
WELGOME
?tuntlffonnffinv

Daie:

Name:
I-sst MI

Email addr€ss:

Mailing Ad&€ss;

Phorr #

Date of Birth:

Marital Status:

Race

Ethnicity

Occupation:

Employcr Addross:

Citv Stare ZiD

(Otltcr)

Can we call you at wort? O Yes ONo

B Singlc tr Marrid tr Divorced O Widoy,€d O Separahd El Mimr

tr Caucasian O Africur Amicer O Asian B Naive Amafurn O l"^atin ArlE lnn O Ott€r

O Hispalic cl Ldim El Non-Hispmic / Non-Irtim

Emplo)€r:

Phorc:

Emergencycorltact: Namg; Relationi Phon€ #:

Phone #: (H) (w)

Ace,idsrtln{oma*lav
ls this visit due to an accidcnt?

Has it been rEponed? Cl Yes

If)€q *hsltype? El Aulo A wotk O Ortt€r-

(w)

O Yes ClNo

Cl No Ifyss, to whom?

tnauro.rwtln{aruwXow
Policy Holder Nanr.: D.O.B.:

Relationship ro pati€nt (ifother than sclD: Phone #

Do you have heatth insranco? O Yes El No Nanr ofCanier

Do you have seoondary insuEnce? 0 Yes B No Ndr of Csrilc

PLEASE PR,OVIDE THIS OFFTCE WIT[! A COPY OF YOUR TNSURANCE CARD(S)

STGN.aTURE (X) DATE
Fofii 2

Sex El Malc tr Femate SS#; 

-How did you hear about our pretice?



INITIALfl\TAKE

NAME: DOB: Age:_ Date of Exam:

Please all medications '/Rr cnn tn in ird.,lHrr.fir, fii.rn [.r,l

Check offeny olthe f,ollowiog syDptom3 yoa [ryc clpcrirced iD atc p.s( 6 mortts

E low Bac* Pain
tr Pain betuieen Should€n Blrd€<
E Nec& P8,'n
E Tension/fleedadres
tr Fibmmyalgia

OTHER (explain)

E T€osion A.mss Top ofshould€rs
tr Numbnesdfiagliog in ArmYHads
O NuDbnesvTiogling in Lsgs/Fe€t
O Pein in ote tegs
tr Pain in the Ga

tr firEd/Fatigued
tr Diff.nlty Sleepirg
tr Allergics
E Diges!'vc Problsrls
B Carpal Tunnel

Which ofthe above is the vr'org?

How long have you had it?

How ofren do€s it oocra?

whar does it feel like (descn'be)

What have you done that h8s hehed this problem?

What a<*ivities uould you like to do if6is rvas not E poblem? _
Do6 ttir crusc yo[ to ba:
tr Moody
E l.ritable
tr lnt€rrupt sleep
E Reitri.red in yo.r daily adiyiti€s

Dc tlb eftct yoe r *orL
tr Decisioo nakhg
tr Poor aEihd€
tr Deoeased produeivity
tr Exhalsed Et the cnd ofthe day
O Unable to ufik lorg hours

DG tlb .&ca yor. lifcs
tr Lose paienc with spouse/ddl&en
tr Resdaed hoselrold duries
Il Hirdrs ability to €xercise or sports
tr Interfurs with ability to do hobbies

or oarEr etivities

Whrl hrvr you trild to hclp rrficv.y'tct dd of at& probhm rrd &ox ruct did it hc-lp? ( cirdc eppmprhtcly)
O Medicalioos...Helped: Littte Sorll€ Much O Exeruise...Helped: I-r'ttle Some Mu.i
a Physical Therapy. , .Herpedr Little SonE Much ? Nl&ition. . .H€lped: Liule Sorlle Mudr
,{' Chiropractic-. .Helped: Litrle So@ Much e SEetdrrg. ..Hebod: LiEle Some Much

SupplerEnts (vilaminMEiwminerals):

Allergies:

Approximsre Date of last Flu veche: ttoMEN oNLy: Dd.aof lwIP: ,1Dt Nili&r otPt4,,aaq: YES d NO

Sorgic.l HittorY:
Surgeries rnd/or horpitslizarioN (tvD. & d.ac):

FrmityHhtory:-Ist}t€rcafsmilyhisroryofalyofthe6llowingconditidls?fiDdics,cEEtlt&g'adoarErs.ohild'eo.&siblio6)

EI Disbet€s
O Afiri.h0 H€att Disease

O C.noer

Social tlBaorY:

lntak€ of following; Cigllcucs 

- 
Pa&r,Ey

Exercise fequency: ONever ODaily O W€G*ly

E Otller

Aloohol drirl(i^rcGk catrci/,.e-sws/bY

OWalks gRw$ trswims



PN LTEdiAI grrd freyiev of o/f,/,etI,6

Geritolriaery
_ _ Urerine fibroids
_ _ Orairn qnts
_ _ Cancer (breast oyariarL prctate, uterinc)
_ -- Prosae problans

Ererg/
Fatigue
Hyperadivity
Restlessn€ss
IasdDDia
Deorcased Libido
Strss

WcEht
Decreased Appetite
Weight Cain
[rability to t ose Weight
Food Crsvings
Binge Eating
Warer Retemtion

_ _ Hair Loss
_ _ Easy Bruising

hcreased Bleedinc
_ _ Numbness/tingling

E[otiotrrYMetrtil
D€pressist
Anxiety
Mood Swings
hritability
Mernory Loss
Confusion

YN $kin
Eczrlma
Derrnatitis
Excessive Sweatrhg
Rashes
Brittle Nails

R€plntory
Re.uEnt Respirdory Infections
Asthma
Chest Cong€stion
Wher,zinE

YN

Sluning ofspeech

EaflNose/Throat
Altered taste/smell
Night Blindness
Sore Throar
Gingivitis
Nose bleeds

Endocrine
Diabetes
Thyroid problems

Cardiovsculat
Hlgh blood pressure
High cholesterol
Chest pain
Palpitations-racing heaIt beat
Swelling in handsr'feet
Anernia

GI
Stornaci Pains or Clamping
Constipatiqr
Reflux or Heartbum
Eloating/Gas
Nausea or Vomiting

Musculoskelctrl
Joint Pain
Arthn'tis
Chronic pain
Muscle Aches

Neurological
Migraines
Headaches: how oftcn?

Medicines previously tri€4 dosagB, duration and oUcome.

EAdvil EAIeve ElTylenol ESt€roids EPlescripions for a period of EG3mos, tl3{mos, EGl2 mos E l2+mos

Please check ALL options you have previously tsied to assist in above symPtoms:

-Over 

the courter medicdiotrs 
- 

Consult with spccialist

-Prrescriptions - 
SuPPlements ,-

-niet 

.y Ct -rgo Altqtwive medicatior/tsEatn6nt therapies
Exercise



ReferralAgreement

Patients who's insurance requires a referral frorn a primary care
physician are reeponsiblu 1q1 ebtaigling that referral" The referral needs to be

dated in order to cuver all dates of service that art performed in order for tfte
insurance to cover servircs.

If a reforal is not obtained or daims are dmied due to lack of refural,
the account balance will become the patients reryoruibiliry.

Chlropractic and Sports Clinic does not take responsibility for denied
daiffs due to lack of rcfenal. We will to tfre bcst of our abiliry inforua you, the
patieng if a referal is required byyouriusruance. Howwe4 we caxl not
guarantee benefiE, digibiltty and/or refenaV authorizafion needs fuom your
insurance.

Printed Name:

Signatur.e:

Darc;



CIAL Y

REGARDING INSURANCE
We may accept assignment of insurance benefits; however, we cannot bill your insurance
company without your information and a copy ofyour card. Your insurance policy is a
contract between you and your carrier. We are not a party to that contract. Our office
DOES NOT guarantee that your insurance will pay. We will make every attempt to
receive verification and know what your insurance covers. However, if you claim is
denied or paid differently than what your insurance canier quotod, you are responsible
for the bill. Our office WILL NOT enter into the dispute with your insurance carrier
over your claim. This is your responsibility.

