
WHC
_ .,.--,-...-.-- ` -.--- I -------  i-.''`-I .--. I--I --.-..- I --  -_

WHOLE  . HEALTH

CH I ROPRACTIC

Date

Sex         r  Male     r  Female

SSN

Address

City

State

Zip Code

Whole Health Chiropractic
Lori Lamitina Nicholson, D.C.

Patient Intake Form

Phone 1

r   Home  r   Mobile    r   Work   r  Other

Phone 2

r   Home  r   Mobile    r  Work    r  Other

Fax

Email

Employer

Employer Phone

Occupation

1405 N  Pierce St Suite 210
Little Bock, AB 72227

501 -664-6664

Job Status

r  NotEmployed    r  Employed

r   Part-Timestudent    r  Retired

r   Full-Time Student

Marital Status

rsingle      rMarried       rother

Receive Appointment Reminders

r  Declined  r Voicer  Text  r  Email

Height                            Weight

lbs

ReasonForvisit:   r  Newpatient            r`  Adjustment    r  physical       r  consultation      a  x-Rays      r  Therapy       r  Injury

rReportofFindingsr  AutoAccident        r  Re-Examination     r  other

ReferredBy:           r  provider      r  Friend              r  Family                 r  other

Referred By Name

HowHeardofus:r  walkin         r  Referral           r  phoneBook       r  website

r Advertisement           r  other

?a:eT°graph!Crswh,te           r  BiackorAfr,canAmerican       r  AmericanlndianorAlaskaNatlve         r  Aslan

r   NativeHawaiian orotherspecificlslander     r  Other

Ethnicity:                 r   HispanicorLatino         r  Non-HispanicorLatino       r  unknown        r  other

Dominance:           r  Right       r  Left           f  Ambidextrous

Insurance Information
Primary lnsui.ance:

Insured First Name

Insured Last Name

DOB

Insurance Name

Insurance Phone

ID# Group #

Relationshiptolnsured     r  Self   r  Spouse    r  Child    r  Other

Patient Name:

Visit Copay

Co-Ins %

Deductible Applied

S/Year                   Visitsrvear                   Therapy visitswear

PCPReferralRequired    r  Yes        r   No

Policy Effective Date

Cal Yr / Other

Other
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Secondary Insurance:

Insured First Name

Insured Last Name

DOB

Insurance Name

Insurance Phone

lD# Group #

Belationshiptolnsured     r   Self   r  Spouse    r  Child     r  Other

Emergency Contact Information
First Name

Last Name

Health History
Medicationsrvitamins/Supplements:

Allergies:

Illnesses:  Please check all that apply

I AIDS/HIV

E Anemia

I Arthritis

I Asthma

I Bleeding Disorders

E Breast Lump

I Bronchitis

E Cancer

I Chemical Dependency

I Chicken Pox

I Other

I Chronic Fatigue

I Depression

H Diabetes

I Emphysema

I Epilepsy

I Fibromyalgia

I Fractures

I Gallstones

E Glaucoma

I Gout

Relationship

Phone 1

Visit Copay

Co-lnso/o

Deductible                                      Applied

Srvear                   Visits/Year                   Therapy visitsrvear

PCPReferralRequired    r  Yes        r   No

Policy Effective Date

Cal Yr / Other

Other

I Heart Disease

I Hepatitis

I Hernia

I Herniated Disc

E  High Blood Pressure

I  High Cholesterol

I Immune Deficiency

I Kidney Disease

I Liver Disease

I Migraine Headaches

lsthereanyhistoryinyourfamilyforanyoftheaboveconditions?

Who?

Phone 2

I  Miscarriage

I  Multiple Sclerosis

I osteoporosis

I Pacemaker

I Parkinson's Disease

I Pinched Nerve

I Prostate Problems

I Prosthesis

I Psychiatric Disorder

I Rheumatoid Arthritis

What did they have?

I Seizures

I Stroke

I Suicide Attempt

I Thyroid Problems

I Tuberculosis

I Tumors/Growths

I Ulcers

I Vaginal lnfections

I Venereal Disease

I Whooping Cough

Patient Name:
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Traumas:

Complaints: (list your Chief Complaint first)

1.2.

6.7.

Does the pain travel anywhere else?

Do you know what caused the problem?

Do you notice the pain during a certain time of day?

