CHIROPRACTIC REGISTRATION AND HISTORY

I ATIENT INFORMATION INSURANCE INFORMATION
-G
Date Who is responsibie for this sceount?
SS/HIC/Patient 1D # Retationship to Patient
Patient Name insurance Co.
Lest Name
Group 8
First Nama Wiadie frital is patient covered by additional insurance? [1ves [3No
Ackiisse Subscriber's Name
Emai Binthdate SS¥
i
y RAelationship 1o Patient
2
State d Insurance Co.
Sex ON [OF Ags Group &
Birthdate D
[ Marvied 1 Widowed I Single [ Minor t cerfity that { andor my dependent{s), have insurdace covsrage with
. and o i 10
[JSepanted  []Divorced L} Parinerad for years Oy v e assign directly
Patient Employer/Sehool Or. aR insurance benaiin. i
Gecunation any, otharwise payabls 1o me for servicos randesad. 1 undorsland that | am
P financially responsibia for all charpes whether or not paid by insurance. | authorize
Employer/Schoot Address the use of my signature on all Insurance submisgions,
The above-named docior may ussé my health cem infoanation and may disciose
such information to v above-narmed Insurance Company(ios) and ther aganis
for tha purposs of obimning paymant for ssnices and delemining insurance
Empicyer/School Phone { ) benaits of the banefks payabla for reialed sarvioes. This coneant wit and when
5 's Name oy et treatment plan is completed or ane year rom tha date signedt befow,
Birthdate )
Bignatura of Patient, Pareni, Guardian of Personal Hapresaniative
88#
Spouse's Employar “Please prim name of Paient, Parer, Guardien or Personal Representatve
Whom may we thank fur refaring vou? Date Relationsnip 1o Patient
3 PHONE NUMBERS : ACCIDENT INFORMATION
Celi Phone { } Home Phane { ) {s condition due to an accident? ] Yes (7] No Date
Best time and place It reach you Type of accident {7 Auto [[IWork [lHame [[JOther
IN CASE OF EMERGENGY, CONTACT To whom have you mada a repert of your accident?
Name Ristationship ) Auto nsurance (] Emplayer [JWorker Comp. []Other
Home Phone { y Work Phone { ) Attorney Nama (if applicable)
PATIENT CONDITION
Reason for Visit
Whaen did your symptoms appear?
Ig this condition gatting pragressively worse? [JYes [[INe  [JJinknown
Mark an X on the piciure whare you continus ¥ have pain, numbnass, or tingling.
Rate the severity of your pain on a $csle¢ from 1 {least pain) to 10 {severepain} #
Type of pain; (1 Sharp (] Dull [ Throbbing [JNumbness [ Aching (] Shooting
{JBuming OTingling O Cramps  [JS5fness [ Swaling {j Other
How often do you have this pain?
ig it constanl ar doas it coma and go?
Doas il ieviere with your { S Work [ Sleep [ Dally Routine ] Racreation
Activities or movements that ace painful 10 perform {_] Sitting ) Standing [jWalking {I8ending [ Lying Down
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HEALTH HISTORY
What treatment have you already received for your condition? [} Medications [} Surgery ] Physical Therapy
{71 Chiropractic Services [ None [} Other
Name and address of other doctor(s) wha have treated you for your condition
Date of Last:  Physical Exam Spinal X-Ray Bicod Test
Spinat 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 foliowing:
AIDSHIV [JYes [INo  Disbetes CYes INo  Liver Disease CIYes {JNo Rheumatic Fever [[]Y¥es {"]Nc
Alcoholism [COYes [JNo  Emphysema COves [TINo Measles OYes [INo  Scaret Fever [OYes TINe
Allergy Shots [OYes [INo Epllepsy [JYes [INo Migraine Headaches [JYes [JNo  Sexually
Anemia [GYes [INo Fractures [OYes [INo Miscarriage [JYes [ JNo g@;’;‘;ﬁ ad ClYes [No
Anorexia ["Yes [[INo  Glaucema [Oves [INo  Mononucleosis {JYes [INo Stroke Cves [ No
Appendicitis CYes [ No  Goiter [OYes [INo Multiple Sclerosis [JYes [ No Suicide Attempt  []Yes []No
Arthritis MYes [ No  Gonorhea {(I¥es TINo  Mumps [1Yes [INo Thyroid Problems [ Yes [ No
Asthma OYes [INo  Gout {Jves [J1No  Osteoporosis OiYes [INo  roninitis CiYes [ONe
Bleeding Disorders [JYes [JNo  Heart Disease {TiYes [JNo Pacemaker BYes TN 1 poreiiosis CiYes [ No
Breast Lump [MYes ((JNo Hepatiis iYes [JNo Parkinson's Disease[}Yes [ ]No Tumors, Growths  [J¥es [ No
Bronchitis MYes [JNo Hamia OYes [JNo Pinchad Narve FlYes [INo Typhoid Fever DYes [INo
Bulimia Oves [JNo  Herniated Disk CiYes [CJNo  Preumonia OvYes OONo  jieers CYes [No
Cancer [CYes [JNe  Herpes [[(Yes [JNo Polio Yas [INo Vaginal infections  []Yes [ No
g:::::: DiYes Dt HEr::sigﬁ: [ ¥es [[INo I:zxt;:roblem g: g :z Whooping Gough  [JYes T No
Dependency DOYes (ONo HighCholesterdl [TYes [INo schiatric Care [7]Yes [ No Gther
Chicken Pox {IYes [INo Kidney Disease [ Yes [INo Rheumatoid Arthritis [ Yes [ No
EXERCISE WORK ACTIVITY HABITS
] None (] sitting {1 Smoking Packs/Day
™ Moderate {1 Standing {1 Aleohol Drinks/Week
] Daily [ Light Labor [ Coftee/Catfeine Drinks Cups/Day
" Heawy {] Heavy Labor [[] High Stress Level Reason
Are you pregnant? [JYes [JNo Due Date
Injuries/Surgetiss you have had Description Date
Falls
Head injuries
Broken Bones -
Dislocations
Surgeries
MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS
Pharmacy Name
Pharmacy Phona ( }




Electronic Medical Records Update Form

Today's Date: Signature of Patient:

First Name: Last Name:

|
Race (check one}
] White { ] Black/African American [] Hispanic [ American Indian/Alaskan Native

[] Asian [ ] Asian Indian [] Chinese [] Filipino
[] Japanese [] Korean { ] Vietnamese [} Native Hawaiian or other Pacific Island

[ samoan [ Guamanian or Chamorro  [] Other

[] I choose not to specify

Mutti-Racial {check one) (] Yes [ 1No ] Unknown
Ethnicity (check one)  [_JHispanic or Latino  [[]Not Hispanic or Latino  [7] | Choose not to specify

Preferred Language (check one)

(7] English {1 Spanish  [_] AmericanSignlanguage [ | Chinese [ ] French (] German
[ ] Tagalog ] Vietnamese [] ltalian (] Korean [] Russian [] Polish
[] Arabic [ ] Portuguese [ ] Japanese {1 FrenchCreole [] Greek [[] Hindi
(] Persian (1 Urdu [] Gujarati ] Armenian [7] !choose not to specify
Do you currently smoke tobacco of any kind? [ ] Yes [_IFormer smoker [ INever been a smoker
If yes, how often do you smoke? [] Current every day smoker [_lcurrent sometimes smoker

If yes, what is your level of Interest In quitting smoking?

1 O 2 13 L] 4 ] 5 0 & [ 7 ] 8 19 ] 10
NOT INTERESTED VERY INTERESTED

Has any doctor diagnosed you with Hypertension presently? []Yes [INo
If yes, describe:

Has any doctor diagnosed you with Diabetes presently? [ 1Yes [ ]No

If yes to Diabetes, was your blood lab-work test for hemoglobin Alc>9.0 [JYes [ JNo [ Notsure
If yes, other comments regarding Diabetes:

Have you have an X-ray or CT scan or MRI of your low back spine in the past 28 days? [ ]Yes [ INo

TO BE PERFORMED BY CLINIC STAFF:

HEIGHT: _________ RESISTANCE:

WEIGHT: . REACTANCE:

BP: /[ ACTIVITY LEVEL: [ ]light [ Imoderate [ ]heavy

Center for Chiropractic and Natural Medicine, SC 1141 E, Main Street.213.East Dundee Il 60118 P: 847-551-5453 F:847-551-5340
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P: 847-551-5453 F:847-551-5340 INFO@DRWILLOBRIEN.COM DRWILLOBRIEN.COM

AUTHORIZATION TO RELEASE HEALTH INFORMATION

PATIENT’S NAME: DATE OF BIRTH:

PREVIOUS NAME: SOCIAL SECURITY #:

| request and authorize

to release healthcare information of the patient named above to:

(NAME, ADDRESS, PHONE NUMBER)
This request and authorization applies to:

o Healthcare information relating to the following treatment, condition, or dates

o All healthcare information

o OTHER

o YES

o NO

| authorize the release of any records regarding drug, alcohol, or mental health treatment to the person(s)
listed above.

PATIENT SIGNATURE: DATE SIGNED:

THIS AUTHORIZATION EXPIRES NINETY DAYS AFTER IT IS SIGNED.
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Consent For Purpose of Treatment,
Payment and Healthcare Operations

I, (Name of Individual) consent to Center for Chiropractic & Natural
Medicine (“CCNM”) use and disclosure of my Protected Health Information for the purpose of providing
treatment to me, for purposes relating to the payment of services rendered to me, and for the Practice’s
general healthcare operations purposes. Healthcare operations purposes shall include, but not limited to,
quality assessment activities, credentialing, business management and other general operation activities.
I understand that the Practice’s diagnosis or treatment of me may be conditioned upon my consent as
evidenced by my signature on this document.

For purposes of this Consent, “Protected Health Information” means any information, including my
demographic information, created or received by the Practice, that relates to my past, present, or future
physical or mental health or condition; the provision of health care to me; or the past, present, or future
payment for the provision of health care services to me; and that either identifies me or from which there
is a reasonable basis to believe the information can be used to identify me.

I understand I have the right to request a restriction on the use and disclosure of my Protected Health
Information for the purpose of treatment, payment or healthcare operations of the Practice, but the
Practice is not required to agree to these restrictions. However, if the Practice agrees to a restriction that
I request, the restriction is binding on the Practice.

I understand 1 have a right to review the Practice’s Notice of Privacy Practices prior to signing this
document. The Notice of Privacy Practices describes my rights and the Practice’s duties regarding the
types of uses and disclosures of my Protected Health Information.

I have the right to revoke this consent, in writing, at any time, except to the extent that Physician or the
Practice has acted in reliance on this consent.

Signature of Patient or Personal Representative Date

Name of Patient or Personal Representative
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CANCELLATION & NO-SHOW POLICIES

Please understand that Center for Chiropractic & Natural Medicine does not over book our
schedule to cover for patients cancelling at the last minute or not showing up. We reserve your
appointment time for you specificatly.

if you cancel on short notice, do not show up, or show up very late — that is lost opportunity
that another patient could have used to be treated and lost revenue for the practice.

We understand unanticipated events happen occasionally in everyone’s life, but in our desire to
be fair to all patients and maintain a viable practice, the following policies are honored.

CANCELLATIONS

24-hour advanced notice is required when cancelling any appointment. This allows the
opportunity for someone else to schedule an appointment. If you are unable to give us 24 hours
advance notice you will be charged a 530 Fee for missing your appointment. This fee will be
added to your account.

NO-SHOWS

Anyone who either forgets or consciously chooses to forgo their appeointment for whatever
reason will be considered a “No-Show” and will be charged a $30 Fee for their missed
appointment. This fee will be added to your account.

LATE ARRIVALS

If you happen to arrive late for an appointment, your visit will likely be shortened and end at
the criginally scheduled time in order to accommeodate other patients whose appointments
follow yours.

Depending upon how late you arrive, your doctor will have to determine if there is enough time
remaining to start your treatment.

Out of respect and consideration for your doctor and other patients please plan accordingly and
be on time.

PATIENT SIGNATURE DATE





