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PATIENT INFORMATION

<
‘ . Date

/ SS/HIC/Patient ID #

/’/. Patient Name
Last Name
iy
/ First Name Middle Initial
/ Address
City
q State Zip
E-mail
- Sex (JM [F Age
Birthdate
[ Married [] Widowed [] Single ] Minor
["] Separated [] Divorced [] Partnered for years

QOccupation

Patient Employer/School

Employer/School Address

Employer/School Phone ( )

Spouse’s Name

Birthdate

SS#
Spouse's Employer

Whom may we thank for referring you?

D IV

INSURANCE

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? [JYes [ No

Subscriber's Name

Birthdate SS#

Relationship to Patient

Insurance Co.

Group #

ASSIGNMENT AND RELEASE
| certify that |, and/or my dependent(s), have insurance coverage with

and assign directly to

Name of Insurance Company(ies)

Dr; all insurance benefits,
if any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. |
authorize 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 above-named Insurance Company(ies) and their agents
for the purpose of cbtaining payment for services and determining insurance
benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative

Please print name of Patient, Parent, Guardian or Personal Representative

Date Relationship to Patient

PHONE NUMBERS

Home Phone ( )

Cell Phone ( )

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT

ACCIDENT INFORMATION

Is condition due to an accident? [] Yes [ ] No

Date

Type of accident [ Auto [JWork [JHome []Other

To whom have you made a report of your accident?
] Auto Insurance [] Employer [[]Worker Comp. []Other

Attarney Name (if applicable)

‘, Name
= 1 Relationship
Home Phone ( )
} Work Phone ( )
(!

PATIENT CONDITION

! Reason for Visit
”"“ When did your symptoms appear?

Is this condition getting progressively worse? [|Yes

/ Type of pain:

How often do you have this pain?

[] Sharp
[] Burning

(] Dull

[ Tingling [ Cramps

[] Throbbing [] Numbness [J Aching
[] stiffness

[[INo
. 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)

[ Unknown

[ Shooting
[] Swelling [] Other

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 [] Sitting [] Standing []Walking []Bending [ Lying Down
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HEALTH HISTORY

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

[J] Chiropractic Services [ None [] Other

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:
AIDS/HIV [JYes [JNo  Diabetes [JYes [1No  Liver Disease [OYes []No Rheumatic Fever [JYes []No
Alcoholism [OYes []No Emphysema [(JYes []No Measles [OYes [JNo Scarlet Fever [OYes [JNo
Allergy Shots [JYes [INo  Epilepsy [JYes [INo  Migraine Headaches []Yes []No Sexually
Anemia [OYes []No Fractures [JYes [JNo Miscarriage [OYes [1No 'ggr;r:étted [JYes []No
Anorexia [JYes [ONo  Glaucoma [OYes [JNo  Mononucleosis OYes [INo  gyoke [IYes [JNo
Appendicitis [OYes [JNo  Goiter [JYes [JNo  Multiple Sclerosis []Yes []No Suicide Attempt [JYes [JNo
Arthritis [1Yes [INo  Gonorrhea [dYes [INo  Mumps [IYes []No Thyroid Problems []Yes []No
Asthma [OYes []MNo Gout [JYes [ No Osteoporosis [1Yes []No Tonsillitis [JYes [JNo
Bleeding Disorders []Yes []No Heart Disease [OYes [JNo Pacemaker OYes []No TUBGrEHIGEIE ClYes [JNo
Breast Lump [OYes []No Hepatitis [JYes []No Parkinson’s Disease []Yes [] No Tumors, Growths  []Yes []No
Bronchitis [JYes [1No Hernia [Yes []No Pinched Nerve [lYes []No Typhoid Fever CJYes [JNo
Bulimia [OYes []No Herniated Disk [OYes []No Pneumonia CJYes [JNo {iomee [JYes [JNo
Cancer [JYes [INo Herpes [Yes [ONo  Polio JYes [ No Vaginal Infections [ Yes []No
Cataracts [OYes [ONo  High Blood Prostate Problem [JYes []No ;
Chemical Frassute LiYes LINo Prosthesis [dYes [INo g s N R T

Dependency [OYes [1No High Cholesterol [ JYes []No Psyghiatric Gare CJYes []No Other

Chicken Pox [JYes [No Kidney Disease [JYes [ No Rheurnatoid Arthirlis [ ¥es N6
EXERCISE WORK ACTIVITY HABITS
[] None [] Sitting [] Smoking Packs/Day
[] Moderate [] Standing [] Alcohol Drinks/Week
[] Daily [] Light Labor [] Coffee/Caffeine Drinks Cups/Day
[J Heavy [ Heavy Labor [ High Stress Level Reason

Are you pregnant? [JYes []No Due Date

Injuries/Surgeries you have had Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

