CHIROPRACTIC REGISTRATION AND HISTORY

/ 1 PATIENT INFORMATION

Date

SS/HIC/Patient ID #

Patient Name

Last Name
First Name Middle Initial
Address
E-mail
City
State Zip
Sex OM [JF Age
Birthdate
[ Married [ Widowed [ Single J Minor

[] Separated [] Divorced [ Partnered for years

Patient Employer/School

Occupation

Employer/School Address

Employer/School Phone ( )

Spouse’s Name

Birthdate

SS#

Spouse’s Employer

Whom may we thank for referring you?

@NSURANCE INFORMATION

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? []Yes []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 benéefits, 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 obtaining 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

Cell Phone ( ) Home Phone ( )

Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT

Name Relationship

Home Phone ( ) Work Phone ( )

48 ACCIDENT INFORMATION

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

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

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

Attorney Name (if applicable)

PATIENT CONDITION

Reason for Visit

When did your symptoms appear?

Is this condition getting progressively worse? [1Yes []No

Type of pain: [] Sharp  [] Dull

How often do you have this pain?

[J Unknown
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 [] Shooting

[JBurning []Tingling [J Cramps [] Stiffness ] 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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‘i HEALTH HISTORY

What treatment have you already received for your condition? [] Medications
[] Chiropractic Services [] None [] Other

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

[JSurgery O

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 [OYes [JNo Diabetes [JYes [JNo Liver Disease [JYes [ONo Rheumatic Fever [JYes []No
Alcoholism [OYes [JNo Emphysema [OYes [ONo Measles [(OYes [JNo Scarlet Fever [dYes [No
Allergy Shots [JYes [JNo Epilepsy [(OYes [ONo Migraine Headaches [1Yes [JNo Sexually
Anemia [OYes [INo Fractures [OYes [JNo Miscarriage [OYes [1No g;r;zrgéﬂed [IYes [JNo
Anorexia [JYes [ONo Glaucoma OYes [JNo Mononucleosis [OYes [No Stroke [JYes []No
Appendicitis [(dYes [ONo Goiter [JYes [JNo  Multiple Sclerosis [JYes [JNo Suicide Attempt [OYes []No
Arthritis [OYes [JNo Gonorrhea [OYes [JNo Mumps [OYes [JNo Thyroid Problems  [JYes []No
Asthma [OYes [OJNo Gout [dYes [JNo Osteoporosis [OYes [1No Tonsillitis [IYes [JNo
Bleeding Disorders [JYes [JNo Heart Disease [OYes [JNo Pacemaker [OYes [No Tuberculosis ClYes [JNo
Breast Lump [JYes [JNo Hepatitis [OYes [No  Parkinson’s Disease []Yes [ No Tumors, Growths  [JYes [JNo
Bronchitis [OYes [INo Hernia [OYes [JNo Pinched Nerve [OYes [JNo Typhoid Fever [OYes [1No
Bulimia [OJYes [1No Herniated Disk [JYes [JNo Pneumonia [OYes [No Ulcers [IYes [JNo
Cancer : [OYes [ONo Herpes [JYes [JNo Polio [JYes [ No Vaginal Infections [ Yes [JNo
Cataracts [(OYes [JNo High Blood Prostate Problem [JYes []No
Chemical v [lYes [JNo Prosthesis [JYes [No Whooping Cough  LIYes [INo
Dependency [OYes [ONo High Cholesterol [JYes [JNo Peychiatric Care ~ [JYes []No Other
Chicken Pox [JYes [INo Kidney Disease [OYes [JNo Rheumatoid Arthriis [ Yes ] No
EXERCISE WORK ACTIVITY HABITS
[J None [] Sitting [] Smoking Packs/Day
[] Moderate [] Standing [] Alcohol Drinks/Week
[] Daily [] Light Labor [ Coffee/Caffeine Drinks Cups/Day
[] Heavy [J 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
22 MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name

Pharmacy Phone (

)




BACK BOURNEMOUTH QUESTIONNAIRE

Patient Name Date

Instructions: The following scales have been designed to find out about your back pain and how it is affecting you. Please answer ALL the
scales, and mark the ONE number on EACH scale that best describes how you feel.

1. Over the past week, on average, how would you rate your back pain?
No pain Worst pain possible
0 1 2 3 4 5 6 7 8 9 10
2. Over the past week, how much has your back pain interfered with your daily activities (housework, washing, dressing, walking,

climbing stairs, getting in/out of bed/chair)?

No interference Unable to carry out activity
0 1 2 3 4 5 6 7 8 9 10
3. Over the past week, how much has your back pain interfered with your ability to take part in recreational, social, and family
activities?

