Confidential Patient Health Record

DATE

I.D. NO.

PERSONAL HISTORY
Name: ________________________________ Address: _______________________________________
City: __________________________________ State: ________________ Zip Code: _________________
Cell Phone: _____________________________Birth Date: ___________Age: ______ Sex:

M

F

Social Security #: ________________________ Driver’s License #: _______________________________
Check One:

Married

Single

Widowed

Divorced

Separated

Business Employer: ______________________Type of Work: ___________________________________
Business Phone: ____________________

Email:__________________________________________

Name of Spouse: _______________________ Spouse’s Social Security #: _________________________
Spouse’s Employer: _____________________ Business Phone #: ________________________________
Type of Work: __________________________Name & Ages of Children: _________________________
Name and # of Emergency Contact: _____________________________ Relationship: _______________
Who is Responsible for Your Bill, You and

Spouse

Worker’s Comp.

Medicare

Medicaid

Personal Health Insurance (Name) _______________________Health Card # ______________________
Insured Person’s Name: _______________________________ Date of Birth: ______________________

___________________________________________________________________
CURRENT HEALTH CONDITION
Unwanted Health Condition: _____________________________________________________________
Other Doctors Seen for This Condition: Yes

No

Who? ____________________________________

Type of Treatment: ___________________ When Did This Condition Begin? _______________________
Has This Condition Occurred Before?
Is Condition:

Job Related

Yes

Auto Accident

No
Home Injury

Fall

Other: ____________________

Date of Accident: ______________________Time of Accident: __________________________________
Have You Made a Report of Your Accident to Your Employer: Yes
Drugs You Now Take:

Nerve Pills

Pain Killers/ Muscle Relaxers

No
Blood Pressure Meds

___________________________________________________________________
PAST HEALTH HISTORY
Please Check and Describe:
Major Surgery/ Operations:
Broken Bones

Appendectomy

Tonsillectomy

Gall Bladder

Back Surgery

Other: _______________________________________________________________

Major Accident or Falls: _________________________________________________________________
Hospitalization (Other Than Above): _______________________________________________________

CHECK ANY OF THE FOLLOWING DISEASES YOU HAVE HAD:
Pneumonia
Mumps
Influenza
INTAKE
Rheumatic Fever
Small Pox
Pleurisy
Coffee
Polio
Chicken Pox
Arthritis
Tea
Tuberculosis
Diabetes
Epilepsy
Alcohol
Whooping Cough
Cancer
Mental Disorders
Cigarettes
Anemia
Heart Disease
Lumbago
White Sugar
Measles
Thyroid
Eczema
Have you been tested HIV positive?
Yes
No
CHECK ANY OF THE FOLLOWING YOU HAVE HAD THE PAST 6 MONTHS:
MUSCULO- SKELETAL CODE
FEMALES ONLY:
Low Back Pain
Gas/Bloating After Meals
When was your Last period? _________
Pain Between Shoulders
Heartburn
Neck Pain
Black/Bloody Stool
Are You Pregnant?
Arm Pain
Colitis
Yes
No
Not Sure
Joint Pain/Stiffness
Walking Problems
GENITO-URINARY CODE
Difficult Chewing/ Clicking Jaw
Bladder Trouble
General Stiffness
Painful/ Excessive Urination
Discolored Urine
NERVOUS SYSTEM CODE
C-V-R CODE
Nervous
Chest Pain
Numbness
Short Breath
Paralysis
Blood Pressure Problems
Dizziness
Irregular Heartbeat
Forgetfulness
Heart Problems
Confusion/ Depression
Lung Problems/ Congestion
Fainting
Varicose Veins
Convulsions
Ankle Swelling
Cold/ Tingling Extremities
Stroke
Stress
GENERAL CODE
EENT CODE
Fatigue
Vision Problems
Please outline on the diagram
Allergies
Dental Problems
area of your discomfort
Loss of Sleep
Sore Throat
Fever
Ear Aches/ Difficulty Hearing
Headaches
Stuffed Nose
GASTRO-INTESTINAL CODE
MALE FEMALE CODE
FAMILY HISTORY
Poor/ Excessive Appetite
Menstrual Irregularity
The following members have a
Excessive Thirst
Menstrual Cramps
same or similar problem as I do:
Frequent Nausea
Vaginal Pain/ Infection
Mother
Vomiting/ Diarrhea
Breast Pain/ Lumps
Father
Abdominal Cramps
Prostate/ Sexual Dysfunction
Brother
Constipation
Other Problems
Sister
Hemorrhoids
_________________________
Child
Liver Problems
_________________________
Gall Bladder Problems
Weight Trouble

