New Palient Health History Form

In order {o provide you the best possible care, please complete this form
and bring # 16 your first appointment. All information is strictly CONFIDENTIAL.

Patient Datg

First Name| st Name [ |Dcﬂe[ ' Email|

“Your email will NOT be shared with any 3d parties, and is used for occosjonal office anneuncements and promotions.

' Mailing address o
Address ) J Ci1y| ]Stcﬁel : lZip | J
Telephone {(Work) \ J[home) I |Referred Byl |
Age l:‘ Birth Dater ' lSocIol Security # | | Number of Children r-*'—'
Occupation | J Employer| _
Marital Stciusl ‘ | Spouse's Nomel 1Spouse’s chupaﬁon |
Spouses's Employer| |Spouse's Health Stoius] J
Emergency Contocfl J Phone] l

Current Complaints _

Nature of Injury: ] Automobiter [1work [:] Other

Please describe: |

Daie of Irjury Date symptoms uppeured; J

Hove you ever had same condition? O No O Yes If yes, when?
List of other practitioners ssen for s Injury/condifion/ "

Have you ever been under chiropractic care? O No O Yes

[f yes, please describel

Trsararce mormation

Name of parly responsible for payment] ‘ |Phone| |
Do you have health insurance? O No O Yes Name of company| ]

*If an auto accident, please provide:
Insvrance Company Name| o | contact Person| |
Phone:| [Clcim #] ' ' |

Signatures

Name of the insured

I understand and agree that health/accident Insurance policles.are an arrangement between an Insurance carrier
and myself. 1 understand and agree that alf services rendered to me and charged are my personal

responsibility for timely payment. I understand that If I suspend or terminate my care/treatment, any fees for
professional services renderad to me will be Immediately due and payable,

Patient's signature Date
Spouse's or guardian's signature Date
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Medical Histary

Have you been freated for any conditions in the last years O Ne O Yes

IFyes, please describel —

Cate of last physical exqm[ Ils there o chance that you are pregnant? O -No O Yes

Have you had X-raystaken? O No O Yes  If Yes, where?|

What medications are you iaking and for what conditions {Please list dosage and amounts,-etc)l

i

H
Whdt vitamins, mirerals, or herbs do you curently fake? {Please list for what condifions, dosage, and frequency,

Hdvewvovever . o .NoYEs | Briefly Expldin,
Broken bones? R0
Been hosphalized? OO
Been in an auto accident? OO
Had Sprains/Strains? 00
Been struck unconscious? Q0O
Had surgery? OO

Family Members - Present and past health condifions (Example: heart disedse, cancer, diabetes, arfbiitis, sfe.)

Po you experience pain every doy?

Do your symptoms interfere with daily life®

Does pain wake you up af night?

Are your symptoms worse during cerfain fimes of the day?
Do changes in weather aiffect your symptoms?

Do vou wear orthotics?

00 you take vitamin supplements

What activilies aggravate vour symploms2

ONe O ves
O nNe O Yes
OnNo O Yes
ONo O Yes
O Noe O Yes
OnNe O Yes
OnNo O Yes

TR - e Ught | Modarais Feavy

Alcohol
Coffee
Tobacco
Drugs
Exercise
Sleep
Appetite

Soft Drinks
Water
Stitv.Foods
Sugary Foods
Artificial Sweeleners
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Have ypu evet suffeted from: e L
&[_JAlcoholism Plecse use fhe following lettets fo indicate TYPE and
[TWllergies LOCATION of the symptoms you currently are experiencing.
[ TAnemia -
' - [Astesiosclerosis : A=Ache O=0ther

5 [_JArthritis B=Buming P=Pins & Needles
[ asthma N=Numbness $=Stabbing

[ eack Pain

[ Breast Lump

[ Bronchitis

[ |Bruise Easily
[(Cancer

[lchest Pain/Condifions
[Tkold Extremifies
[onstipation

| Joramps
[_Depression
 Diabetes

[ IDigestion Problems
[ Dizziness

[Fars Ring

[ Excessive Menstruation
| FEye Pain or Difficulties
[ Fatigue

- [Frequent Urinaiion
[ Headache

[ Hermorhaoids
[_High Blood Pressure
[ Hot Hashes

[ Irre gulor Heart Beat
| Iregular Cycle

[ Kidney Infecfion

" Kidney Stones

[ koss of memory
[lLoss of balance
[“lLoss of smell

[Loss of taste

[ Jlumps In Breast
“INeck Pair or Sfifinass
[ INervousness

| Nosebleéds

[ Pacemaker
[_polio

[_Poor Posture
[JProstate Trouble
Beialica

[ Bhortness of breath
" Binus Infection

" Bleep problems or Insomnic
[ Bpinal Curvatures

[ Biroke

[ Bwelling of ankles

[ Bwollen Joints

[ Irhyroid Condition

" Truberculosls

L Mlcers

" Ovaricose Veins

[ Venered] Disecse

[other:,
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Financial Agreement

Please rem ermber that insurance is considered a method of reimbursing the patient for fees put to
the doctor and is NOT A SUBSTITUTE FOR PAYMENT. Some companies pay fixed allowances
for certain procedures, and others pay a percentage of the charge. Itis your responsibility to pay
any deductible amount, co-insurance, or any other balance not paid by your insurance.

