Thompson Chiropractic & Wellness Center

Today’s Date

Patient Name Nickname
Last First Mi

Birthdate Age SS#

Mailing Address

City State Zip

Home Phone# Cell # Work#

E-Mail Address

Referred by:

Employer: How long?

Employer Address

City State Zip
Occupation
Status(circle one): Minor Single Married Divorced Separated Widowed Sex: Male or Female

Spouse’s Name:

Do you have children? Yes or No How Many?

EMERGENCY CONTACT INFO

Contact Person

Relation:

Homet# Work#

Medical Doctor? Phonett




|
i
1

‘-';:K-eﬁason for todéy'sb visit: L) Emergen O New injury 0 Old injury O Chronic .din ' Wellness

Are you in pain: U Yes " No Rate your pain with the following scale: ascomion ;3 3 37 5 & 5 & & 1puene
Did your injury occur during: 1 Work Q Sports/play U Auto Accident 1) Routine/Household activity
When did your condition/accident occur? /. /. Where did your injury occur?

Please explain what happened:; . . ) e G ——

Is your condition getling worse? 1 Yes O No (] Constant _] Comes and goes.

Is your condition interfering with your: .} Work i Sleep or 1 Daily routine? If so. how.

Has this or soméAthmg s?r'ﬁiblar ‘happened in the past?
4 Yes <l No Explain:

U~s_mg the adj;cent body charts, please circle

all affected areas.

Clinic phone#: . __ .

Have you been treated by a Medical Physician for this
condition? dYes UNo If so. where? __
Have youv ever been treated by _a_Crnﬁrﬁo_préctdx? OYes INo
Clinic or Dr's name: . _

T PRight Front

Lelt

e i e 4 y
Are you taking any of the following medications? U nerve pills LI Pain killers(including aspinin)

-4 Blood Thinners . Tranquilizers U Insulin 2 Other(s) . Nl . Sl S
Do you have or have you had any of the following diseases, medical conditions or procedures?

- Muscle relaxers

Y N Heart Attack / Stroke Y N Heant Surg /Pacemaker Y N Hearl Murmur Y N Congenital Heart Defect Y N Mitral Vatve: Prolapse
'Y N Arntificial Valves Y N Alcohol / Drug Abuse Y N Venereal Disease Y N Hepatitis Y N HIV4 /1 AIDS - ARC
Y N Shingles Y N Cancer Y N Frequenl Neck Pain Y N Glaucoma Y N Anemia : Diabeles

Y N High:Low Blood Pressure Y N Psychiatric Problems

Y N Ulcers . Colitis Y N Faining'SeizuresEpilepsy Y N Sinus Problems Y N Emphysema / Asthma
Y N Ditficulty Breathing Y N Chemotherapy

List any past serious accidents with dates:
Please list anything that you may be allergic to:
Family Health History:_ s :
Do you take Supplements or Vitamins? U Yes ' No
i Do you smoke?  No ] Yes How much?

Are you wearing: 11 Shoe lifts ) Inner soles £l Arch su

Y N Rheumatic Fever Y N Severe / Frequent Headaches Y N K

Y N Lower Back Problems Y N Anificial Bones/Joints/Implants Y N A

Please list any surgeries with dates and/or any other serious medical condition(s) not listed above:

How long? _

For women: Are you taking Birth Control? {1 Yes 1 No

Are you Nursing? - Yes O No

Are you Pregnant? 1 No O Yes If so, how many weeks?

Do you exercise? 1 No O Yes hours per week

pports  Are you dieting: ONo UlYes Since:  +

dney Problems

Y N Tuberculosis

rthritis

¢ We invite you to discuss wi

inendly. mutual understanding betwe

th us an

y queslions regarding our services. The best health services are tased on a -
en provider and patient,

¢ Our policy requires paymenl in tull for all services rendered al the time of

visit, unless other arrangements have been ';l?d;l‘ﬁé* —t L
made with the business manager If account is not paid within 90 days of the date of service and no financial E
arrangements have been made. you will be responsible for legal fees. collection agency fees, inlerest charges ang ~--- et
any other expenses incurred in collecting your account. e 7
¢ | authonize the staff to perform any necessary services needed during diagnosts and treatment. | also authorize the  “inmials "’JDQE“‘“
provider to release any information required to process insurance claims, )
¢ [ understand the above information and guarantee this form was compleled correclly 10 the best of my knowledge Vot
and undersland il 1s my responsibility to inform this office of any changes to the information | have provided e ~--{)—m;/—~
Signature = L - ... bate. o _t
4 Adult Patient -3 Paient or Guardian ) Spouse Conimenis




Appointment Reminders and Health Care Information Authorization

Your chiropractor and members of the practice staff may need to use your name, address, phone number, and
your clinical records to contact you with appointment reminders, information about treatment alternatives, or
other health related information that may be of interest to you. If this contact is made by phone ad you are not at
home a message will be left on your answering machine. By signing this form you are giving us authorization to
contact you with these reminders and information.

