CHIROPRACTIC REGISTRATION AND HISTORY

—L
2 ! PATIENT INFORMATION y INSURANCE INFORMATION
Date Who is responsible for this account?
SS/HIC/Patient ID # Relationship to Patient
Patient Name Insurance Co,
Last Name
Group #
First Name Middle Initial Is patient covered by additional insurance? [JYes [J No
Address
Subscriber's Name
E-mail
Birthdate SS#
City
Relationship to Patient
State Zip
Insurance Co.
Sex [JM [IF Age
Group #
Birthdate =
ASSIGNMENT AND RELEASE
[ Married [ widowed [ single ] Minor | certify that |, and/or my dependent(s), have surance coverage with
j and assign directly to
[] Separated ] Divorced [ Partnered for years Name of Insurancs Company is) g y
Patient Employer/School ————————— Dr all insurance benefits. if
Occupation any, otherwise payable to me for services rendered | understand that | am
financially responsible for all charges whethe: or not paid by insurance | authorize
Employer/School Address 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 then agents
for the purpose of obtaiung payment fur services and deterimining insurance
benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed ot one vear from the date signed below.

Employer/School Phone { )

Spouse’s Name

Birthdate —
Signature of Patient, Parent, Guardian or Personal Representative
SS#
Spouse's Employer Please print name of Patient, Parent, Guardian or Peisonal Representative
Whom may we thank for referring you? — _
Date Relationship to Patient
s
PHONE NUMBERS 48 ACCIDENT INFORMATION
Cell Phone { ) Honie Phone ( ) Is condition due to an accident? [] Yes [] No Date
Best time and place to reach you Type of accident [] Auto [_JWork [JHome []Other

ehizsiele Ll S g oy To whom have you made a report of your accident?
Name Relationship [0 Auto Insurance [] Employer []Worker Comp. ] Other

Home Phone ( Work Phone ( ) Attorney Name (if applicable)

J— B

>~ ‘ PATIENT CONDITION

Reason for Visit

When did your symptoms appear? ___ @
Is this condition getting progressively worse? [JYes [|No [JUnknown
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)

Type of pain: [] Sharp [ Dull [ Throbbing [ Numbness [ Aching [ Shooting
O Burning [Tingling [ Cramps [ Stiffnese [ Swelling [] Other

How often do you have this pain?

Is it constant or does it come and go?

Does it interfere with your (JWork [ Sleep [ Daiy Routine  [] Recreation

Activities or movements that are painful to perform (] Sitting [ Standing [ Walking [J]Bending [] Lying Down
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(o i HEALTH HISTORY

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

7] Chiropractic Services [ None [] Other

[ Surgery

[_J Physical Therapy

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 {1Yes [(INo Diabetes [JYes {JNo LiverDisease [OYes [JNo Rheumatic Fever []Yes [JNo
Alcoholism [OYes [INo Emphysema f1Yes [INo Measles CIYes [JNo Scarlet Fever [OYes []No
Allergy Shots [1Yes [CJNo Epilepsy OYes [1No Migraine Headaches []Yes [JNo Sexually
Anemia {Yes [JNo Fractures [1Yes [ 1No Miscarage [OYes [JNo giasr;sa?;tted OYes [JNo
Anorexia [OYes [INo Glaucoma [OYes [JNo Mononucleosis [JYes [INo Stroke ClYes []No
Appendicitis [OYes [ONo Goiter [OYes [C]No  Multiple Sclerosis [1Yes [ No Suicide Attempt  [JYes []No
Arthritis [OYes [ONo Gonorrhea CiYes [JNo Mumps [“Yes [INo Thyroid Problems []Yes [ No
Asthma TYes [JNo Gout [Yes T1No Osteoporosis [OYes I_]No Tonsillitis ClYes [ No
Bleeding Disorders [JYes [[JNo Heart Disease [OYes 1No Pacemaker [OYes [_]Na Tuberculosis ClYes []No
Breast Lump [dYes [OJNo Hepatitis [CYes [INo Parkinson’s Disease []Yes []No Tumors, Growths G Yes []No
Bronchitis Yes [JNo Hernia [OYes [JNo Pinched Nerve [DGYes []No Typhoid Fever OYes [JNo
Bulimia [JJYes [INo Herniated Disk [JYes [JNo Pneumonia. OYes [JNo Nicers OYes TJNo
Cancer {JdYes [INo Herpes [[1Yes [INo Poiio CJYes [INo vaginal Infections [1Yes [ No
Cataracts lYes [JNo High Blood Prostate Problem [JYes []No
Chemical Pressure L1Yes [1No Piosthesis [OYes [INo Whooping Cough L1 [1No
Dependency [OYes [INo High Cholesterol [1Yes []No Psychiatric Care ClYes []No Other
Chicken Pox CYes {{1No Kidney Disease [OYes [INo Rheumatold Arthritis [ Yes ] No
EXERCISE WORK ACTIVITY HABITS
[ None [ Sitting [] Smoking Packs/Day
[] Moderate [] Standing [ Aleohol Drinks/Week
[ Daily [J Light Labor "1 Coffee/Caffeine Drinks Cups/Day
[J 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 N

