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PATIENT INFORMATION:

NAM: . o ) DO8
LAST SIRST \ ) ,
ADDRESS: __ o ) - - -
STREET TN S - i
h i
oy Ta: ) - s
PHONE o EMALG
CELL A
( r ) L) ==
CHECK ALL THAT APPLY:  ° ) MALE ) egmace ¢ AMINOR © 7 STUDENT SINGLE : MARRIZD

HOW OR FROM WHOM DID YOU HEAR ABOUT US7 _

INSURANCE INFORMATION:

COMPANY NAME POLUCY = GROUP ¢
ADDRESS cy STATE 1P
PHONE FAX #

POLICY HOLDERS NAME.

REATIONSHIP TO PATIENT.

folol ] MALE FEMALE PHONE = 3
I
ADDKSS crY STATE b1 f
GUARANTOR INFORMATION IF DIFFERENT FROM PATIENT:
GUARANTOR’S NAME RELATIONSHI® TO PATIENT
FEMALE PHONE 2
cmy STATE Fiig
INFORMATION FOR AUTO ACCIDENT OR WORKMAN’'S COMPENSATION CLAIMS ]
PHONE = FaX = ]
Cimy sTaTE b ]
JOB RELATED JIC aCCDENT e o F
ADUSTERS NAME j
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SYMPTOMS
YND
AMER ROBLEAL /P AN
} N N PRO N ETTIN WOR
DO YOU SUFFER FROM ANY OF THE FOLLOWING
0 concevranos U NAUSEA OR VOMITTIN
F. ‘:l AW PAIN L 4L LIRRE( R (
D WAKE YOU =ROM S RIMGIN INFAR
0 CAUSE YOU TO MISS WORK/SCHOOL
FREQUENCY OF SYMPTOMS. [
0 CONSTANTLY (76100 % 0 =REQUENTLY (51-75

a OCCASIONALLY (26-30%

NATURE OF SYMPTOMS:
.
O asurninG O s«oOMNG 0 nnGLUNG
! 0 acHmc 0 sTaBBING 0 7-2C83iING
i ; D e ins 0 -~
i — NuMz L' shARF U nG
% PAIN INTENSITY:
E: JSING A SCALE OF 1 TO 10. RATE YOUR PAIN (1 BEING MILD AND 10 3EING SEVERE) 1
i-' 2 3 4 3 4 - a -
E WHAT MAKES THE SYMPTOMS WORSE:
0 usING [ READING (1 4EADACHES [l CONCENTRATING
0 work 0 prIVING

0 smnG T STANOING

0 TRAVELNG | PERSONAL CARE
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WHAT MAKES THE SYMPTOMS BETTER:
0 rest VING ON STOMACK
0 STRETCHING B VING ON 3ACK

~ s
u ICE - VING ON EFT SIDE

=)

HEAT = LYING ONRIGHT SIDE
MEDICAL HISTORY.

ARE VOU PREGNANT? YE

v
yd
O

UST ALL SURGURIES

TRAUMAS/FRACTURES B

CURRSNT MEDICATIONS

ALLRGIES

ANYTHING SLSE WE SHOULD KNOW ABOUT?

DC YOU USE ALCCHOL? Yz$ NO IF YES “OW MUCH PER WEEKT

DC YOU SMOKE? YES NO IF YES HOW MANY PACKS PER WEEK?

DO YOU EXERCIsE? vzs NC IF YES SCW OFTENZ

E Y HISTORY; >UT (P) “OR PATIENT. (M) FOR MOTHER (5 ZOF ZATHER 'SI “OR SIBUNG

—_ AIDS/HIV — DIABETES —_ L'VER DISEASE
ALERCGY SHOTS —__IMPHYSEMA — MEASLES
ANEMIA < EPILEPSY — MIGRAINE HEADACHES
— APPENDICMIS —SCARLETT FEVER — MONOCNUCLEOSIS

ARTHRMS DEFRESSION MULTIPLE SCLEROSIS

— 3LEEDING TISORDER GLAUCOMA NMUMPS

—8ROCHMS GOut STEOPORCSIS

— CANCRR HEART DISEASE PACEMAKER

— CATARACTS HEPATITIS ____PARKINSONS DISEASE
— _CHICKEN PCX _ HERNIA PNEUMONIA

—HERNIATED DISC ——HIGH CHOLESTEROL POLIC

SROSTATE PROBLEMS

RHEUMATCID ARTHRMS

2HEUMANC FEVER

ULCERS
—_WHOOPING COUGH

HIART ATTACK

1

e AR A
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oo




CHIROPRACTIC
859 S YELLOWSTONE HWY STE 301
REXBURG, IDAHO 83440

HIPPA COMPLIANCE PATIENT CONSENT FORM

OUR NOTICE OF PRIVACY ZRACTICES PROVIDES INFORMATION ABCUT HOW WE MAY USE OR DISCLOSE PROTECTED
HEALTH INFORMATION. THE NOTICE CONTAINS A PATIENTS RIGHTS SECTION DESCRIBING YOUR RIGHTS UNDER THE LAW.
YOU ASCERTAIN THAT BY SIGNATURE THAT YOU HAVE REVIEWED OUR NOTICE BEFORE SIGNING THIS CONSENT., THE TERMS
OF THE NOTICE MAY CHANGE, IF $O. YOU WILL 35 NCTIFIED AT YOUR NEXT VISIT TC UPDATE YOUR SIGNATURE/DATE. YOU
HAVE THE RIGHT TO RESTRICT HOW YOUR PROTECTED HEALTH INFORMATION IS USED AND DISCLOSED FOR TREATMENT,
PAYMENT, OR HEALTHC ARE OPERATONS. WE ARZ NOT REQUIRED TO AGREE WITH THIS RESTRICTION, BUT IF WE DC, Wt
SHALL HONOR THISAGREEMENT. THE HIPPA (HEALTH INSURANCE PORTABILTY AND ACCOUNTABILITY ACT OF 1996) LAW
ALLOWS FOR THE USE OF THE INFORMATION FOR TREATMENT, PAYMENT, OR HEALTHCARE OPERATIONS