No interference Unable to carry out activity
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4. Over the past week, how anxious (tense, uptight, irritable, difficulty in concentrating/relaxing) have you been feeling?

Not at all anxious Extremely anxious
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5. Over the past week, how depressed (down-in-the-dumps, sad, in low spirits, pessimistic, unhappy) have you been feeling?
Not at all depressed Extremely depressed
0 1 2 3 4 5 6 7 8 9 10
6. Over the past week, how have you felt your work (both inside and outside the home) has affected (or would affect) your back pain?
Have made it no worse Have made it much worse
0 1 2 3 4 5 6 7 8 9 10
7. Over the past week, how much have you been able to control (reduce/help) your back pain on your own?
Completely control it No control whatsoever
0 1 2 3 4 3 6 7 8 9 10
Examiner
OTHER COMMENTS:

With Permission from: Bolton JE, Breen AC: The Bournemouth Questionnaire: A Short -form Comprehensive Outcome Measure. I Psychometric Properties in
Back Pain Patients. JMPT 1999; 22 (9): 503-510.
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NECK BOURNEMOUTH QUESTIONNAIRE

Patient Name Date

Instructions: The following scales have been designed to find out about your neck pain and how it is affecting you. Please answer ALL the
scales, and mark the ONE number on EACH scale that best describes how you feel.

1. Over the past week, on average, how would you rate your neck pain?
No pain Worst pain possible
0 1 2 3 4 5 6 7 8 9 10
2. Over the past week, how much has your neck pain interfered with your daily activities (housework, washing, dressing, lifting,

reading, driving)?

No interference Unable to carry out activity
0 1 2 3 4 5 6 7 8 9 10
3. Over the past week, how much has your neck pain interfered with your ability to take part in recreational, social, and family
activities?
No interference Unable to carry out activity
0 1 2 3 4 5 6 7 8 9 10
4. Over the past week, how anxious (tense, uptight, irritable, difficulty in concentrating/relaxing) have you been feeling?
Not at all anxious Extremely anxious
0 1 2 3 4 5 6 7 8 9 10
5. Over the past week, how depressed (down-in-the-dumps, sad, in low spirits, pessimistic, unhappy) have you been feeling?
Not at all depressed Extremely depressed
0 1 2 3 4 5 6 7 8 9 10
6. Over the past week, how have you felt your work (both inside and outside the home) has affected (or would affect) your neck pain?
Have made it no worse Have made it much worse
0 1 2 3 4 5 6 7 8 9 10
7. Over the past week, how much have you been able to control (reduce/help) your neck pain on your own?
Completely control it No control whatsoever
0 1 2 3 4 5 6 7 8 9 10
Examiner

OTHER COMMENTS:

With Permission from: Bolton JE, Humphreys BK: The Bournemouth Questionnaire: A Short-form Comprehensive Outcome Measure. II. Psychometric
Properties in Neck Pain Patients JMPT2002; 25 (3): 141-148.




Financial Policy Regarding Insurance Assignment and Cash Pay

Thank you for selecting Stone Oak Chiropractic as your health care provider. Our office staff will be happy to discuss
our fees and this policy with you at any time. Please read and sign this financial policy prior to seeing the doctor.
Payment for services is due at the time services are rendered. For any portion of your balance that is not covered
by insurance, or for our private pay patients, we accept cash, check, and debt.

1.

Your insurance policy is a contract between you, your employer, and the insurance company. We are not a
party to that contract. Our relationship is with you. We cannot become involved in disputes between you
are your insurer regarding deductible, co-payments, covered charges, secondary insurance, and “usual and
customary charges”.

We are, however, contracted with some managed care plans. Please present your insurance card at the
front desk so that we can file a claim on your behalf. We follow their guidelines for submission of claims,

copay amounts, and reimbursement. Any contractual provider discounts will be deducted from your
balance.

All charges are your responsibility whether your insurance company pays or does not pay. Not all services
are a covered benefit in all contracts. Some insurance companies and some employers decide what a
covered benefit is and what is not. Please check your insurance plan document for any questions. Fees for
these services along with unmet deductible and co-payments are due at the time of treatment.

Co-Payments not paid at the time of services are subject to $10 processing fee. You are required to sign an
“Assignment of Benefits” form and any other forms required by your insurance company on your first visit.

If your insurance company requires their own claim form(s), you are required to bring in the completed
form(s) by your second visit and then as needed.

Returned checks and balances older than 90 days may be subject to collection placement and collection
fees up to 35% of the balance.

If your insurance company mails a check directly to you for your services, you must bring the misdirected
check to your office within 48 hours.

Any overpayments made by your insurance company which credits your account can be refunded to you
or used as a credit on your account. If you discontinue care without the doctor’s recommendation, the
balance on your account is due and payable immediately, even if your insurance has been filed. Refunds
will be sent to you if your insurance does pay.

We understand that temporary financial problem may affect timely payment of your balance. We
encourage you to communicate any such problem to our Office Manager, so that we can assist you in your
management of your account.

I have read and understand the policy regarding insurance assignments. | realize that | am responsible for
all charges incurred by me at this office.

Signature Date




Health Insurance Portability and Accountability Act (HIPAA) Consent

General

This office transmits patient protected health information electronically. In seeking medical
advice or receiving medical care in this practice Protected health Information (PHI) will be
generated on you. This information includes your medical information (past, present, and
future) and personal information such as our name, address, and social security number.

This information will be used for the Treatment of your medical condition(s), obtaining
payment from your insurance company and for Healthcare Operation (TPO) within this practice.
Privacy Practice Notice
For a more complete description of how your Protected Health Information may be used and
disclosed, you may review this practice’s “Notice of Privacy Practices”. A copy of the Privacy
Practices for Protected Health Information is available at the reception desk and a copy in the
waiting room. You may keep the copy for your records.
Individual Rights:
You have the right to restrict the uses and disclosures of your Protected health Information
(PHI) for the purpose of your treatment, payment for you services and the healthcare
operations of this practice. This practice is not required to agree to requested restrictions but is
bound by any restrictions to which it agrees.
You have the right to restrict the uses and disclosures of your Protected Health Information
(PHI) for the purpose of your treatment, payment of your services and the healthcare
operations of this practice. This practice is not required to agree to requested restrictions but is
bound by any restrictions to which it agrees.
You have the right to revoke this consent in writing, except to the extent that our practice has
taken action on reliance of this consent.
This practice has the right to refuse to treat you if you refuse to sign this consent or if you, any
anytime, revoke this consent.
Your signature below acknowledges:
e You have read and understand this consent
® You have agreed to have your protected health information used by this practice for the
purpose of your treat, and for this practice’s healthcare operations.
e Prior to signing this consent, you were given the opportunity to review this practice’s
“Notice of Privacy Practices”
e You are aware that you may now or at any time request restrictions to the use and
disclosure of your protected health information
e This consent may be terminated at any time, with written request, except to the extent
this practice has taken action in reliance of the consent.

Signature of Patient or Patient’s Representative

Printed Name and Authority of Representative Date



Informed Consent to Chiropractic Treatment

The nature of chiropractic treatment: The doctor will use his/her hands or a mechanical device in order

to move your joints. You may feel a “click” or “pop”, such as the noise when a knuckle is “cracked”, and
you may feel movement of the joint. Various ancillary procedures, such as hot or cold packs, electric
muscle stimulation, therapeutic ultrasound or dry hydrotherapy may also be used.

Possible Risks: As with any health care procedure, complications are possible following a chiropractic
manipulation. Complications could include fractures of bone, muscular strain, ligamentous sprain,

Probability of risks occurring: The risks of complications due to chiropractic treatment have been
described as “rare”, about as often as complications are seen from the taking of a single aspirin tablet. The

risk of cerebrovascular injury or stroke, has been estimated at one in one million to one in twenty million,
and can be even further reduced by screening procedures. The probability of adverse reaction due to
ancillary procedures is also considered “rare”.

Other treatment options which could be considered may include the following:

®  Over-the-counter anaigesics. The risks of these medications include irritation to stomach, liver
and kidneys, and other side effects in a significant number of cases.

® Medical care, typically anti-inflammatory drugs, tranquilizers, and analgesics. Risks of these
drugs include a multitude of undesirable side effects and patient dependence in a significant
number of cases.

® Hospitalization in conjunction with medical care adds risk of exposure to virulent communicable
disease in a significant number of cases.

®  Surgery in conjunction with medical care adds the risks of adverse reaction to anesthesia, as well
as an extended convalescent period in a significant number of cases.

Risks of remaining untreated: Delay of treatment allows formation of adhesions, scar tissue and other
degenerative changes. These changes can further reduce skeletal mobility, and induce chronic pain cycles.
It is quite probable that delay of treatment will complicate the condition and make future rehabilitation
more difficult.

Unusual risks: I have had the following unusual risks of my case explained to me.

I'have read the explanation above of chiropractic treatment. I have had the opportunity to have any
questions answered to my satisfaction. I have fully evaluated the risks and benefits of undergoing
treatment. I have freely decided to undergo the recommended treatment, and herby give my full
consent to treatment, =

Printed Name Signature Date

WITNESS:

Printed Name Signature Date