Frequency:                timesper      r  Day      rweek       r  Month     rYear

Duration:     Lasting                      r  Minutes       r  Hours

Onset:   Havehadsymptomsoverthepast                 r`  Days     r  Weeks      r  Months    r  Years

Intensity:     r  Minimal       rslight    r  Moderate    r  Severe

lsyourcondition:     r  Same   r  Better  r worse

Rateyourpain:ro      ri      r2      r3      r4      r5      r6      r7      r8      rg      flo
Obeingnopainatallandl0beingtheworstpainimaginab±

Quality:Describeyourpain:     Eaching     Eburning   Ecramping    Edeep    EduH   Enumb    Eradlatlng     Esharp

Hshooting     E5ore      Estabbing      Estiff   Eswelllng       Etight     Etingllng    Hthrobbing

Aggravating Factors:What makesthe problemwolse?H nothing   E most movements     E bending  E carrying thlngs

Ecoughing    Edrlving     Heating       Hexerclse       Egolngdownstairs      Egoingfromlyingtositting

Egolngfromlyingtostanding      Egoingfromsittlngtostanding   Eheat      Ehousework      Elce     Ejogglng    Hllftlng

Elyingdown     Emassage      Dpulllng     Epushlng   Erunnlng   Esittlng      Esleeplng      Dsneezlng      Esquattlng

Estanding      Hstandingforalong perlodoftime    Estress    Hstretchlng    Etaking adeep breath    E]turnlng

Etwisting       Ewalking   Eworking

Relieving Factors:Whatmakesthe problem better?   E nothlng   I anti-inflammatorles      I braclng    H chiropractic care

Eelevation     Eexercise   Eheat      Dice     Emassage      Emovement      Hpainkillers      Erest       Estretchlng

Ewalking   Hwraps
Whatdailyactivities aleaffected duetothe problem?  E bathing    E caring for children    I cleaning      E cllmbing stalrs

Ecooking   Edolnglaundry    Edressing       Edriving     Heating       Eexercislng    Egolngfromlayingdowntositting

Egolngfromsittlngtostanding   Egrooming    Ehousework    Elayingdown   Ellftlng   Eoralcare      Esex

Eshopping     Esltting       Esleeping       Esocial/recreationalactlvltles   Estanding      Hstretching    Etoileting

Etransferring    Euslngtechnology      Eusingphone   Ewalklng    Ewatchlngtv    Eworking       Eyardwork

Haveyoubeengivenadiagnosisforthisproblem?If so,whatwasthediagnosis?

Whattreatment(s)haveyoutried{oryourcondition?   H None    E Medication     HSurgery        EphysicalTherapy

Echiropractic       Eother
Patierit N ame:
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Areyoupresentlyunderthecareofaphysicaland/ormentalhealthcareprovider?lfso,bywhom?

If so, what conditions?

Date of your last physical exam:                                                By whom?

EnergyLevel:     r  Good        r  Insufficient     r  Erratic

I Low ITime of Day) I High ITime of Day)

Sleep:   ETroublefallingasleep       HTroublestaylng asleep     ERestful      Eother

Stress:   r  None        r  Low      r  Moderate        r  severe         Whatcausesstress?

Haveyouhadunexpectedweightlossinthelast6months?   r  Yes       r  No            lfyes,howmuch?

Daily Habits
Doyou smoke?  r  Neversmoked   r unknown ifever smoked     r unknown if currently smokes

r  Currenteverydaysmoker  r  Currentsomedaysmoker  r  Formersmoker

lf yes, how many packs per day?                            How many years?

DailycaffeinatedBeverages:   r  Unknown    r  None  I  1 to3 r  4to6  r  7to 1o r  H to 15  r  16to 20  r  21 to25r  over25

WeeklyAlcoholicDrinks:           r`  Unknown    r  None  r  1to3r  4to6r  7tol0r  11tol5r  16to20  r  21to25r  Over25

Doyouexerciseregularly?   mo     flight      rmoderate    rheavy

Review of Systems
Musculoskeletal: Please checkall that apply     I None

EArm/handpaln  Ebackpain    EFeet/legpain  Ehip    EKnee   ELowerbackpaln   I  Midbackpaln  I Muscleorjointpain

I Neckpain    ERednessofjolnts   I shoulder(s) paln    Estiffness   E Swelllngofjoints   H Upperbackpain