Broken Bones

Dislocations ——=

Surgeries

ﬂ MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name

)

Pharmacy Phone (




Teday's Date:

Action or cause ADL

Please check all activities that aggravate your condition and/or limit you

o bend over

o care for family

o climb stairs

a concentrate

o cook

o drive

O exercise

o get in or out of car

o grocery shop

o lay down

o lift

o look over shoulder(s)

o participate in athletic activities
o participate in recreational activities

o partieipate in sexual relations

o perform household chores
o perform personal care (looking after self)
o perform yardwork

o raise arm(s)

o read

o rise out of chair

o run

o sit

o sleep (fall or stay asleep)
o stand

o walk

o work




HIPPA LAW #101-191 CONSENT FORM

The information you provide us is kept tot the strictest of confidence, while protecting your privacy is
extremely important to us, there may be certain situations in which we may have to use or disclose

4.

your health care information.

It may be necessary to use or disclose your private health information to another health care provider or hospital, if it is
necessary to refer you to them for the diagnosis, assessment or treatment of your health information.

It may be necessary to use or disclose your private health information and billing records to another party if they are
responsible for the payment of your services.

It may be necessary to use or disclosure your private health information within our practice for quality control and
operational purposes including;

Appointment reminders at home and work.

Leaving messages on voicemails/ answering machines/ text message appointment reminders.

Testimonials of your improvement in written or verbal form.

X-Ray(s) jackets with names may be stored in adjusting rooms.

Doctors report or record of care or sensitive content may be discussed in open adjusting room.

Enclosed exam room has an opening at the top over the door, the door does close, however conversations may be heard
by other patients.

Sending you marketing materials.

Information about alternative treatments.

Other health related information that may be of interest to you

“Thank you” gifts

If you do not want your health conditions discussed in open areas notify staff or doctor.
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1. You have the right to request that we do not disclose your private health information to specific individuals, companies or organizations
under the following circumstances:

A.
B.

All requests must be in written form.
By law we are not required to agree with your restrictions; however, if we do agree with your restrictions, the restriction is
binding on us.

2. You have the right to REVOKE your authorization under certain conditions:

A.
B.

IT MUST BE IN WRITING.

The request will not be honored if we already released your private health information before we received your authorization
as a condition of obtaining insurance, the insurance may have the right to your private health information. Should they decide
to contest any of your claims, information that we use or disclose based on the authorization you are giving us may be subject
to re-disclosure by anyone that has access to the remainder of other information and may no longer be protected by the
federal privacy rules.

If you do not give us authorization, it will affect the treatment we provide to you or the methods we use to obtain
reimbursement for services rendered to you.

| have read the consent policy and agree to its terms. | also acknowledge that once | sign this consent form, if requested, |
will receive a copy of the complete form for my own records. This notice is effective on the date below and will expire
seven years after the date upon which the record was created.

Print Name Authorized Signature

Signature Date

Spainhower Chiropractic
11015 Olson Drive #6, Rancho Cordova CA 95670
(916) 635-7798
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