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100 East Main St.  Whiteville, NC  28472
910-642-2481
Dr. Drew Smith, D.C.

Date ____/____/____

Name _____________________________________________________________________________________________
                         (First)                                                        (MI)                                              (Last)
Home Phone __________________________________      Cell _________________________________

Street Address _____________________________________________________________________________________

Mailing Address ____________________________________________________________________________________

City ___________________________   State ____________ Zip ______________ Email _________________________

Social Security No __________________________________    Driver’s License No. ________________________

Age ______ Date or Birth _____/_____/_____    Gender    F     M     Marital Status ____________________________

Occupation ________________________________   Employer ________________________________________

Employer Address & Phone ___________________________________________________________________________

Spouse’s Name _____________________________________ Spouse’s Date of Birth _____/_____/_____

Have you ever been seen here before?                     YES                             NO

Name of health insurance ____________________________________________________________________________

Major complaint ____________________________________________________________________________________

Nearest relative or friend we may call in case of emergency ________________________________________________

Relationship _____________________________    Phone ____________________________________

Who (or what source) referred you? ____________________________________________________________________

It is usual and customary to pay for services as rendered unless otherwise arranged.
I hereby authorize Smith Chiropractic Center, (Dr. Drew Smith, D.C.) to furnish my insurance company with a full report of physical examination, diagnosis, treatment, prognosis, etc. of myself in regard to my injury, if requested by them.

I hereby authorize and direct payment directly to said doctor such sums as may be due him for Chiropractic service rendered.  I understand that I am directly and fully responsible to said doctor for all claims submitted by him for services rendered to me.  This agreement is made solely for said doctor’s additional protection and in consideration of his awaiting payment.

I have read and agree to be bound by the terms of this assignment of benefits.  I understand that in order for Smith Chiropractic Center to file my insurance I must furnish a copy of my insurance card(s).  If I do not provide a copy of my insurance card(s), I understand I may be responsible for the full amount billed.  I have also been advised that if my insurance company does not cooperate in protecting said doctor’s interest, he will not await payment but may declare the entire balance due and payable; these assigned proceeds shall not exceed amounts due and payable to said doctor for service rendered.

Patient Signature __________________________________________	Date _____/_____/_____
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100 East Main St.  Whiteville, NC  28472
910-642-2481
Dr. Drew Smith, D.C.

INFORMED CONSENT TO CHIROPRACTIC TREATMENT

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures on me (or on the patient named below, for whom I am legally responsible) by Dr. Drew Smith and assigned staff in this office authorized by the chiropractic physician.

I understand and am now informed that, as in the practice of medicine, in the practice of Chiropractic there are risk to chiropractic care, including, but not limited to sprain and strain, fractures, dislocations, and general aggravations of inflammatory conditions.   I understand that I will have the opportunity to discuss with Dr. Smith and other office or clinic personnel the nature and purpose of chiropractic adjustments and other procedures.  I understand that results are not guaranteed.

I do not expect the physician to be able to anticipate and explain all risks and complications.  Further, I wish to rely on the physician to exercise judgment during the course of the procedures which the physician feels are in my best interest, at the time based on the facts then know.

I have read, or have had read to me, this above consent.  I have also had an opportunity to ask questions about its contents.  By signing below, I agree to this treatment recommended by my physician.  I intend this form to cover this entire course of treatment for my present condition(s) for which I seek treatment at this facility.


_________________________________			________________________________
Print your name						Sign your name


To be completed by patient’s representative, if necessary.

_________________________________			________________________________
Print name of Patient						Print name of Representative


_________________________________			________________________________
Relationship to Patient						Signature of Representative

Dr. Smith has reviewed this form with me and answered any questions to my satisfaction on this _____ day of _______________, 2021.

Patient or Representative’s initials ________			Doctor’s initials ________
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Authorization for use and/or disclosure of protected health information

I authorize the use and/or disclosure of my protected health information as described in Section B below.  I understand that this authorization is voluntary.  I understand that, if the persons or organizations I authorize below are not health care providers, they may further disclose the protected health information and it may no longer be protected by federal health information privacy laws.