Cardiovascular/Respiratory: Please check all that apply   H None

E chest pain, pressure or discomfort   I Cold hands/feet    E Coughing up blood (hem°Ptys'S)     E C°ugh±n3eur!jspt:'netgcmoughjng

I Difficulty breathlng      I Dizziness/lightheaded     E Fainting   I Irregular heartbeat   I palpitations

E shortness of breath      E Sudden awakening with a shortness of breath (paroxysmal nocturnal dyspnea)

ESwelling(edema)      ETightnessinchest     Ewheezlng        Eother

Head/Neck: Pleasecheckall that apply    I None

EDizziness     HFacialpain   EGrindingTeeth       EHeadache   EHeadinjury     EHoarseness     EJawcllcks    ELumps

EMigraines    Hpain  ESorethroat      Estiffness   ESwollenGlands      EToothproblems    ETroubleswallowing

I other

Eyes: Please checkallthatapply    I None

E Blurredvision     EBuming    Hcataracts     E Doublevision     I Dryness   EFlashlng llghts   EGlasses/Contacts   HGlaucoma

Eltching     Epain      ERedness       ESpecks     Evtsionproblems    Eother

Ears:Please checkall that apply     I None

EBuzzinginears       DDecreasedhearing        EDrainage     EEarache        DEarlnfectlons     EPoorbalance      EPoorhearing

ERinging inears(tinnitus)     Eother

Patient Name:
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Nose:Pleasecheckallthatapply       I None

EAIlergies      HBlockedsinuses     EDischarge    HExcessivemucus    EHayfever     Eltching          ENosebleeds

Esinuspressure/pain      Hstuffiness/blockage      Eother

Throat/Mouth: Please checkall that apply     I None

EBleeding      EBluellps       EBraces      EDentures     EDlfflcultyswallowlng    EDrymouth       HHoarseness

EMouthpain     ENonhealingsores     ERedness   ESorethroat         ESoresonlipsortongue    HSwelling

EThrush     EToothpain     Eother

Urinary:Pleasecheckallthatapply      I None

I Bloodinurlne(hematuria)      EBurning orpain      E Difficultyurinating         E Frequent unnarytract infections

EFrequenturination    Elncontinence      EKidneyinfectlons       EKidneystones     E unableto hold urine(Incontinence)

HUpatnighttourinate      Eurgency      Hwaterretention     Eother

Gastrointestinal: Please checkallthat apply     I None

Echangeinappetite       Echangelnbowelhabits   EConstlpatlon      EDiarrhea      HHeartburn   ENausea

ERectal bleeding      HSwallowingdifficultles     EYelloweyesorskin oaundice)         I other

Endocrine:Please checkall that apply     I None

Echangeinappetlte       EColdintolerance    EConstipation      EDiarrhea       EDryskln       HExcessivethirst

EFrequenturination       EHeatintolerence       HSweating

Vascular/Hematologic: Please checkall that apply      I None

Ecalfpainwithwalking (claudication)   ECold handsandfeet     E Easeof bleeding    I Easeof bruislng     I Legcramping

Neurologic: Please checkall that apply       I None

E Dizziness     I Easilyangered/irritated   EFaintlng   E Frequentcrying     I Memoryconfusion    E Nervousness  ENeuralgia

H Numbness  EPoorconcentration       Eseizures   ESuicidalthoughts      ETingllng   ETremors   Eweakness

E Worry/anxiety   I other

Psychiatric: please checkall that apply        I None

HAnxiety        EDepression     EMemoryloss       HNervousness      Estress       Hother

l=emale:

Areyoupregnant?      r  Yes        r   No         Dateoflastperiod                                     Numberofdaysbetweenperiods

Age started                            Age stopped

'  Number of pregnancies                            Number of deliveries                             Number of miscarriages

Numberofabortions                          Numberofcesareans                     Operations   Ecervix       I uterus      EOvaries
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Pleasecheckallthatapply        ENone

Eclotting   EDarkcolor       EDischarge        EFoodcravings    EHeavybleeding     EHotflashes      Elnfections

Elrregularperiods   Eltchingorrash        ELegcramps     ELightbleeding        ELittle/nosexdrive     EMenstrualpain/cramps

EMissedperiods  EMoodswings      Epainfulbreasts       Epainwithsex      ESTD's    Evaginaldischarge

Evaginaldryness         Evaginalsores      Ewaterretention     Eother

Male:Pleasecheckallthatapply        I None

EDischarges      EErectiledysfunction      EHernia      Elmpotence      ELowsexdrive     EMassesorpain   Epainfulurination

Epainwithsex      Epainfuldischarge      Hprostateproblems    ESores        ESTD's    Eother

Certification and Assignment

I certify that I, and/or my dependent(s) have insurance coverage with
and assign directly to the above named clinic all insurance benefits, if any, otherwise payable to me for services

rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I
authorize the use of my signature on all insurance submissions.