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, dislocations of joints, or injury to
intervertebral discs, nerves or spinal cord. Cerebrovascular injury or stroke could occur upon severe injury to arteries of the
neck. A minority of patients may notice stiffness or soreness after the first few days of treatment. The ancillary procedures
could produce skin irritation, burns or minor complications.

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 analgesics. 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.
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 by my satisfaction. I have
fully evaluated the risks and benefits of undergoing treatment. I have freely decided to undergo the
recommended treatment, and hereby give my full consent to treatment.

_________________________

_________________________

_____________

Printed Name

Signature

Date

PRECISION CHIROPRACTIC FINANCIAL POLICY

Health Insurance:
We will call your insurance company to verify chiropractic benefits; however, any pre-authorization for care is your
responsibility to obtain prior to your appointment. All insurance companies have a disclaimer that the benefits
quoted to us are NOT a guarantee of payment. You are responsible to pay for any non-covered services, copays,
deductibles, and coinsurance amounts at the time of each service.

Medicare and Medicare Part B:
We accept Medicare assignment. Medicare covers ONLY the manipulation of the spine. Medicare pays 80% of
allowable fee once your deductible has been met. If you do not have Medicare supplemental coverage you are
required to pay the Part B deductible and 20% coinsurance the day of each service. You are also responsible to pay
for any non-Medicare covered supplies.

Appointments:
If you are unable to keep your scheduled appointment, please call our office as soon as possible to reschedule. The
sooner you contact us, the more time we have to provide another patient with the available time slot. We reserve
time in our schedule to accommodate our patients. When we have a patient that does not show or call to cancel
their appointment last minute, it is time lost that we could have provided chiropractic care to another patient in
need.

Workers Compensation:
Prior to receiving chiropractic care, it is your responsibility to provide us with the name, phone number of your
auto insurance carrier, the claim number, and complete the necessary paperwork and lien. Although you are
ultimately responsible for your bill, we will wait for settlement of your claims for up to six months from the release
date f your chiropractic care, after which you are responsible for payment. Once you have been released from
chiropractic care of if you suspend or terminate from care, any fees or services are due immediately. With a signed
assignment, we will file all of the above claims for you at no charge.

Precision Chiropractic Solutions
Financial Policy

I have received and read the Financial Policy of Precision Chiropractic.
I understand that Precision Chiropractic does not extend credit and payment for my portion is
due the day of service.
I understand that my insurance is an arrangement between my insurance company and myself
and I understand my financial responsibilities.

Patient Name: ____________________________________________________________
Patient Signature: _________________________________________________________
Patient/ Guardian’s Signature: _______________________________________________
Date: ___________________________________________________________________

Dear Patient,
Beginning April 14, 2003, healthcare facilities are required by federal government to comply with the
HEALTH INSURANCE PORTABILITY and ACCOUNTABILITY ACT. This program is to protect the way your
health records are stored and conveyed and dictates to whom they are revealed.

The attached “Notice of Privacy Practices” describes how medical information about you may be used
and disclosed, and will be utilized by our office. We will attempt to answer/ clarify any questions or
concerns you may have, or put you in contact with someone who can.

Rest assured that your privacy is and always has been a very high priority with our office. We will
continue to treat you with the privacy and dignity you deserve.

By signing below, I acknowledge that I have received and reviewed this notice and all of my questions
have been answered to my satisfaction in language that I can understand.

I give authority to release my health and/or account information to the following
individual(s)__________________________________________________________________
(name and Relationship to you)

__________________________
Name of Individual (Printed)

__________________________
Signature of Legal Representative

Date Signed: __/__/____

_____________________________
Signature of Individual

_____________________________
Relationship

Witness: _______________________