Section A:  Patient information (please print)
Account #: _______________
Patient’s Name: _________________________________	Social Security #: ___________________________
Address: _______________________________________ City ______________________ State ____________
Zip: __________________ Date of Birth: ________________________ Phone: _______________________

Section B:  Protected Health Information to be Used and/or Disclosed:
Do you wish for us to discuss all your protected health information with your family/friends or do you prefer that only specific information be released?
_____ All medical information, except psychotherapy information
_____ Psychotherapy notes.  If this authorization is for psychotherapy notes, you must not use it as an
            authorization for any other type of protected health information.      
_____ Specific information (please describe): _____________________________________________________
__________________________________________________________________________________________
Entities Authorized to Use or Disclose:  Smith Chiropractic Center
Families, Friends, and Other Authorized to receive and use (please name specifically any family/friends to which we may release your protected health information either verbal or written):
(1)__________________________________________________________________________________________________________________________________________________________________________________
(2)__________________________________________________________________________________________________________________________________________________________________________________                    
(3)__________________________________________________________________________________________________________________________________________________________________________________



Section C:  Purpose of Use or Disclosure of Protected Health Information
_____ So family member, friend or caregiver may have knowledge of or assist in my medical care or payment
            for medical care.
_____ At the request of the individual
_____ Other _______________________________________________________________________________
Section D: Expiration
This authorization will expire (complete one):
_____ When I revoke permission in writing
_____ 2 years after my death
_____ Future Date _____/_____/_____
_____ On the occurance3 of the following event:
____________________________________________________________________________________________________________________________________________________________________________________
Right to Revoke:  I understand that I may revoke this authorization at any time by giving written notice of my revocation to the Contact Office listed below.  I understand that revocation of this authorization will not affect any action you took in reliance on this authorization before your received my written notice of revocation.

Contact Office:  Smith Chiropractic Center
	Address:  100 East Main Street, Whiteville, NC  28472
	Phone:     910-642-2481
       	Fax:           910-642-9010 

Inability to Condition Treatment:  I understand that Smith Chiropractic Center may not condition my treatment on my refusal to sign this authorization.  If you would like for us to leave medical information regarding your care or appointments on an answering machine, please complete the section below.
   Smith Chiropractic Center may leave a message regarding my medical information on the answering machine
   At this number (     )________________________________
I acknowledge that I have been made aware of Smith Chiropractic Center’s Notice of Privacy Practices.  I have had full opportunity to read and consider the contents of the Smith Chiropractic Center Notice of Privacy Practices.

SIGNATURE-YOU MAY REFUSE TO SIGN THIS AUTHORIZATION
Signature: __________________________________________ Date: _____/_____/_____
If this authorization is signed by a personal representative on behalf of the patient, complete the following:
Personal Representative’s Name: ______________________________________________________________
Relationship to Patient: __________________________________________________________


YOU ARE ENTITLED TO A COPY OF THIS AUTHORIZATION AFTER YOU SIGN IT
Include this authorization in the individual’s medical record
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100 E. MAIN STREET, WHITEVILLE, NC  28472
(910)642-2481
DR. DREW SMITH, D.C.

FAMILY HISTORY FORM


Patient’s Name: _____________________________________		Account #: _________________

Please review the diseases and conditions listed below.   Indicate with a check mark if a family member has any of the conditions listed.  

	Condition

	Father
	Mother
	Brother
	Sister
	Son
	Daughter

	Arthritis
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	

	Back
Trouble
	
	
	
	
	
	

	Bursitis
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	

	Carpal Tunnel
	
	
	
	
	
	

	Constipation
	
	
	
	
	
	

	Earache
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	

	Hip Pain
	
	
	
	
	
	

	Kidney
Trouble
	
	
	
	
	
	

	Knee Pain
	
	
	
	
	
	

	Foot Pain
	
	
	
	
	
	

	Menstrual Trouble
	
	
	
	
	
	

	Migraine
	
	
	
	
	
	

	Neck Pain
	
	
	
	
	
	

	Scoliosis
	
	
	
	
	
	

	Sinus Trouble
	
	
	
	
	
	

	Stomach Trouble
	
	
	
	
	
	


 
If any of the above family members are deceased, please list their cause of death.
	Name
	Cause
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Please check the signs and/or symptoms related to the following body systems you now have or have experienced in the past.

CONSTITIONAL 		EYES			CARDIOVASCULAR		RESPIRATORY		MUSCULOSKELETEL
 Deny All		 Deny All		 Deny All		 Deny All		 Deny All
 Chills			 Blindness		 Angina		 Asthma		 Arthritis
Drowsiness		 Blurred Vision		Chest Pain		 Bronchitis		 Neck Pain
 Fainting		 Cataracts		 Claudication		 Dry Cough		 Decreased Motion
Fatigue			 Change in Vision		 Heart Murmur		 Productive Cough	 Gout
 Fever			 Double Vision		 Heart Problems		Coughing up Blood	 Injuries
 Night Sweats		Dry Eyes		 High Blood Pressure	 Difficulty Breathing	 Joint Pain
 Weakness		 Eye Pain		 Low Blood Pressure	 Difficulty Sleeping	 Joint Stiffness
 Weight Gain		 Field Cuts		 Orthopnea		 Hemoptysis		 Locking Joints
 Weight Loss		 Glaucoma		 Palpitations		 Pneumonia		 Back Pain
			Sensitivity to Light	 Shortness of Breath	 Sputum Production	 Muscle Cramps
			 Tearing		 Swelling of Legs		 Wheezing		 Muscle Pain
			 Wears Glasses		 Varicose Veins					 Muscle Twitching
												 Muscle Weakness
												 Swelling
INTEGUMENTARY			GASTROINTESTINAL		GENITOURINARY
Deny All			 Deny All			 Deny All
 Breast Lumps/Pain		 Abdominal Pain			 Birth Control Therapy		ENMT
 Change in Nail Texture		 Belching			 Burning Urination		 Deny All
 Change in Skin Color		 Black, Tarry Stools		 Cramps			Bad Breath
 Eczema			 Constipation			 Erectile Dysfunction		 Dentures
 Hair Growth			 Diarrhea			 Frequent Urination		 Deviated Septum
 Hair Loss			 Heartburn			 Hesitancy/Dribbling		Difficulty Swallowing
 History of Skin Disorders		 Hemorrhoids			 Hormone Therapy		 Discharge
Hives				 Indigestion			 Irregular Menstruation		 Dry Mouth
 Itching				 Jaundice			 Lack of Bladder Control		 Ear Drainage
 Paresthesia			 Nausea			Prostate Problems		 Ear Pain
 Rash				 Rectal Bleeding			 Urine Retention			 Frequent Sore Throats
 Skin Lesions			 Abnormal Stool Caliber		 Vaginal Bleeding		Head Injury
				 Abnormal Stool Color		 Vaginal Discharge		 Hearing Loss
				 Abnormal Stool Consistency					 Hoarseness
				 Vomiting							 Loss of Smell
				 Vomiting Blood			ENDOCRINE			 Loss of Taste
								 Deny All			 Nasal Congestion
								 Cold Intolerance			 Nose Bleeds
NEUROLOGICAL			PSYCHIATRIC			 Diabetes			 Post Nasal Drip
 Deny All			 Deny All			 Excessive Appetite		 Sinus Infections
 Change in Concentration		 Agitation			 Excessive Hunger		Runny Nose
 Change in Memory		 Anxiety			 Excessive Thirst			 Snoring
 Dizziness			 Appetite Changes		 Goiter				 Sore Throat
 Headache			 Behavioral Changes		 Hair Loss			 Ringing in Ears
 Imbalance			 Bipolar Disorder			 Heat Intolerance		 TMJ Problems
 Loss of Consciousness		 Confusion			 Unusual Hair Growth		 Ulcers
 Loss of Memory			 Convulsions			 Voice Changes			
 Numbness			 Depression
 Seizures			 Homicidal Indication		HEMATOLOGIC/LYMPHATIC		ALLERGIC/IMMUNOLOGIC
Sleep Disturbance		 Insomnia			 Deny All			 Deny All
 Slurred Speech			 Location Disorientation		 Anemia			 History of Anaphylaxis
 Stress				 Memory Loss			 Bleeding			 Itchy Eyes
 Strokes			 Substance Abuse		 Blood Clotting			 Sneezing
 Tremors			 Suicidal Indication		 Blood Transfusions		 Specific Food Intolerance
				Time Disorientation		 Bruise Easily			 Lymph Node Swelling	
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100 E. Main Street, Whiteville, NC  28472
Telephone: (910)642-2481/Fax: (910)642-9010
Update Health Information
General Information
Patient Name ________________________________

Race (circle only 1)  American Indian   Alaska Native    Asian    White     Native Hawaiian     
                                   Black or African American     Other     Pacific Islander     Decline to State

Ethnicity (circle only 1)  Hispanic or Latino     Not Hispanic or Latino     Decline to State

Preferred Language ___________________________________

Email Address ________________________________________

Smoking Status (circle only 1)  Current Every Day Smoker     Current some Day Smoker     Former Smoker
                             Never Smoker                     Start Date: _________________  End Date: __________________
                             In an effort to quit smoking, I am currently taking: __________________________________

Are you currently taking any new medications since your last visit?    YES      NO

If Yes, please indicate the following:
	Medication:   ________________________________
		Route:    Oral    Intravenous    Other: _________________
		Frequency: ____________________  Began Use: _________________________
		Discontinued Use: __________________________________
Medication:   ________________________________
		Route:    Oral    Intravenous    Other: _________________
		Frequency: ____________________  Began Use: _________________________
		Discontinued Use: __________________________________
Medication:   ________________________________
		Route:    Oral    Intravenous    Other: _________________
		Frequency: ____________________  Began Use: _________________________
		Discontinued Use: __________________________________

Do you have any allergies to medication:   YES      NO
If yes, please indicate the following:

		Allergy:		__________________		Allergy:		__________________	
		Reaction:	__________________		Reaction:	__________________
		Start Date:	__________________		Start Date:	__________________
		End Date: 	__________________		End Date: 	__________________
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