MEDICATIONS ALLERGIES VITAMINS /HERBS/MINERALS

Pharmacy Name

Pharmacy Phone ( )




PAIN DIAGRAM

NAME: DATE:

PLEASE INDICATE ON THE DIAGRAM BELOW THE SYMPTOMS YOU ARE EXPERIENCING

P — PAIN N — NUMBNESS S - STIFFNESS

T—TINGLING B — BURNING

Please rate your current level of pain on the following scale (circle one):

(no pain) 0O 1 2 3 4 5 6 7 8 9 10 (worst imaginable pain)

Patient Signature:




NEUROLOGICAL/MRI/VASCULAR PATIENT QUESTIONNAIRE
NAME: DATE:

*Please circle your answer (YES/NO). For any YES answer, please explain and notify the Doctor*

1. Do you suffer from neck pain with pain in your shoulder, arms or hands? YES NO
Comment:

2. Do You have weakness, numbness or burning in your shoulder, arms or hands? YES NO
Comment: '

3. Do your hands or arms fall asleep regularly? YES NO
Comment:

4. Do you have reduced feeling (sensation) or swelling in your hands or arms? YES NO
Comment:

5. Do you suffer from a loss of handgrip strength? YES NO
Comment:

6. Do you suffer from back pain with pain in your buttocks, legs or feet? YES NO
Comment:

7. Do you have weakness, numbness or burning in your buttocks, legs or feet? YES NO
Comment:

8. Do your legs or feet fall asleep regularly? YES NO
Comment:

9. Do you have reduced feeling (sensation) or swelling in your legs or feet? ~ YES NO
Comment:

10. Do you suffer from cold hands or feet? YES NO
Comment:

11. Have you tried any medications such as an anti-inflammatory? YES NO
If yes, what medication?

Comment:

12. Have you tried any Physical Therapy or Chiropractic treatments before? YES NO
If yes , When? For how long? What kind?

Comment:

13. Have you had an MRI? If yes, When? Who ordered it? What kind? YES NO
Comment:

14. Have you used any splint or braces or other prescribed treatment by an MD? . YES NO
If yes, When? What kind? Who ordered it? '
Comment:

15. If you have any treatment or medication, did this make your problem better? YES NO
Comment:

NOTE: Your health information will be kept strictly confidential. Any information that we collect
about you on this form will be kept confidential in our office. If a claim is submitted to Medicare,
your health information on this form may be shared with Medicare. Your health information which
Medicare sees will be kept confidential by Medicare.



JERSEY SHORE INSTITUTE OF HEALTH & WELLNESS

Consent to Professional Treatment

The patient certifies that all information provided to this office is true and correct, to the best of their
knowledge. The patient grants their consent to this office and its staff to render treatment as deemed
necessary by the attending physician. If the patient is a minor child under the age of eighteen )18) at the
date of treatment, | hereby stipulate that | am the legal guardian of the child and grant my consent for the
treatment of the child as provided for herein. The patient may refuse treatment at any time.

Signature Date
Consent to Perform and Interpret X-rays

The patient consents to the performance of x-rays as deemed necessary by the attending physician of this
office. The patient acknowledges that certain risks are associated with x-rays. The patient herby states that
they have no known limitations that would forbid the taking of x-rays.

The patient further agrees that this office may seek outside interpretation of patient x-rays by a qualified
professional not employed by this office. The paten agrees to any additional fees associated with this service
and assigns benefits to be paid directly to that professional by your third-party payor.

Signature Date

X-ray Questionnaire: For women only

Our consultation and examination my 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.

There is a possibility that | may be pregnant at this time.
Yes, | am pregnant.

No, | am not pregnant at this time.

1 0 O O

| request that x-ray films not be taken because:

Date of last menstrual period:

Signature Date



JERSEY SHORE INSTITUTE OF HEALTH & WELLNESS

Assignment of Benefits and Release of Records

The patient hereby assigns benefits to be paid directly to this provider by all their third-party payors. This
assignment is irrevocable. Failure to fulfill this obligation will be considered a breach of contract between the
patient and this office. :

Signature Date

Financial Obligations

The patient accepts full financial responsibility for services rendered by this practice. Payment in full is
required for all services rendered at the time of visit unless alternative arrangements have been agreed to
in advance. Patient accepts full responsibility for any fees incurred, including but not limited to legal fees,
collection agency fees, and all other expenses incurred in the collection of past due accounts. Patient should
direct any questions regarding this financial obligation and appointment policy to the office manager or
physician.

The patient further authorizes the practice to retain credit card, debit card, checking account or other
payment source(s) supplied by patient to the practice for current and future charges, when incurred.

Deductibles

Any charges that are applied towards your deductible will be your responsibility.

Referrals

You are responsible for obtain a valid referral if required from your primary physician. It is your responsibility
to keep track of how many visits are approved on your referral.

Signature Date