BY SIGNING THIS FORM, YOU CONSENT TO OUR USE AND DISCLOSURE OF YOUR PROTECTED HEALTHCARE INFORMATICN
AND POTENTIALLY ANONYMOUS USAGE IN A PUBUCATION. YOU HAVE THE RIGHT TO REVOKE T=IS CONSENT IN WRIMNG,
SIGNZD Y YOU. HOWEVER, SUCH REVOCATION WiLL BE RETROACTIVE

BY SIGNING THIS FORM, | UNDERSTAND THAT:

e OROTECTED HEALTH INFORMATION MAY BE DISCLOSED OR USED “OR TREATMENT, PAYMENT, OR
HEALTHCARE OPERATIONS.

o  THE SRACTICE RESSRVES THE RIGHT TC CHANGE THE PRIVACY POLICY AS ALLOWED 3Y LAW.
e  THE PRACTICE HAS THE RIGHT TO RESTRICT THE USE OF THE INFORMATION BUT THZ PRACTICE DOES NOT
HAVE TO AGREE TO THOSE RESTRICTIONS.

e THE PATIENT HAS THE RIGHT TO REVOKE THIS CONSENT IN WRITING AT ANY NME AND ALL FULL
DISCLOSURES WILL THEN CEASE.

*  THE PRACTICE MAY CONDMON RECEPT OF TREATMENT UPON EXECUTION OF THIS CONSENT

MAY WE LEAVE A MESSAGE ON YOUR ANSWERING MACHINE AT HOME OR ON YOUR CELL? YES NO
MAY ‘WE DISCUSS YOUR MEDICAL CONDITION WITH ANY MEMBER OF YOUR FAMILY? YES NO

IF YES PLEASE NAME THE MEMBERS ALLOWED.

PATIENTS PRINTED NAME DATE

SIGNATURE OF PATIENT/GUARDIAN DATE

WITNESS SIGNATURE, DATE

S i ———
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ARE VERY RARE BUT THEY ARE POSSIBLE. OUR DUTY 1S TC INFORM ¥OU OF POTENTIAL SIDE S795C75 AND/OR

UUK DUTY
COMPUCATIONS THAT ARE RARELY ASSOCIATED WITH ANY “ORM OF TREATMENT INCLUDING C=IROPRACTIC CARE
SORENESS OR MUSCLE TIGHTNESS ARE THE MOST COMMON NEGATIVE 8UT ARE USUALLY 4 3R'EF REACTION TO THE

TREATMENT. PCOSSIBLE SIDE EFFECTS OF THE AZUUSTIMENT s4aY INCLUDI REACTIVE MUSCLE 52A5% INJURY TC DISC

PRESSURE ON THE NERVE TISSUE FRACTURES TO WEAKENED 3ONES, AND INJURY TO ARTZRIES RESULTING IN A STROKE.

| AUTHORIZE ALIGN YOUR HEALTH CHIROPRACTIC TO RELEASE ANY MEDICAL INFORMATION THAT MAY 3E

R CESIGNATED INSURANCE CARRIER. 1 ALSC

O

NECESSARY TO ANY PHVSICIAN, HOSPITAL, MEDICAL TARE SACILTY

AUTHORIZE ANY PHYSICIAN, HOSPITAL. OR MEDICAL CARE FACILITY TO PROVIDE ALL INFORMATION ON MY PAST HISTORY

AND TREATMENT TO ALIGN YOUR HEALTH CHIRCFRACZTIC ALSD SIGN AND AUTHCRIZE PAYMENT OF INSURANCE BENSSTS
DIRECTLY TO ALUGN YOUR HEALTH CHIROPRACTIC THIS AUTHORIZATION SHALL REMAIN IN EFFECT UNTIL WRITTEN NOTICE

S GIVEN REVOKING SAID AUTHORIZATION. WE ALSO REQUIRE CO PAYMENT AT THE TIME SERVICES ARE RENDERED.

BY SIGNING BELOW | UNDERSTAND THAT ALL FINANCIAL OBUGATION FOR ALL TREATMENT RECEIVED IS THE PATIENTS

_i RESPONSIBILITY, REGARDLESS OF INSURANCE COVERAGE, ATTORNEY LEINS, 3t PARTIES,OR SETTLEMENTS,
j
| ACKNOWLEDGE THAT | FULLY UNDERSTAND AND AGREE TO ALL POLICIES AND PROCEDURES STATED ABOVE AND THAT ALL

i THE INFORMATION PROVIDED IS CORRECT AND ACCURATE 70 THE BEST OF MY KNOWLEDGE

i PATIENTS PRINTED NAME DATE |

PATIENT/GUARDIANS SIGNATURE DATE
i 5
f



