show us your pain


Use the letters below to indicate the type


And location of your symptoms TODAY





Key:   a = ache		     b = burning		n = numbness   	   p = pins & needLEs


	      s = stabbing	     X = stiffness         T = throbbing      O = other
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