Foure Chiropractic Center
Ceounfidential New Patient Informadon

Name:

Address: ﬁ: """""""""
City/State/dip: o
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Do vou exercise? MO /YES  How gffen? )
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Zate vour diet: Heglthy  Average  Paor Do vou use supplements YES
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Type

Aleohal: Never /Rare /T\mmi

Smoker? NG/ YES

hevigus chiropractic ca
I ves, B Name

Other doctors you are currently seeing:

Current medications:

Over the counter drugs taken in the past 3 months:

hia

List all surgeries:

Figt all accidents ang falls:




Primary lnsurance

Palicy alder

Secondary Ingurance

Birthday
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ERALTH HISTORY RORKE

Hane Brate / /

24T you are NOT expeviencing ANY ¢ gymptass, plesse go to Section B Heallh Histary®=*

o

sctiont A Current Frolilem
Da;i,e of Onget: Crusge of Candition (if luowi)
How often during the day do you experience this?

O 0-2EY%  2580% Eg75%  _ T8-100%
Deseribe the patn: _ sharp _ dult _ aehy giiff  shooting  burming _ spasim
Taw severe fs this prablem? Na Pain 1T 2 3 4 5 & 7 g & 10 KExtreme
Shice the angef, is the pain? _ worse  Defter  same | on & off
Tg there anything that males i waorse? gtanding  sitfing _ Iylng dewn o tian
Ts there anything that males it etter? __ sta LA é  gitting _ lyieg down  motien
Ts this problem? _ Betteror _ Wa rse WMor PN Neither
Areany systems invalved? Digestive  Cardiava 311291  Hesgiratory __ Reproductive
Dges the pain cauee you to! T
Lase sleep Be short tempered _ Misswork  Misgplay Liose focus
What has this pr ohlent cept you from enfoyir ‘gq
Have you had a simﬂaz‘ condition in the past? ¥ N Lves, ex plain:
What treatmeitt(s) heve vou already had for this pre ahlen?
Riedieation  Surgery Phycical Thevapy Chivepractic  None
Othar: o
What was the outceme of this
treatment?
Any ofher facts about your current pra hlems
Is there any chance you ceuld be pregnant? YES WO Date of last menstrual
periad
e Geofion B: Health History (Please check if you have had oy are currently experiencing any of the
fallowing:)
¢ Anxiety Anermia Arthritis Thyraid Problems  Bowel Problemms
e Caneer BIV/AIDS  Tuberculesis High Blood Pressure Heart Trouble
e Diabefes Hepatitis Insomniz Venereal Igease KMuscular Dystrophy
e HEpilepsy Prizziness Convulsions Multiple Selerosis Rheumatic Fever
e Neuritis Asthma Searlet Fever Digestive Problems  Sinus Trouble
e  Allergies Backaches Nuznhiess Frequent Colds Nervousmess
e Siroke Depression  Headaches  Cold Hands/Feet Restless Sleep
o Uleer Irritahbility Tmpulsivity — Low Pain Threshold Fibromyalgia
«  Hernia PMS Bruising German Measles Ogteaporosis

¢ Nausea Swelling NMoed Swings Chronic Fatigue Syndrome Enfertility
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This policy outlines the way Patient Health Information (PHI) will be used in this office
and the patient's rights concerning those records. You must read and consent to this
policy before receiving services. 4 complete copy of the Health Tuformation Portability
and Accountability Act (HIPAA) is available here: Final Rule as seen in Federal Register
212072003

1. The patient understands and agrees 1o aliow this office to use their PHI for the
purpose of treatment, payment, health care operations and coordination of care.
The patient agrees to allow this office to submit requested PHI o the payor(s)
named by the patient for the puipose of payment. This office will tnut the release
of all PHI to the minimum necessary 1o receive payment.

2. The patient has the right to examme and obtain a copy of their health records at

any time and request corrections. The patient may request to know what

disclosures have been made, and submit in writmg any further resirictions on the
use of their PEI. This office is not obligated to agree to those restrictions.

The patient's written consent shall remain i effect for as long as the patient

receives cate at this office, regardiess of the passage of time. unless the patient

provides written notice to revole their consent. A revecation of consent will not

a3

apply to any prior caTe OL SEIVICes.
4 This office is commiited to protecting vour PHI and meeting its FIPAA
obligations: Staff have been trained m the aiea of patient record privacy and a
privacy official has been designated to enforce those procedures.
5 Patients have the right o file a formal complawmt with our privacy official about
any suspected violations.
6. This office has the right to refuse treatment if the patient doesnot accept the terms
of this policy.

Signhature Date




Fouro Chiropraciic Center

P80 N, County Line Rd
Jacksomn, 7

J
(789) 98-5300

Consent to Professional Treatment

The patient certifies that all information provided to this office is true and correct, e the
best of their knowledge. The patient granis thelr consent to this office and its staff to
cender ireatment as deemed necessary by ihe attending physician. If the patientis a
minor child, under the age of eighteen (18) at the date of treatment, [ hiereby
stipulate that} am the legal guardian of the child, and grant my consent far the
ireatment of fhe child as provided for herein. The patient may refuse ircatment at any
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Congent to Perform and lnferpret x-rays

The patient consents to the performance of x-rays as deemed necessary by the attendmg
physician of this office. The patient acknowledges that certain risks are associated with x-
rays. The patient, hereby 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 interprefation of patient x-rays
by a qualified professional not emploved by this office. The paticot 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




LOURO CHIEQPRACTIC CENTER

HIFPA RELEASE FORM

Privacy regulations require us to have a release signed by our palienis so we may
speak with family members, friends and other relations regaraing your medaical
freatment and patient financial information. Each person you wish to be considered &
contact must be listed by name individually including & spouse or signiticant other.

Please print name, relationship and telephone number for each person (o WhNoMm You &re
authorizing release of your private health information and account balances.

MName Relationship phones
Name Relationship phone#
Name Relationship nhone#

Signature Date




Louro Chiropractic Center

-

Assignment of Benelits and Release of Records

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

Signature Date

Financial Qpbligations

The patient accepts full financial responsibility for services rendered by this practice.
Payment in full required for all services rendered at the time of visif, unless altermnalive
arrangements have been agread to in advance. Patient accepts full responsibiiity for
any fees incurred, including but not limited to legal fees, collection agency fees, and any
and all other expensas included in the ccliection of past due accounis, Patient should

direct any quesiions regarding this financial chligation and appointment policy to the

v

clinic manager or physician.

The patient further authorizes the praciice {0 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.

Deduciibles

Any charges that are applied toward your deduciibte wiill be your responsibility.
Referrals

You are responsible for obtaining a valid referral # required from your primary physician,
It is your responsibility o keep track of how many visits are approved on your referral.

Signature Date




