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Dr. Travis DeArmon, DC 
4412 W. Houston 
Broken Arrow, OK 74012 ? PrOActiVE! 
P-918.2S4.8700 F-918.2S4-8711 SPORT 8, SPINE 
www.psasch iro.com 

dr.travis@psaschiro .com 


Patient Information: Date : _________________________ 


Name: ______________________________________________ Date of Birth: ___________________________ 


Address: ___________________ City/State : _____________Zip: _______ 


Home Phone: Cell: Email: 


SSN : ___________________________________ NameofSpouse: ____________________________________ 


Employer : _______________________Phone: _________________________ 

Employer Address: ___________________City/State : ____________Zip: __________ 

If you are a full time student, school name: ________________________________________Grade: ________ 

Primary Care Physician: __________________________________________P hone: ______________________ 

Address: ____________________City/State : ___________Zip: ______ 

Do we have your permission to contact your Primary Care Physician regarding your care? _______________________ 

Person Responsible for Account: [1 Patient [1 Parent [1 Spouse [] Guardian 

Name:,_________________________________ 1Same address as patient Phone: _ _ _____________ 

Address: ____________ _ _______City/State : _ _ ________Zip:,______ 

Emergency Contact NOT living with you: __________________________________Relationship : __________ 

Address:_______________________________________________________Phone :, _________________ 

Primary Insurance [ I Patient [ I Parent [ I Spouse 

Policyholder Name: ________________________ 

Policyholder Date of Birth:_____________________ 

Insurance Company: ______________________ 

Insu ra nce Phon e : __________________________ 

Member ID:______________________________ 

Secondary Insurance [ I Patient [ I Parent [ I Spouse 

Policyholder Na me : ______________________ 

Policyholder Date of Birth:__________________ 

Insu ra nce Compa ny: _______________________ 
Insu rance Phone : ________________________ 

Member ID :_________________________ 

mailto:dr.travis@psaschiro.com
http:www.psaschiro.com


Patient Name: _ _ _________________________Date:--__________ 

Insurance Disclaimer, Payment and Treatment Authorization: 

Medical insurance plans have exclusions, these help keep premiums low for your employers. This makes your medical 
plan a supplemental coverage for your medical needs and not designed to cover your treatment in its entirety. Dr. 

DeArmon's goal is to identify, recommend and create a treatment plan in your best interest. I understand that I am 

responsible for all costs of chiropractic care, regardless of insurance coverage . I authorize and give consent for 
payments to be directly made to ProActive Sport and Spine. I understand that I am responsible for all medical costs 
regardless of my medical coverage. All information provided by me on my patient information and health histof)l are 

correct to the best of my knowledge. I grant the right to ProActive Sport and Spine to release my medical information to 
third party payers and/or other health professionals. I understand ProActive Sport and Spine works with the District 

Attorneys office when fraudulent funds are issued. Service charges may apply to my account in addition to any NSF 
Check Fee In the case of default of payment, I promise to pay any legal interest on the balance due, together with 
collection costs and just attorney fees incurred to collect on my account or future outstanding accounts. I understand 

that payment is due at the time services are rendered. I am aware of ProActive Sport and Spine's 24 hour cancellation 

policy. I understand if I cancel an appointment without giving the requested 24 hour notice, my account will be assessed 
a $25 fee . 

rJotice of Privacy Practice Acknowledgement 

The following is a summaf)l of the guidelines ProActive Sport and Spine uses to protect your personal healthcare 
information. Inquire at the front desk if you would like to review our Notice of Privacy Practices which contains a more 
complete description of the uses and disclosures of your health information. I understand that ProActive Sport and 

Spine has the right to change their Notice of Privacy Practices from time to time and I may contact ProActive Sport and 
Spine at any time to obtain a current copy of the notice. I understand that I may request in writing that ProActive Sport 
and Spine restrict how my private information is used or disclosed to carf)l out treatment, payment or healthcare 
operations . I understand that under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I have 

certain rights to privacy regarding my protected health information. I understand that this information can and will be 
used to: 

-Obtain payment from third party payers. 

-Conduct normal healthcare operations such as quality assessments and physician certifications. 

-Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be 
involved in that treatment directly and indirectly. 

Consent for Release of Medical Information 

ProActive Sport and Spine will not release your information to anyone except you without your written consent unless 
such release of information is mandated by law. I grant ProActive Sport and Spine permission to contact me via email 
and/or leave messages pertaining to my chiropractic care (including calling to remind me of appointments, to inform me 
of referral appointments) by a recording device or with the following persons (please consider listing spouse, parents, 
step-parents, grandparents, children, secretaf)l etc). This consent will remain in effect throughout our doctor-patient 
relationship unless withdrawn in writing by the patient. I am aware that signing this form may cause disclosure of 
confidential or privileged information to those designated by me. Information can be released to the following 
individuals : 

Name: _____________________Name:____________________ 

Name:______________________Name:._______________________ 

Patient signature :. ___________________ _ ________Date:________ __._ ___ 



ProActive Sport & Spine Financial Review 

Deductible, co-payment or co-insurance is due at the t ime of service. We accept ca sh, check, V ISA, 

Mastercard and Discover. I understand that these benefits were confirmed by my In su rance company 

and ar'e not a guarantee of paym ent for the services rendered. According to my policy, claims are 

considered when they are received by the insurance company and are subject to their terms. I assign 

Dr. DeArmo n proceeds of the insurance policy for the services rendered. I agree that iF my in surance 

company denies the claims, I am responsible for the entire bill, not Just my deductible, co-payor 

co-insurance . 

