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RETURN TO HEALTH
atient and Insurance Information

Name ‘ DOB:

Address Apt#

Town

State ZIP

Home Phone Work Phone Cell Phaone:

Email Soc Sec #

Marital Status M S D Sep

Referred By

Emergency Contact: Contact Phone #:

Address

Town State ZIP

Health Insurance Info |

Carrier

Ins Co phone

Address

Policy # Group #

Patient Relationship to the insurdd  Self Spouse Child Other

If you are covered under another|persons insurance. ... Please complete

Name of Insured

Address of insured

Phone of insured Sex

Birth date

Insured’s Employer

Address

Employer Phone Plan Name
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COMPLETE HISTORY FORM (ﬁkayhmalemunm This information will be trested as confidential.)

Name Today's Date /{ /
, Date of birth___ / !/ Age
|
PAST HEALTH HISTORY Month & year of last yearly physical /_____ ONaver
Have you ever had any of the lowing conditions? Check "NOW" if you have problem NOW. Check "PAST" if you
had problem in the PAST. EVER" if you have NEVER HAD this problem.
Now st | Novar Now | Past | Never [Now | Past | Never
Anemia/blood disease Tuberculosis Kidney disease
Thyroid trouble J Pneumonia Back pain
Diabetes [ Stomach ulcers Epileptic seizures
Rheumatic fever Liver disease Alcohol or drugs
High blood pressure Jaundice Auto injury
Heart problems Cancer Work injury
List medications you take regularly?
What drugs are you allergic to? -
Have you had ail your “shots" )7 OYes 0ONo
Name and address of previous family

Doyoumhbonnﬂhdwhmyow physical & blood tests are due? [OYes DOINo
thldanySERlOUSlnm lzaﬁnm.mcam.asumdsynumm

Date Tiiness or Operation Dactor and/or Hospital Mark X and enter Date if you have had,
019_  X-raysof -
! O19__  Scanof
019__  Colontests
019___  Breastx-rays
019___  Heart tesis
T D18__  Pneumonia shot
019__  Yearly physical
018__  Yearly blood tests
FAMILY HEALTH ('Blood'rda%nsunly Check "v™ if adopted. [
Relative | _ MNames Sex Haalth Problems If dead, cause of death Age |Has any relationhad | Yes | No
| Father M Tuberculosis
Mother . F Hearl disease
Brothers High blood pressure
& Sisters
Alcohofism
Kidney diseasa
Diabstes
Strokes '
Children Epilepsy
] - Nervous breakdown
Allergies or Asthma
! Anemia
; Cancer
Please tumn page! Please fil the back of this sheet!

Complete History Form_DEAb_0210
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I hereby request and ¢
chiropractic proc
physiotherapy on me

responsible) by Dr. An
Who now or in the fi

I have had an opportuni

clinic personne] the

and I wish to rely upon
the course of the proce
the facts then known by

I have read, or have had
to ask questions about j
procedures. I intend thj

.edur(l’tsJ

=
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RETURN TO HEALTH
4474 Spring Valley Rd.
Farmers Branch, TX 75244

(P): (469) 677-0076
(F): (469) 677-0195

practic adjustments and other

of land-based and aquatic
ow, for whom I am legally
ew Garrett, DC and/or other licensed doctors of chiropractic
work at Return to Health, LLC.

to discuss with Dr. Andrew Garrett, D
and purpose of chiropractic adj
ults are not guaranteed.

C and/or with other
ustments and other

be able to anticipate and explain
healthcare providers to exercise reasonable judgment during
€, based upon the information I have provided to them and
y healthcare providers,

read to me, the above consent. I have also had an opportunity
S content, and by signing below I agree to the above-named
consent form to cover the entire course of treatment for my

present condition and fo any future condition(s) for which I seek treatment at Return
to Health, LLC., ﬂ

Patient Signature Date

Witness Signature Date
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RETURN TO HEALTH

‘ 4474 Spring Valley Rd.

, Farmers Branch, TX 75244

| (P): (469) 677-0076
(F): (469) 677-0195

HIPAA AUTHORIZA TION FORM

[ understand that under the
regarding my protected heal

By my signature below, I cons
LLC may use and disclose m

1. Plan and provide for

2. Communicate to oth
treatment

3. Obtain authorization,

by care and treatment
healthcare professionals who may contribute or participate in my care and

Onfirm service provided and collect payment from third-party payers
icare operations such as the review of records from healthcare professionals

phone number on file to assist the practice in carrying out routine healtheare
Operations such as apppintment reminders, insurance items and call pertaining to my clinical care
file any items that assist the practice in carrying out routine healthcare

Operations such as appointment reminders, test results, patient information forms and patient
statements. )

INITIALS:

as to how my Protected Health Information (PHI) may be used or disclosed
to carry out treatment, payment or healthcare operations, and that the healthcare providers at Return
to Health, LLC is not ; quired to agree to the restrictions requested
2. To review the Return fa Health, LLC’s Notice of Privacy Practices and acknowledge that a copy
has been given to me

3. Torevoke this consent
made PHI available to
care operations prior td

}.

O

N writing, except to the extent that Return to Health, LLC may have already

btain payment from designated third-party payers or conduct normal health
this request.

I'acknowledge that I have read

and understand all the above information and have answered the questions
with complete and up-to-date i

formation,

Signature / Date
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RETURN ToO HEALTH

4474 Spring Valley Rd
Farmers Branch, TX 75244
(P): (469) 677-0076
(F): (469) 677-0195

I
Authorization to Release Medical Records Acknowledgement

I Understand that:

* This Authorization is volunJ

specify a different date here:

* If | sign this Authorization, | may revoke it later by sending a written notice of revocation to the privacy
office at the practice, Note: The only éxception to your right to revoke is if the practice has already acted
in reliance upon the Authorizgtion.

regulations or other applicable state or federal laws.

* Once signed, the Practice Will provide me with a copy of this Authorization.

Signature of patient/guardian Date
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RETURN TO HEALTH
4474 Spring Valley Rd

Farmers Branch, TX 75244
(P): (469) 677-0076
(F): (469) 677-0195

Authorization to Release Medical Records

TITLE 22 EXAMINING BOARDS
PART 9 TEXAS MEDICAL BOARD
CHAPTER 165 MEDICAL RECORDS
RULE §165.2 Medical Record Release and Charges
Deadline for Release of Records. The requested copies of medical and/or billing records or a summary or narrative
of the records shall be furnished by the physician within 15 business days after the date of receipt of the request
for furnishing the information
Patient Name Date of Birth

Claim Number(s)/DOI:

This information is to be REQUESTED FROM:

Agency/Business Name

Street Address City State Zip

Phone Number Fax Number

This information is to be DISCLOSED TO:

Return to Health, LLC
4474 Spring Valley Rd.
Dallas, TX 75254
(P): (469) 677-0076
(F): (469) 677-0195

For the purpose of (please check one): 0 Moving 6 Changing provider 6 At the request of the individual
6 Consultation 0 Insurance change 6 Other (please describe)

Information to be disclosed:

6 Office notes for date(s) of service

0 X-ray reports of for date(s) of service

0 MRI reports of for date(s) of service

0 CD(s) containing images of above marked studies 6 Photographs or other images
6 Complete healthcare record 0 Other (please describe)

Special instructions:

Signature of patient/guardian Date




