CHIROPRACTIC REGISTRATION AND HISTORY

i ! PATIENT INFORMATION

Date
SSHIC/Patient ID #

:2 INSURANCE INFORMATION

Who is responsible for this account?

Aelaticnship to Patant

Patent Name Insurance Co.
Last Name
Group #
—T
AL TR Bkl el Is patient covered by additional insurance? [JYes [ No
Address
Subsenber's Name
E-mad )
Brthdate SS5a
City
Aelalivnship lo Paten
Stale Jip
Insurance Co.
Sex (M [IF Ape
Group #
Birlhdate
ASSIGNMENT AND RELEASE
[T Marmed [ Widowed O Single ] Mo I cartity that | and'or my dependsnils), hawe insurance coveraos with
nd n drectly b
[]Separated ] Divoroad [] Parmered for years Rame ol Tnsuraree Co = and assgn drectly to
Patient Employes’ | Or ol reurance benales, f
Otcupation any, ofwrmss payable 1 me ke services mecdemd | understend thal | am
financially responsible for all charges whather or not paxd by insurance | authonze
Employes'Schoal Address 1% usa ol My Sgnatus an Al FGUMNGS SUDMISEKNG
The abowe-namad doctor may usa my haalth cars informaton and may discloss
such nlamation 1o 1 above-namad Insurance Company(es) & thar agants
for the purposs of cbtainng payment for sarvioss and determning nsurance
EmployerSchool Phone { ) benelrs cr the benetits payabée for relaed services. This coreent wil end when
Spause’s N my curman| askmect plan & completsd o o pasr rom the dale signed telow
Birlhdate
Signaure of Patiert, Parant, Guardian or Personal Sepresanisive
S8«
Spousa’s Employer Picase peret name of Pasent, Parent, Guardan or Perscral Hepeesentatve
"
Whom may we hank for referring you Daw Relatirshp © Fatant
@ PHONE NUMBERS ACCIDENT INFORMATION
Cell Phooe { ) Home Phone | ) I condilion due o an sccident? [ Yes [ No Date
Best ime and place to reach you Type of accident [ Auto [JWork TIHome [COther
IN CASE OF EMERGENCY, CONTACT To whom have you made a report of your acedent?
Name Relatorehp [0 Auto Insurance [ Employes [T Woarker Comp. [] Othes
Homa Phane ( ) Work Phone { ) Atiorney Name (il applicable)
‘5 PATIENT CONDITION
Reason for Visit

When did your symploms appear?

Type of pain: [ Sharp ] Dull

Haow often do you have this pain?

Is this condifon getling progressively worse? [CYes  [[INo [ Unknown
Mark an X on the picture where you continue %o have pain, numbness, or linghng,
Fale the severity ol your pain on & scale from 1 (lesst pain) 1o 10 (severe pan)

[ Theobbing [ Numbness [[] Aching [[] Shoeoting
O8unng [ Toging O Cramps [ Stifness [ Swelling  [] Other

Is it constant ar does # come and ga?

Does it interlere with your [ Werk

[ Skep  [] Daily Rouline [[] Recrealion
Activities or movernents thal are painful to pecformn [ Siting [ Standing U Waking [ Bending  [[] Lying Doan




{ [} i HEALTH HISTORY

What treatment have you already recened for your condiion? [ Medications  [[] Swegary  [[] Physical Tharapy
[] Chiropeactic Services [JNone [ Other
Name and addeess of other doclon(s) who have ealed you ke your condiion
Dale of Last:  Physical Exam Spiral X-Ray Blood Test
Spinal Exam Chest X-Ray Urine Test
Dental X-Ray MAI. CT-Scan. Bone Scan
Place a mark on "Yes" or “No” 1 indicate if you have had any of the folowing:
AIDSHIV [J¥es [JNo  Chicken Pox CYes [INo Liver Disease [O¥es [JNo  Rheumatoid Arttritis []Yes [JNo
Alcaholsm COYes [INo Dabetes CYes [INo Measles OYes [INo Rheumatc Fever [C]Yes [INo
Alergy Shots COYes [JNo  Emphysema CYes [ONo  Migrane Headaches ClYes [JNo  Scarlet Fever CYes [ONo
Aneria [OYes [JNo Epiepsy [OYes [[INo Miscarriage [JYes [JNo Stoke [JYes [JNo
Anorexa COYes [INo  Fraciures (OYes [INo  Momonudeocsis COYes [JNo  Suade Attempt  [Yes [INo
Appendicits [Yes [JNo Glaucoma [Yes [IJNo Musple Sclorosis [JYes [JNo  Thyroid Problems [JYes [JNo
Arlbrilis ClYes [INo Goiler [IYes [INo Munps ClYes [INo  Toasillis ClYes [No
Asthma CYes [JNo  Gonorrhea CYes [ONo  Osteopoross CYes [JNo  Tuberculoss CYes [No
Bleeding Dsarders [1Yes [JNo  Gout [OYes [[INo Pacemaker [(OYes [JNo Tumoes, Growths [[JYes [No
Breas! Lump OYes [JNo  Hearl Disesse [IYes [INo Pakinson's Disease [IYes [[No  Typhoid Fever ClYes [No
Bronchitis OYes [JNo  Hepatts OYes [ONo Pinched Nerve OYes [JNo  Ukars OYes o
Bulimia [OJYes [CJNo Hernia [OYes [ONo Pneumcnia [OYes [JNo \Vagmal Infectiors  [JYes [JNo
Cancer CYes [INo  Hervated Disk ClYes [ONo  Folio OYes [INo Venereal Dissase  [[]Yes [INo
Cataracts OYes [JNo Herpes [OYes [ONo Prostale Problem [Yes [JNo  Whooping Cough  [JYes [JNo
Chamical High Cholesterdl  [JYes [[JNo  Prosthesis [JYes [JNo Other
Dependency ClYes [INo  Kidney Dissase  [JYes [JNo  PsychialncCare TlYes [ No
%XERCISE WORK ACTIVITY HABITS
] Nene [ Siting ] Smoking Packs/Day
[ Moderate [[] Standing [ Alcobol Drinks/Week
[] Daily [ Light Labor [ Cotlen/Cafioine Drinks Cups/Day
] Hesvy [[] Heavy Labor [ High Stress Level Heason
Are you pregnant? [I¥es [ No Due Date
Injuries/Surgeries you have had Descrption Date
Falls
Head Injnes
Braken Bones
Diskocalions
Surgenies
:? MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name

Pharmacy Phone |




Consent for Purposes of Treatment, Payment

and Healthcare Operations

| consent to the use or disclosure of my protected health information by Elite Chiropractic
and Wellness Center for the purpose of diagnosing or providing treatment to me,
obtaining payment for my health care bills or to conduct health care operations of Elite
Chiropractic and Wellness Center. | understand that diagnosis or treatment of me by
Elite Chiropractic and Wellness Center may be conditioned upon my consent as
evidenced by my signature on this document.

I understand | have the right to request a restriction as to how my protected health
information is used or disclosed to carry out treatment, payment or healthcare operations
of the practice. Elite Chiropractic and Wellness Center is not required to agree to the
restrictions that | may request. However, if Elite Chiropractic and Wellness Center
agrees to a restriction that | request, the restriction is binding on Elite Chiropractic and
Wellness Center and Dr. Staci Addessi.

I have the right to revoke this consent, in writing, at any time, except to the extent that
Dr. Staci Addessi or Elite Chiropractic and Wellness Center has taken action in reliance
on this consent.

My “ protected health information” means health information, including my demographic
information, collected from me and created or received by my physician, another health
care provider, a health plan, my employer or a health care clearinghouse. This protected
health information relates to my past, present or future physical or mental health or
condition and identifies me, or there is a reasonable basis to believe the information may
identify me.

| understand | have a right to review Elite Chiropractic and Wellness Center’s Notice of
Privacy Practices prior to signing this document. The Elite Chiropractic and Wellness
Center’s Notice of Privacy Practices has been provided to me. The Notice of Privacy
Practices describes the types of uses and disclosures of my protected health information
that will occur in my treatment, payment of my bills or in the performance of health care
operations of the Elite Chiropractic and Wellness Center. The Notice of Privacy
Practices for Elite Chiropractic and Wellness Center is also provided on the wall. This
Notice of Privacy Practices also describes my right and the Elite Chiropractic and
Wellness Center’s duties with respect to my protected health information.

Elite Chiropractic and Wellness Center reserves the right to change the privacy practices
that are described in the Notice of Privacy Practices. | may obtain a revised notice of
privacy practices by calling the office and requesting a revised copy be sent in the mail
or asking for one at the time of my next appointment.

Signature of Patient or Personal Representative

Name of Patient or Personal Representative

Date

Description of Personal Representative’s Authority