Payment policy

The above named clinic may use my healthcare information and may disclose such information to the above
named Insurance Company(ies) and their agents for the purpose of obtaining payment for services and
determining insurance benefits or the benefits payable for related services. This consent will end when my
current treatment plan is completed or one year from the date signed below. I understand regardless of my
insurance status,I am ultimately responsible for any charges for professional services rendered by the above
named clinic.

Date

Signature of Patient, Parent, Guardian or Personal Representative

Print Name of Patient, Parent, Guardian or Personal Representative

Date
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ASSIGNMENT OF BENEFITS &
AUTHORIZATION  FOR MEDICAL RELEASE OF

INFORMATION

Patient:

SSN:               /           /                   DOB:               /              /

Date:              /

I  hereby instruct and direct my insurance company to pay Whole Health
Chiropractic for services rendered.   This assignment is for the professional
services for medical expense benefits allowable and otherwise payable to me
under my current insurance policy as payment toward the total charges for
professional services rendered.   This is a direct assignment of my rights and
benefits under this policy.   This payment will not exceed my indebtedness to the
above mentioned assignee.   I agree to pay, at the time services are rendered,
any balance of said  professional service charges over and above this insurance
payment.   A photocopy of this assignment shall be considered as effective and
valid  as the  original.

I  understand there will be a  5°/o  interest charge on any unpaid  balance over 90
days due.   I also agree to pay the reasonable costs on attorney's fees of Whole
Health Chiropractic in order for them to collect all sums due them on my account,
including any actions against me to collect such sums.

Furthermore,I, the undersigned,  hereby authorize release of any and all medical
records (including,  but not limited to,  progress notes,  reports,  and x-rays) that
may be required for payment of my medical claims.   I  authorize the release of my
medical and/or account records to any office deemed necessary.

Patient (Parent or Guardian)  Signature

Office use Only

Pt Acct#:

Insurance Company Name:

Member  ID#:

Group#:

Whole  lle<ilth  (`hiroitractlc     14()5  Nortli  Picl.ci'  S(.  #  210    I,ittlc  Rock.  AR  72207



Patient Name: Account #:

Whole Health Chiropractic

Consent for Purposes of Treatment, Payment, and Healthcare Operations

[Name of lndividual] consent to Whole  Health Chiropractic (``the
Practice's'') use and disclosure of my Protected Health Information (PHl) for the purpose for 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, `'PHl"  means any information,  including my demographic information,,

created or received by the Practice, that relates to my 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 information can be used to identify me.

I  understand  I  have the right to request restriction on the use and disclosure of my PHl for the purposes

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 PHl.

I  have the right to revoke this consent, in writing, at any time, except to the extent that Physician or

Practice has acted in reliance on this consent.

Signature of Patient or Personal  Representative

Name of Patient or Personal  Representative

Date

Description of Representative's Authority



"e Health C"ffxpmife
1405 N. Plae® SI., #210
LI"e Rcok, AR 72207

ACKNOWLEDGMENT OF RECEIPT OF HIPAA
PRIVACY NOTICE

have    received    a    copy    of   this    office's    Notice    of
Privacy  Practices.    I  understand  that  I  have  certain  rights to  privacy  regarding  my  protected  health
information.   I  understand that this information  can  and will  be  used to:

Conduct,  plan  and  direct  my  treatment  and  follow-up  among  the  health  care  providers  who  may  be
directly and indirectly involved in  providing  my treatment.

Obtain payment from third-party payers.

Conduct normal health care operations such as quality assessments and accreditation.

Patient

Signature

Form Copyright © 2013 by lnstacode  Institute.
Form may only be copied and/or customized by the owner of this book for use in his/her own office.


