
CHIROPRACTIC REGISTRATION AND HISTORY 
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Date.-------------------

SS/HIC/Patlent ID# _____________ _ 

Patient Name ________________ _ 
--

-Name
Addr8$$ 

E-maJl 

City 

State �p _______ _ 

Sex OM OF Age

8irthdate 

0 Married □ W- □ Minor 
D Separated □ Divorced D Partnered for __ years 

Patient Emp10j1$1'18chQc)1 ___________ _ 

Occ!Jpalioo _______________ _ 

EmployarlSellOol Address ____________ _ 

Employer/SchQ()I Ph()ne {___j ________ _ 
Spouse's Name _______________ _ 

Blrthdate _________________ _ 

SS# _________________ _ 

Spouse'• Emp!oyer. ______________ _ 

Whom may we 1hank for referring you? ________ _ 

PHONE NUMBERS 
Cell Phone L.....J ___ _ Home Phone(___) ___ _

Best time and plaelt IO reach you ___________ _ 
IN CASE OF EMERGl!NCY, CONTACT 

Name _______ _ Relationship _____ _ 

Wor!<Phone(___) 

PATIENT CONDITION 

INSURANCE INFORMATION 
Who is respoostble for this account? _________ _ 

Relationship to Patient _____________ _ 

'"""""""Co.----------------

Gl\'ll.ll)# ________________ _ 

Is patient covered b)I additional Insurance? D Yes lJ No 

Subscriber's Name ______________ _ 

Bltthdate. _______ _ SSit ______ _ 

Relattenshlp 10 Patient _____________ _ 

Insurance Co. _______________ _ 

Group# ________________ _ 

ASSIOHMEHTIIN011Et.£ASE 

t certtty that I, and/or rrry dependent(t). ht:1.\11 insutance coverage 'With 

°'·-�--,---,-,-----,----,----,--,-_all lnSuranat benefits. ff 
any. -othel'WIH payable to me tor � rendGted. 1 ut'ldM.tand rhat ! am 
financially-- for all cha,ge& -- or ""1 paid by in&uranoe. 1 ....,...., 
lbe use of my mgnai:Ufe on an 1� subm�, 

Toe above-named doctor may use my health ce,e lnfomlation and may � 
50ch information to lh(I � lntwr-al'lC8 Company(ioe) and their agems 
ior !he potpCSe of oblainillg l)l)yrtllllll for - an<I <lotMnlnillg ........,. 
beMtlte QI' the benefits pavablG for rftllt6d seMCeS. nus consent wffl end when 
my tufrtmt treatment pt&n is comple1ed or -one year from Iha date algnecJ befow, 

Plea&e prim name Of Patlem, Parerii, Guan:HM or P$i'$Mal Representative 

ACCIDENT INFORMATION 
Is condition dua lo an accident? □ Yes □ No Date _____ _ 
'fype ol accident O Auto O WOii( □Home 001her 

To whom have you made a report of your aooident? 
□ Auto lnS1Jran<e D Employer □Woli<er Comp. □Other

Attorney Name (If applicable)

When did yoursymptom•-r? ________________ _ 
Is lhi• condl!ion gelling prag-y worse? □Yes D No D Unknown 
Mark an X on the picture -• you continua to have pain, numl>neu. ortingling. 

Rate tho -•rtty of your pain on a sesle from 1 (least pain) IO 10 (_...,pain) ______ 
Type of pain: 0 Sharp O Dull O Tnn>bbing □ Numbness O Aching O Shooting 

0 Burning □ Tingllng □ Cramps O Stiffness O SWe!ilr,g O Other 

How often de you have tt>ls pain? _______________ _ 

Is It eonotanlor-H 0011'$ and go? _______________ _ 

Does tt inlene!$ wltll your C Won( O Sleep □ Dally Routine □ R..,,eation 

Activlties or -•nts that are painful to fJll'fOfm O Sitting D Standing O Wslking O Bending D Lying Down 
(Vers.C2SS$04} -OV!II-









.:�NTERfor
�• • CHIROPRACTIC & 

'\� NATURALMEDICINE 

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 I 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 