Signed : ______________________________________________ Date : _______________________ 



~ProActillePatient Health Questionnaire SPORT g SPINE 

Patient Name ___ _ ________________ Date _________ ______ _____ 

1. When did your symptoms start: ______ _____ _ Describe your symptoms and how they began: 

2. How often do you experience your symptoms? Indicate where you have pain or other symptoms 
o Constantly (76-100% of the day) 

o Frequently (51 -75% of the day) ) -Il 	 Ro Occasional ly (26-50% of the day) 	 (~.~.-. ' r . 
.(~:J: t · \ - I _o Intermittently (0-25% of the day} 1) 
f' 

3. What describes the nature ofyour symptoms? ~I 	 /~ '. ~ . o Sharp o Shooting )' i .~ 
/" ' 


DDuli ache DBurning ;J~ I 

DNumb o Tingling I \! ~~" 


I.; 	 "\ 4. How are your symptoms changing? 

o Getting Better 

o Not Changing I 
. 1 ~ 

/ ~ ~)t:~ ~_i 
I 

o Getting Worse 

None 	 Unbearable 
5. How bad are your symptoms at their; a. worst; @ CD ~ ~ @ <S:l @ (l) ® ® (9 

b. best: @ CD ~ @ @ tID ® <!J @ - ® ~ 

6. 	How do your symptoms affect your ability to perform daily activities? 

@
@ CD ~ @ @ @ ® 	 IX> 

No complaints Mild. forgotten ModeratB. interferes Limiting. prevents Intense. preoccupied Severe. no 

with activity with activity full activity with seeking relief activity possible 


7. What activities make your symptoms worse: 

8. What activities make your symptoms better; 

o Medical Doctor o Other9. Who have you seen for your symptoms? ONoOne o Other Chiropractor o Physical Therapist 

a. When and what treatment? 

o Xrays dale: _ ____ OCT Scan date: _ ____b. What tests have you had for your symptoms 

and when WfJrfJ they performed? o MRI dale. ______ o Other date: _____ 


10. Have you had similar symptoms In the past? DYes DNa 

o Medical Doctor o Other8 . If you have received treatment in the past for OThis Office 

the same or similar symptoms, who did you see? OOther Chiropractor D Physical Therapist 


11. What is your occupation? 

o Self-employed DOff work 
a. If you are not retired, a homemaker. or a o Full-time o Part-time 	 o Unemployed OOtherstudent, what is your current work status? 

12. What do you hope to get from your vlsitltreatment (select al/ that apply) : o How to prevent this from occurring again oReduce symptoms D Explanation of condition/treatment 
oResume/increase activity D Leam how to take care of this on my own o 

Date _____________
Patient Slgnatufe______________ ______---



.~ProArtive 

Patient Health Questionnaire  page 2 SPORT ~ SPINE 

Patient Name ___ _ _ Date 

What type of regular exercise do you periorm? ONone oLight o Moderate DStrenuous 

What ;s your height and weight? Height I Weight I Ibs. 

Fsst 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 

~ Headaohe>
Neck Pain . 

~ Upper Back Pain 
Mid Back Pain 
Lbw Back Pain 

Shoulde' Pam 
Elbow/Upper Arm Pain §~ 

§ 
Wrist Pain 
Hand Pain 

§ Hip/Uppe, Leg Palo 
Knee/Lower Leg Pain 
Ankle/Foot Pain 

0 DJaw Pain 

Joint SwelllogiStiffne"§ §Arthritis 
Rheumatoid Arthritis 

~ Gen",al Fatigue 
Muscular Incoordination 
Visual Disturbances ~ Dizziness 

Past Present 

~High Blood P,""u,e 

Heart Attack 

Chest Pains 

Stroke 
~ Angina 


~Kidoey Stooes 

~ Kidney Disorders 

Bladder Infection 

Painful Urination 


8 BLOSS of Bladder Control 

Prostate Problems 


0 o Abnormal Weight Gain/Loss 

0 oLoss of Appetite 

oAbdominal Pair. 

§ 
0 §UI"" 

Hepatitis 
Liver/Gall Bladder Disorder 

o Cancer0 o Tumor0 

BgAsthma 
Chronic Sinusitis 

Indicate If an immediate family member has had any of the fol/owlng: 

o Rheumatoid Arthritis 0 Heart Problems 0 Diabetes 0 Cancer 

Past Present 

Diabetes8 B 
Excessive Thirst 


0 o Frequent Urination 


0 o Smoking/Use Tobacco Product 

0 o Drug/Alcohol Dependence 

AllergiesB B 
Depression 


0 o Systemic Lupus 


8 8Epilepsy . 
Dermatitis/Eczema/Rash 


0 o HIV/AIDS 


Females Only 

Birth Coot,"1 Pills § §Hormonal Replacement 
Pregnancy 

0 0 
Other Health Problems/lssues 

0 0 

B B 
o Lupus o 

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: 

Patient Signature Date ______________ 

i' Doctor's Additional Comments I 

Doctors Signature ___ __________ _ Date 