You may restrict the individuals or organizations to which your health care information is released or you may
revoke your authorization to us at any time; however, your revocation must be in writing and mailed to us at our
office address. We will not be able to honor your revocation request if we have already released your health
information before we receive your request to revoke your authorization. In addition, if you were required to give
your authorization as a condition of obtaining insurance, the insurance company may have a right to your health
information if they decide to contest any of your claims.

Information that we use or disclose based on the authorization you are giving us may be subject to re-disclosure by
anyone who has access to the reminder or other information and may no longer be protected by the federal
privacy rules.

You have the right to refuse to give us this authorization. If you do not give us authorization it will not affect the
treatment we provide to you or the methods we use to obtain reimbursement for your care,

You may inspect or copy the information that we use to contact you to provide appointment reminders,
information about treatment alternatives, or other health related information at any time (  164.524).

This notice is effective as of . This authorization will expire seven years after the date
on which you last received services from us.

I authorize you to use or disclose my health information in the manner described above. | am also acknowledging
that | have received a copy of this authorization.

Patient Name Printed Date
Patient Signature Authorized Provider Representative
Personal Representative Printed Personal Representative Signature

Description of personal representative’s authority to act for the patient.



Consent for Use or Disclosure of Health Information

Our Privacy Pledge

We are very concerned with protecting your privacy. While the law requires us to give you this disclosure please understand
that we have, and always will respect the privacy of your health information.

There are several circumstances in which we may have to use or disclose your health care information.

e We may have to disclose your health information to another health care provider or a hospital if it is necessary to
refer you to them for the diagnosis, assessment, or treatment of your health.

*  We may have to disclose your health information and billing records to another party if they are potentially
responsible for the payment of your services.

*  We may need to use your health information within our practice for the quality control or other operational
purposes.

We have a more complete notice that provides a detailed description of how your health information may be used or disclosed.
You have the right to review that notice before you sign this consent form ( 164.520). We reserve the right to change our
privacy practices as described in that notice. If we make a change to our privacy practices we will notify you in writing when you
come in for treatment or by mail. Please feel free to call us at any time for a copy of our privacy notices.

Your right to limit uses or disclosures

You have the right to request that we do not disclose your health information to specific individuals, companies, or
organizations. If you would like to place any restrictions on the use or disclosure of your health information please let us know

in writing. We are not required to agree to your restrictions. However, if we agree with your restrictions, the restriction is
binding on us.

Your right to revoke your authorization

You may revoke your consent to us at any time: however, your revocation must be in writing. We will not be able to honor your
revocation request if we have already released your health information before we receive your request to revoke your
authorization. If you were required to give your authorization as a condition of obtaining insurance, the insurance company
may have a right to your health information if they decide to contest any of your claims.

HIPAA Policy and Violations

if at any time you have a complaint about privacy ar procedure issues within this office you may make a complaint to the
designated contact officer for HIPAA complaints at this office. You may also make complaints with the Secretary of Health &

Human Services. If at any time you would like information about the office procedures on handling the privacy policy you may
contact the designated officer for HIPAA complaints at this office.

I have read your consent policy and agree to its terms. | am also acknowledging that | have received a copy of this notice.

Printed Name Authorized Provider Representative

Signature Date

Date



THOMPSON
CHIROPRACTIC

e

& Wellness Center

24 Hour Appointment Cancellation Policy

Thompson Chiropractic & Wellness Center has a 24 hour
cancellation/rescheduling policy.

If you miss your appointment, cancel, or change your appointment with less than
24 hours notice, you will be charged $35.00.

This policy is in place out of respect for our therapists and our clients.
Cancellations with less than 24 hours notice are difficult to fill. By giving last
minute notice or no notice at all, you prevent someone else from being able to

schedule into that time slot.

By signing below, you acknowledge that you have read and understand the
Cancellation Policy for Thompson Chiropractic & Wellness Center as described

above.

Thank you for your understanding and cooperation.

Printed Name Signature

Date



