CHIROPRACTIC REGISTRATION AND !HlST RY

f ! PATIENT INFORMATION

Date

SS/HIC/Patient ID #

Patient Name

23

INSURANCE INFORMATION

/

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Type of pain: [1Sharp [ Dull
[1Burning [JTingling [ Cramps

How often do you have this pain?

Mark an X on the picture where you continue to have pain, numbness, or tingling.

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

] Throbbing [] Numbness [] Aching

[] Stiffness [ Swelling [] Other

Last Name /
Group #
First Name Middle Initial ’ o i
SRR Is patient covered by additional insurance? [] Yes No
Address
Subscriber's Name
E-mail
Birthdate SS#
City
Relationship to Patient
State Zip /
Insurance Co.
Sex (JM [F Age /
Group #
Birthdate
ASSIGNMENT AND RELEASE
[] Married [] Widowed O Single ] Minor | certify that I, and/or my dependght(s), have insurance coverage with
i and assign directly to
[]1 Separated [] Divorced [[] Partnered for years Rers of T R e i)
Dr. all insurance benefits, if
Occupation any, otherwise payable to for services rendered, | understand that | am
financially responsible for alytharges whether or not paid by insurance. | authorize
~ErmployerSehoskAedress the use of my signature ofall insurance submissions.
The above-named dogior may use my health care information and may disclose
such information to e above-named Insurance Company(ies) and their agents
( ) for the purpose offobtaining payment for services and determining insurance
Empioyer/Schoo el benefits or the bghefits payable for related services. This consent will end when
g p my current treajnent plan is completed or one year from the date signed below.
Birttdte
Siginature of Patient, Parent, Guardian or Personal Representative
“SSh.
~Speuees-Emplayar Pfease print name of Patient, Parent, Guardian or Personal Representative
Whom may we thank for referring you? - - -
/ Date Relationship to Patient
/ :
ch ; PHONE NUMBERS ACCIDENT INFORMATION
Cell Phone ( ) Home Phone ( ) Is condition due to an accident? [[] Yes [] No Dal‘
Best time and place to reach you Type of accident [] Auto []Work me ch#ther
IN CASE OF EMERGENCY, CONTACT To whom have you ma teport of your accider?t?
Name Relationship [ Auto Insura Employer []Worker Coma. [C] Other
Home Phone ( ) Work Phone ( ) ey Name (if applicable) 1
PATIENT CONDITION
Reason for Visit
When did your symptoms appear? @
Is this condition getting progressively worse? [JYes [No []Unknown

[] Shooting

Is it constant or does it come and go?

Does it interfere with your (] Work  [] Sleep

[[] Daily Routine

[] Recreation

Activities or movements that are painful to perform [J Sitting [ Standing [ Walking [ Bending [ Lying Down

(Vers.C255S04)
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[] Chiropractic Services []None [] Other

Name and address of other doctor(s) who have treated you for your condition

[ ] ', HEALTH HISTORY

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

[] Surgery

[J Physical Therapy

/

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:
AIDS/HIV [[JYes [ONo Diabetes {IYes [JNo Liver Disease [JYes [ONo Rheumatic Fever [JYes [JNo
Alcoholism [OYes [JNo Emphysema (OYes [ONo Measles [OYes [[JNo  Scarlet Fever [dYes [ No
Allergy Shots [(OYes [ONo Epilepsy [Yes [INo Migraine Headaches [JYes [INo  Sexually
Anemia [OYes [JNo Fractures [lYes [ONo Miscarriage [JYes []No ilg)r;:;sar;;tted OYes [No
Anorexia [OYes [ONo Glaucoma [dYes [JNo Mononucleosis [OYes [1No Siicka ClYes [JNo
Appendicitis [JYes [ONo Goiter [OYes [JNo Multiple Sclerosis [JYes [ No Suicide Attempt ClYes [JNo
Arthritis [dYes [ONo Gonorrhea [OYes [JNo Mumps [JYes [No Thyroid Problems OYes [INo
Asthma [JYes [ONo Gout [JYes [INo Osteoporosis [Yes []No Tonsillitis ClYes []No
Bleeding Disorders [JYes [1No  Heart Disease [OYes [INo Pacemaker [JYes []No Tubsrsiloais OYes [JNo
Breast Lump [OYes [INo Hepatitis [JYes [INo Parkinson's Disease [|Yes []No Tumors, Growths  [JYes []No
Bronchitis [OYes [ONo Hernia [dYes [INo Pinched Nerve [OYes [JNo Typhoid Fever OYes [JNo
Bulimia [JYes [JNo Herniated Disk [JYes [JNo Pneumonia [OYes [No Lillrs ClYes [JNo
Cancer [OYes [JNo Herpes [JYes [ONo Polio [OYes [ No Vaginal Infections  [JYes []No
Dependency [ClYes [JNo High Cholesterol [JYes [ No Psychiatic Care  []Yes []No Other
Chicken Pox [dYes [ONo Kidney Disease [OYes [ No Rheumatoid Arthritis []Yes [ No
EXERCISE WORK ACTIVITY HABITS
] None [ sitting [] Smoking Packs/Day
[J Moderate [] Standing [] Alcohol Drinks/Week
[ Daily [ Light Labor [[] Coffee/Catifeine Drinks Cups/Day
[1 Heavy [J Heavy Labor (] High Stress Level Reason
Are you pregnant? []Yes [ No Due Date
Injuries/Surgeries you have had Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

:? MEDICATIONS ALLERGIES VITAMINS/HER]ﬂMI

-——“/

Pharmacy Name

Pharmac




LivingWell Chiropractic

Dr. Vivian Ebert

Y N REVIEW OF SYSTEMS & MEDICAL HISTORY |
o o Constitutional (e.g. weight loss, fatigue, night sweats) |
If yes, please specify: |
\
o o Eyes (e.g. double vision, pain, floaters, flashes, dry eye, decreased vision, tearing, cata‘p'acts, glaucoma)
If yes, please specify: |
o o KEars, nose, mouth, throat (e.g. hearing loss, sinus disease, sore throat, dentures)
If yes, please specify:
o o Cardievascular (e.g. chest pain, heart murmur, palpitations, heart attack, high blood pressure, hand/
ankle swelling)
If yes, please specify:

O Pacemaker/Defibrillator
If yes, please specify:

0 o Respiratory (e.g. cough, wheezing, emphysema, asthma, difficulty breathing
If yes, please specify:

0 o Gastrointestinal (e.g. stomach pain, liver problems, acid reflux, vomiting, diarrhea
If yes, please specify:

0 o Genitourinary (e.g. urination difficulty, prostate disease, bladder problems, kidney
dialysis) If yes, please specify:

0 0 Integumentary (e.g. skin rash, scarring, dermatitis/eczema, skin cancer)
If yes, please specify:

0 o Neurological (e.g. stroke, seizure, numbness, weakness, Alzheimer’s, headaches,
dizziness) If yes, please specify:

0 o Musculoskeletal (e.g. arthritis, pain in joints, swelling of joints, pain in muscles,
artificial joints) If yes, please specify:

0 o Hematologic/Lymphatic (e.g. anemia, easy bruising, prolonged bleeding, use of blood thinners, blood
disorders) If yes, please specify:

o o Allergic/immunologic/Infections (e.g. hay fever, HIV, hepatitis)
If yes, please specify:

o o0 KEndocrine (e.g. diabetes, thyroid disease)
If yes, please specify:

o 0o Psychiatric (e.g. anxiety, depression, mood swings, difficulty sleeping)
If yes, please specify:

NAME: DATE:




PATIENT INFORMATION

Name: Date:

Preferred Language: Height:

Weight:

English
Spanish BP:

Other Pulse:

Race:
White
Black or Afican American

American Indian or Alaska Native

Asian

Native Hawaiian or Other Pacific Islander
Other

| do not wish to provide this information

Ethnicity:
____ Hispanic or Latino
____ Non-Hispanic or Non-Latino
__ Other
1 do not wish to provide this information

Smaoking Status:
—___ Current everyday smoker
_____ Current some day smoker
_____ Former Smoker
_____ Never smoker

Do you have any medication allergies:
No Known Medication allergies
Yes. What:

Arms R oq L

Are you currently taking any prescribed medications:
Not currently prescribed any medications.

__ Name Dose:
. Name Dose:
_____ Name Dose:
_____ Name Dose:
_____ Name Dose:
____ Name Dose:

Often: |

Often: |

Often:
Often:
Often:
Often:




ACKNOWLEDGMENT OF RECEIPT

OF

NOTICE OF PI

UIVACY PR

A3

i a&h&wﬁe@g@ that I was provided a copy of the Notice of Prﬁm@y
Practices. I understand that this form will be placed in my patient chart

and maintained for six years.

Patient Name (please primt) Date

Parent, Guardian or Patient's legal representative

Signature

THIS FORM WILL BE PLACED IN THE PATIENT'S CHART AND
MAINTAINED FOR SIX YEARS.




Authorization and Assignm

eni

Lauthorize LivingWell Chiropractic fo release any information deemed appropriate concerning my physical conditio

insurance company, attorney or adjuster in order to process any claim for reimbursement of charges incurred by me.
a3 g 5 y 5| |
{ authorize the direct payment to you of any sum | now or hereaiter owe you by my atiorney out of the proceeds of 2

to any

v settlement

of my case, and by any insurance company obligated to make payment to me or you based in whole or in part upon the charges

macle for vour services.

{ understand that whatever amounts you do not collect from insurance proceeds twhether it be all or part of what is
persanaily owe you,

L. the undersigned do hereby appoint LivingWell Chiropractic the authority necessary 1o enclorse and cash any chec

money orders which are made pavable to the undersigned or as co-pavee with LivingWell Chiropractic when saidl pa

due to services rendlered on behalf of the undersigned by LivingWell Chiropraciic.

t understand and agree that health and accident insurance policizs are an agreement befween an insurance carrier &
clearly understand and agree that all services rendered me are charged directly to me and that | am persenally respa
will be immediatel
collect my bill.

Informed Consent
I hereby authorize physicians and staff at LivingWell Chiropractic o trcat my condition as deemed appro
doctor will not be held responsible for any pre-existing medically diagnosed conditions.
1 ceriity that the above information is correct to the best of my knowledge. 1 will nat hold my docior or 2

member of LivingWell Chiropractic responsibie for any errars or omissions that | may have made in the ¢
of this form or additional supplemental forms.

Chiropractic, as well as all other types of health care, is associated with potential risks in the delivery of
Thereiore, it is necessary to inform the patient of such risks prior to initiating care. VWhile chiropractic tre
remarkably safe, you need to be informed about the potential risks related to vour care to allow vou to b
informed before consenting to treatment.

Chiropractic is a system of health care delivery and therefore, as with any health care delivery system, w
promise a cure for any symptom, condition or disease as a result of treaiment in this office. An attempt ¢

vou with the very best care is our goal, and if the resulis are not acceptable, we will refer you to another

who we feel can further assist you,
Specific Risk Possibilities Associated with Chiropractic Care:

Soreness: Chiropractic adjusiments and physical therapy procedures are sometimes accompanied by po
soreness. This is a normal and acceptable accompanying response to chiropractic care and physical ther
it is not gencrally dangerous, please advise vour doctor if you experience soreness or discomiori.

Soft Tissue Injury: Occasionally chiropractic treatment may aggravate a disc injury, or cause other mino
lizameni, fendon, or other soft-lissue injur:
& LT}

Rib Injury: Manual adjusiments to the thoracic spine, in rare cases, may cause rib injury or fracture. Pre
such as pre-adjustment x-rays are taken {or cases considered at risk. Treatment is performed carefully to
such risk.

Physical Therapy Burns: Heat generated by physical therapy modalities may cause minor burns to the sk
rare, but if it occurs, you should report it to your doctor or a staii member.

Stroke: Stroke is the most serious complication of chiropractic treatment. The most recent studies estim
incidence of this type of stroke is T in every 5 million upper cervical adjusiments.

Other Preblems: There are occasionally other types of side efiects associated with chiropractic care. W
arc rare, ihey should be reported lo vour doctor prompily.

If you have any questions concerning this form or the above statements, please ask your docior.
Having carefully read the above, | hereby give my informed consent to have chiropractic treatment adm
Date:

Fatient/Cuardian Signature:

Wiiness:

due) 1

s, clrafis or
WMEenis are

cl me. 1 .
sibhle for

pavment. { also undersiand that if | suspend or ferminate my care and treatment, any fees for professional services rendered me
y due and pavable. }will be responsible for any cosis of collection, attorney's fee or court costs required to

priate. The
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