IN ORDER TO CONTROL YOUR OUTSTANDING BALANGCE, IT IS OUR POLICY TO COLLECT
CO-PAYS, CO-INSURANGE AND DEDUCTIBLE AT TIME OF SERVICE. -

If this account is assigned to an attorney/outside agenoy for collection and/or suit, HealthSaurce
shall be entitled to reasonable attorney's fees and for cost of collection,

I authorize the release of any informaﬁon,neoessary to determine liability for payment and to
oblain reimbursement on any claim. '

PATIENT SIGNATURE INSURED'S SIGNATURE

DATE

LEGAL ASSIGNMENT OF BENEFITS AND RELEASE OF MEDIGAL AND PLAN DOCUMENTS

In considering the amount of medical expenses o be incurred, 1, the undersigned, have insurance
andfor empioyee health care benefits coverage with the above captioned, and hereby assign and convey
directly to RealthSource all medical benefits and/or insurance refmbursement, If any, otherwise payahle to
me for services rendered from such dector and clinic. | understand that | am financially responsisle for all
charges regardless of any applicable insurance or benefit payments. | hersby authorize the doctor 1o release
all medical information necessary to process this claim. | hereby authorize any plan administrator or
fiduciary, insurer and my allarney fo releass to such doctor and clinic any and all plan documents, Insurance
policy and/or settlement information Upon written request from such doctor and clinic in order to claim such
medical benefits; reimbursement or any applicable remedies, | authorize the use of this signature on all my
insurance andfor employee health benefits claim submissions,

E hereby convey to the above namead doctor and clinic to the full extent permissible under the law
and under the any applicable insurance poficies and/or employee health care plan any claim, chose in

extent permissible under the law to claim such medical benefits, insurance reimbursement and any
applicable remedies. Further, In response 1o any reasonable request for cooperation, | agree to cooperate
with such doctor and clinic in any attempts by such doctor and clinic to pursue such claim, chose in action or
right against my insurers andfor employee health care plan, including, if necessary, bring suit with such
doctor and clinic against such insurers and/or employee health care plan in my name but at such doctor and
clinic’s expenses.
This agsignment will remain in effect until revoked by me in writing. A photccopy of this assignment

Is to be considered as valid asthe original. I have read and fully understand this agreement.

Slgnature of Insured/Guardian Date




IPAA PATIENT AUTHORIZATION FORM

We are Tequired by the Health Insurance Portability and Accountability Act of 1996 (HIPAA) te maintain the privacy
of your protected health information (PHD) and to provide you with a Notice of Privacy Practices, Our Notice of
Privacy Practices provides information about how we may use and disclose your PHI, and contains a section describing
your rights as a patient under the law. You have the deht to review onr Notice before signing this Authorization and
you are advised o do so. This authorization for release of information covers the period of healthcare from
,20 te L20 .

By signing this form, you authorize our use and disclosure to third parties, including but nof limited to our billing and
scheduling software provider, Phunkey Inc., and our Clinic's franchisor, HealthSource Chiropractie, Inc., of your PHI
for treatment, payment, and health care operations, and for certain marketing purposes, as described in our Notice of
Privacy Practices. If you sign this Authorization but later change your mind, you have the right to revoke this
Authorization by delivering to us a written, dated document signed by you. However, such a revooation shall not
affect any disclosures we have already made in reliance on your prior Authorization.

The patient understands and agrees that:

The Clinic has a Notice of Privacy Practices. The patient has received, and had the opportunity to review,
this Notice before signing this Authorization. The Clinic encourages all patients to review the Notice of

Privacy Practices.

The Clinic reserves the tight to modify the Notice of Privacy Practices to keep up with changes in the law or
office practices. We will make all modifications available for review by patients.

All Ty medical records and protected health information may be disclosed or used for treatment, payment,
or health care operations, and for certain marketing purposes. The Clinic will not recelve any payment from
2 third party for marketing purposes in connection with the use or disclosure of your PHI.

The Clinic or its business affiliates may use your PHEI t0 contact you with appb‘mtment reminders and
educational and promotional items in the furere via email, U.S, Mail, telephone, fax sud/or prerecorded
messages, We WILL NOT ever sell or “SP AM" your personal coniact information.

The patient has the right to restrict the uses of his or her information, but the Clinic does not have to agree to
all such restrictions. .

The patient may revoke this Authorization in writing at any time and all future disclosures that require the
patient’s prior written authorization will then cease. See the Notice of Privacy Practices for additional details,

The Clinic may aot condition your treatment or payment on whether you sign this Authorization.

Tnformation used or disclosed pursuant to this Authorization may be re-disclosed by the recipient and may no longes
be protected by federal or state law.

The Authorization was signed by:
Printed Name ~ Patient or Representative

Signature _ Date

Relationship to Patient
{if other than patient)

Wiiness:

Printed Name — Clinic Representative

Signature Date

For Internal Use:

[ Patient Refused to Sign ] Patient unable to siga for thelfollowing Teasor:
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