1. Please give the receptionist your Insurance Card and Drivers License so we can make a copy for our files.
2. ABOUT YOU

Today’s Date ____/____/____
Cell Phone:__________________________ e-mail:_________________________________________
Name:_________________________________________________ What You Prefer To Be Called:______________ □ Male □ Female

Reason For Visit:_______________________________________________________ Home Phone: _____________________________

Date of Birth: ____/____/____   S.S.#________________________________  Drivers License #________________________________

Address: ______________________________________________________________________________________________________

                                                                                                


City                         State                   Zip

Employer:___________________________________________________________ How Long? ________________________________

Employer Address:_______________________________________________________________________________________________

                                                                                               


City                        State                   Zip

Occupation: __________________ Work Phone #: _________________________ Referred By:_________________________________

Primary Doctor’s Name & Phone #:_________________________________________________________________________________
3. IN EVENT OF EMERGENCY CONTACT

Name: ____________________________________________________

Relation: __________________________________________________ 

Work Phone #: ___________________ Home Phone #: _______________
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Patient Health Questionnaire-  PHQ

Patient 
Name: ______________________________________________________________________ Date: __________________

1. Describe your symptoms: ___________________________________________________________________________________

a. When did your symptoms start: __________________________________________________________________________

b.  How did your symptoms begin: __________________________________________________________________________

_________________________________________________________________________________________________________










Indicate where you have pain or other symptoms



      2.     How often do you experience your symptoms? 
            

1. Constantly (76-100% of the day)

2. Frequently (51-75% of the day)

3. Occasionally (26-50% of the day)

4. Intermittently (0-25% of the day)

3.    What describes the nature of your symptoms

1. Sharp

4.   Shooting

2. Dull ache       
5.   Burning
                      
3.    Numb

6.   Tingling
      4. 
How are your symptoms changing? 


      

1. Better





2. Not Changing 


       

 None    1      2     3   4    5    6    7     8    9     10  Unbearable

3.    Getting Worse

5.     During the past 4 weeks?

             1. Not at all
          2. A little bit
       3. Moderately
     4. Quite a bit
      5. Extremely

6.  During the past 4 weeks how much of the time has your condition interfered with your social activites?

1.  All of the time
2. Most of the time      3. Some of the time
4. A little of the time     5. None of  the time

7. In general would you say your overall health right now is:

1.Excellent
            2. Very Good
       3. Good

4. Fair                      5. Poor
8. Who have you seen for your symptoms?

              1. No One         2. Other Chiropractor         3. Medical Doctor         4. Physical Therapist             5. Other

a. What treatment did you receive and when? __________________________________________________________

b. What tests have you had for your symptoms and when were they performed? 

1. X-Rays Date:________    2. CT Scan Date:_________     3. MRI Date:_________        4. Other Date:__________    

9. Have you had similar symptoms in the past?    1. Yes           2. No
a. If you have received treatment in the past for the same or similar symptoms, who did you see?

1. This Office   2. Other Chiropractor  3. Medical Doctor  4. Physical Therapist
5. Other           
10.  What is your occupation?

 








1. Professional/Executive 
2. Secretarial
3. Tradesperson




____________________________


4. Homemaker

5. Retired             6. FT Student
7.Other




a. If you are retired, a homemaker, or a student,
1. Full-Time
               2. Part-Time
 5. Off Work




    what is your current work status?
               
3.  Self- Employed
 4. Unemployed    6. Other 

Patient Signiture:_______________________________________________________Date:__________________________


Patient Health Questionnarire – pag 2  







Patient Name: _____________________________________________ Date: ______________________________

What type of regular exercise do you perform?
1. None  
2. Light

3. Moderate
4. Strenuous


What is your height and weight?
       Height
  


Weight

         lbs







Feet
Inches

For each of the conditions listed below, place a check in the Past column if you have had the condition in the past. If you presently have a condition listed below, place a check in the Present column.

Past
Present



 Past       Present



 Past        Present

   ○ 
    ○
Headaches

   ○ 
  ○ 
High Blood Pressure
    ○         ○
 Diabetes

  ○
   ○
Neck Pain

   ○        ○
Heart Attack          
    ○         ○
 Excessive Thirst

   ○
   ○  
Upper Back Pain  
   ○ 
  ○
Chest Pains            
    ○         ○
 Frequent Urination

   ○
   ○ 
Mid Back Pain      
   ○ 
  ○
Stroke


    ○         ○    
 Smoking/Tobacco Use

   ○
   ○
Low Back Pain    

   ○ 
  ○  
Angina    

    ○         ○
 Drug /Alcohol Depend.

   ○
   ○
Shoulder Pain

   ○ 
  ○
Kidney Stones

    ○         ○
 Allergies

   ○         ○
Elbow/ Upper Arm Pain
   ○ 
  ○
Kidney Disorders 
    ○         ○
 Depression

   ○         ○
Wrist Pain

   ○ 
  ○
Bladder Infection 
    ○         ○      Systematic Lupus

   ○         ○       Hand Pain

   ○        ○        Painful Urination

    ○         ○       Epilepsy


   ○
   ○        Hip/ Upper Leg Pain   
   ○        ○       Loss of Bladder Control         ○         ○       Dermatitis/Eczema/Rash

   ○         ○        Knee/ Lower Leg Pain
   ○        ○       Prostate Problems      
    ○         ○       HIV/AIDS

   ○ 
   ○        Ankle/ Foot Pain

   ○        ○        Abnormal Weight Gain/Loss
    

   ○         ○        Jaw Pain        

   ○        ○         Loss of Appetite


Females Only

   ○         ○        Joint Swelling/ Stiffness
   ○        ○  
Abdominal Pain

    ○         ○          Birth Control Pills

   ○         ○
Sleeping Problems  
   ○        ○        Ulcer


    ○         ○        Hormonal Replacement

   ○ 
   ○        Arthritis
                 ○        ○         Hepatitis

    ○         ○        Pregnancy

   ○ 
   ○       Rheumatoid Arthritis
   ○        ○ 
Likes cold weather
    

· ○
   ○        General Fatigue
                 ○        ○         Likes hot weather                  
   ○         ○



   ○        ○      Cancer



 Other Health Problems
· ○         ○        Muscular Incoordination
   ○        ○        Tumor


   ○         ○
· ○         ○      Visual Disturbances
   ○        ○       Asthma

   
   ○         ○
· ○         ○       Dizziness                              ○        ○       Chronic Sinusitis

   ○         ○
Indicate if an immediate family member has had any of the following:

○ Rheumatoid Arthritis
     ○  Heart Problems 
○  Diabetes
○ Cancer          ○  Lupus           ○ _______________

List all prescription and over-the-counter medications, and nutritional/herbal supplements you are taking:

__________________________________________________________________________________________________________

___________________________________________________________________________________________________________
List all the surgical procedures you have had and times you have been hospitalized:_____________________________________

  ____________________________________________________________________________________________________________

               Have you heard that you need to eat 7 to 13 servings of fruits and veggies every day? Yes__ No__





   Is that hard for you to do? Yes__ No __
Patient Signature :  _______________________________________________________________ Date: _________________________
Doctor’s Additional Comments : ___________________________________________________________________________________
_____________________________________________________________________________________________________________


Doctor’s Signature: _______________________________________________________________ Date: _________________________

Name___________________________________________________________________ Date____________________________

Using the following descriptive symbols, draw the location of your pain on body outlines below.

In addition, mark the level of your pain on the pain line at the bottom of the page.

Nam 




                      No Pain                                              






       Worst Possible Pain

   Please make a slash through this line as to the level of your pain.
_______________________________________

Patient Signature

Patient Health Information Consent Form

We want you to know how your Patient Health Information (PHI) is going to be used in this office and your rights concerning those records.  Before we will begin any health care operations we must require you to read and sign this consent form stating that you understand and agree with how your records will be used. If you would like to have a more detailed account of our policies and procedures concerning the privacy of your Patient Health Information we encourage you to read the HIPAA NOTICE that is available to you at the front desk before signing this consent.

1. The patient understands and agrees to allow this chiropractic office to use their Patient Health Information (PHI) for the purpose of treatment, payment, healthcare operations, and coordination of care. As an example, the patient agrees to allow this chiropractic office to submit requested PHI to the Health Insurance Company (or companies) provided to us by the patient for the purpose of payment.  Be assured that this office will limit the release of all PHI to the minimum needed for what the insurance companies require for payment.  

2. The patient has the right to examine and obtain a copy of his or her own health records at any time and request corrections.  The patient may request to know what disclosures have been made and submit in writing any further restrictions on the use of their PHI.  Our office is not obligated to agree to those restrictions.

3. A patient's written consent need only be obtained one time for all subsequent care given the patient in this office.

4. The patient may provide a written request to revoke consent at any time during care.  This would not effect the use of those records for the care given prior to the written request to revoke consent but would apply to any care given after the request has been presented.

5. For your security and right to privacy, all staff has been trained in the area of patient record privacy and a privacy official has been designated to enforce those procedures in our office.  We have taken all precautions that are known by this office to assure that your records are not readily available to those who do not need them. 

6. Patients have the right to file a formal complaint with our privacy official about any possible violations of these policies and procedures.

7. If the patient refuses to sign this consent for the purpose of treatment, payment and health care operations, the chiropractic physician has the right to refuse to give care.

I have read and understand how my Patient Health Information will be used and I agree to these policies and procedures.

Name of Patient                                 Date
_________________________________________
Signature 




6. AUTO ACCIDENT INFORMATION





Your Attorney: _______________________________________


Phone #:__________________________________________________


Address: ________________________________________________


City: ___________________State:____________ Zip: _____________


Name & Address of the vehicles owner:  _________________________ __________________________________________________________


Your Insurance Company: _____________________________________


Address: _________________________________________________


City: _____________________State:____________ Zip: ___________


Agent/Adjuster: ____________________ Phone #: _________________


Policy #:___________________ Claim #:________________________


Other Company: ____________________________________________


Address: __________________________________________________


City: ____________________State:____________ Zip: ___________


Agent/Adjuster: ______________________Phone#:_________________


Policy #:_____________________ Claim #:______________________





4. SPOUSE INFORMATION


Marital Status: 


□ Single 	□ Married             □ Divorced 


                                      	□ Widowed          □ Separated


Name: ______________________________________ Home Phone #: _______________________________


 Date of Birth: ____/____/____


Employer: ____________________________________ Work Phone #:_________________________________


SS # ________________________________________


D/L #: _______________________________________ 





5. ACCOUNT INFORMATION


Person ultimately responsible for account





Name: ______________________Relation:___________


Billing Address: __________________________________                                                                                                


                             Street             City         State       Zip


SS #: _________________________________________ Drivers License #: ____________________________


Employer: ____________________ Work#:____________ 


Desired medical payment


□ Cash       □ Check    □ Credit Card


Card # ________________ Exp. Date: ___/____/____


Name as it appears on card: _______________________________________________





I hereby authorize Fredrick Chiropractic Plus to release to insurance companies, government agencies, or other third party payers and their agents (which may include your employer if your employer is self-insured) information concerning medical care, advice treatment supplies, itemized bills, or other information that may be necessary for the purpose of determining eligibility and available benefits and obtaining payment on my behalf for the health care services provided to me or to the patient covered by this authorization.





I understand that the care and services at Fredrick Chiropractic Plus is subject to review, both during and after treatments covered by this authorization, health care professionals, third party payers and review agencies.





I understand that I will be financially responsible for all charges incurred for the services provided if revocation or refusal to authorize the disclosure of my medical records results in a denial of payment for charges incurred.





I hereby authorize payment directly to Fredrick Chiropractic Plus of the insurance benefits herein specified and otherwise payable to me for this period of treatment. I understand that I am financially responsible to pay for my care, and that if my insurance plan does not pay the full amount due I will be responsible for the balance. This may include costs of collection and/or reasonable attorney’s fees.





Signature of Responsible Person: ________________________________________________________ Date: ______/______/______





ACHE		BURNING	NUMBNESS	PINS & NEEDLES	STABBING	OTHER


^^^^^^^		------------	ooooooooooo	…………………..	/////////////////	XXXX
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