Please be aware that some services may not be covered under your policy, and these will
be YOIJR RESPONSIBILIY FOR PAYMENT.

It is YOUR responsibility to inform us of a change in your imurance, name, address,
phone nrmrber, etc. Ifyour claim is denied because ofthe updates not being made with
out office, the bill is YOUR responsibility.

All copays, co.insurance and deductible are due at the time of service, unless other
payment arrang€ments are made prior to the office visit.

If you do not wish to file with your health insurance, we CANNOT go back at a latet
date and file with your insurance. lnsurance carriers have a filing time deadline and we

pay e go
fi.le a claim as a workers compensation claim or car accident-Y0U MUST TELf- US
ON YOUR trIRST DATE OF SERVICE M' TT IS A WORK INJT'RY OR. CAR
ACCIDENT!

CARACCIDENTS
If your appoiatuent is due to a CAR ACCIDENT, and you DO NOT wish to file with
your PIP (PERSONAL INJIJRY PROTECTIOI$ We CANNOT go back at a later date
and file with the insuarce. The insurance company requires certain codes to be used that
we DO NOT use with our cash discount.

Printed Narne:
Date:

Sipatur":_

Patient's or authorized person's signature; I authorized the release of any medical other
infonnation necessary to process this chim. I also request paynent of benefits be made
directly to Chiropractic & Sports Clinic, dba, the phsycian who accepts the assignment.



Ceiqpnceesor!Ctic
tZI NIYehr RtvaId

Gi:Ornre fL ZtrIt-00I
(8r4611-w

I imderstanrl &* ,hi* Equo8t to EEirfB ooails adlor e n ssrges wil 8pgry b 4-3"*
,pp"l"r-*t rmO.*A.d[d*i it6@do'-hss I rcqocc a ctagi rn wri@i

Ta,lhefl Ceqa.Etorrr

Consont h Tctrf iAclregD AepehardR:tdccr rd 0&rEahart Crr-rprcafl.r.s
Pati€nts ir ourpmadioemay be cfficbd yirref,tnclqgiqgbffi pdalpofuc4, b
ohain fte&c& m yrun erpclcaoe wi6 mteafrtcrcerm, sodbtroyido gml t rb
reminders,/laft,r-ndioo.

I concut 16 1Bo"irirt aipoiffi ftnffic[s d dertcrltcac o@caiocfifurioo
via text &,m Ctiropracdb e Spos8 CIitrir.

- 

(Pidcnt hnr.h) I mld b reodn Et nry tm 60 Fcdc d ry cdt Ismo ed .

my nrmrber'fuiulxdod or tufimd b fu da
The cd plonc ruDcr fu I dodz b ruir El nqsc fu rmfu loindcc*
feeabact, d g€neral h..-lrlt roindstsfneodo is

_ (Prtat intthb) I coseot to €meili, to r*Gitts ooamioaio; s slcd abwc"

?he emaitddrlr tt* Idoriatoroodrerrqn fu lgpofurasrE tlnd6 ee@aolr, od
ga€ral haftArtoindcsrffiE d@ is

- 

(P.&r, irilieB) IITOIT(IIomgorcodrtdnoeqlpg orandb trm Ocfaodcc
atmy ceII frhone c eraail. Iwi&b OPT ot 3t fft rina

Stef Signearre-"

Fatieats Signarute:



Financial Agreement for Cash Services

The following services performed in our office (Chiropractic & Sports Clinic) are

considered CASH SERVICES. We do NOT file with Medical Health lnsurance for
payment on these services, nor do we accept any contract rate adjustments from
Medical lnsurance in regards to these services. We are UNABTE to provide claims

for these services and the description and or codes on your receipt can NOT be

changed.

Decompression Table

Massage Therapy

Laser Therapy

Acupuncture

Patient Name:

Patient Signature:

Date:


