CONFIDENTIAL



[image: image14.jpg]SPINAL HEALTH & REHAB





CONFIDENTIAL HEALTH INFORMATION QUESTIONNAIRE

YOUR NAME:____________________________________________________________________________     DATE:___________________________________

ADDRESS: _________________________________________________________________________ DATE OF BIRTH:_________________________________
CITY:_________________________________  STATE:_____________   ZIP CODE:__________________ HOME PHONE:_______________________________
CELL: ___________________________________ WORK: _______________________________________ REFERRED BY:______________________________
OCCUPATION:_______________________________________  EMPLOYED BY: ________________________________________________________________
MARITAL STATUS:______________  SS #: _____ - _____ - __________   EMAIL ADDRESS: ______________________________________________________
EMERGENCY CONTACT INFORMATION

EMERGENCY CONTACT:__________________________________________________________________    RELATIONSHIP: ___________________________

HOME NUMBER:_________________________________________________________________________ 

CELL NUMBER:__________________________________________________________________________

	LOCAL FAMILY PHYSICIAN INFORMATION
	LOCAL SPECIALIST’S INFORMATION

	FAMILY PHYSICIAN’S NAME:
	SPECIALIST’S NAME:

	ADDRESS:
	ADDRESS:

	CITY: 
	CITY:

	STATE:
	STATE:

	ZIP:
	ZIP:

	PHONE:  (                    )
	PHONE:  (                    )

	FAX:       (                     )     
	FAX:       (                     )

	***  WOULD YOU LIKE US TO SEND YOUR FAMILY PHYSICIAN A SHORT REPORT OF OUR FINDINGS?    YES  (        NO   (  ***


CURRENT HEALTH COMPLAINTS      (Please check all that apply)

WHAT IS YOUR CHIEF COMPLAINT?_____________________________________________________________________________

NO PHYSICAL COMPAINTS AT THIS TIME:   (
	(    Confusion                               
	(    Neck Pain  [image: image1.emf] 
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	(    Lower Back Pain

	(    Depression                               
	(    Neck Restriction
	(    Lower Back Stiffness

	(    Dizziness                                                               
	(    Neck Stiffness
	(    Constipation

	(    Blurred/Double Vision  
	(    Pins & Needles in Arms:  Right   Left     Both
	(    Pins & Needles in Legs:  Right   Left   Both

	(    Ears Ringing/Buzzing 
	(    Pins & Needles in Hands:  Right   Left    Both
	(    Other:

	(    Eye Strain/Pain 
	(    Shoulder Pain:  Right   Left   Both
	

	(    Fainting  [image: image4.emf] 
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	(    Elbow Pain: Right   Left   Both   
	

	(    Fear  
	(    Hand Pain: Right   Left   Both
	

	(    Headache[image: image7.emf] 

 


	(    Knee Pain: Right   Left   Both
	

	(    Head Seems Heavy
[image: image8.emf] 

 


	(    Ankle Pain:  Right   Left   Both
	

	(    Irritability
	(    Foot Pain:  Right   Left   Both
	

	(    Loss of Memory
	(    Upper Back Pain
	

	(    Loss of Smell
	(    Upper Back Stiffness
	

	(    Loss of Taste[image: image9.emf] 
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	(    Rib Pain
	

	(    Mental Dullness[image: image11.emf] 

 


	(    Mid-back Pain  
	

	(    Nervousness[image: image12.emf] 

 


	(    Mid-back Stiffness
	

	(    Tension
	(    Chest Pain
	

	(    Unbalanced
	(    Feet/Hands Cold
	


HAVE YOU BEEN INVOLVED IN AN AUTO ACCIDENT IN THE LAST YEAR?    YES  (        NO  (
IF SO, IS THIS CONDITION RELATED?    YES (        NO  (
HAS THE PROBLEM INTERRUPTED YOUR SLEEP?    YES  (        NO  (
DOES ANYONE IN YOUR FAMILY HAVE THE SAME OR SIMILAR CONDITION?    YES  (        NO  (
IF SO, WHO: ______________________________________________________________________________
CONFIDENTIAL HEALTH INFORMATION QUESTIONNAIRE CONTINUED

LIST ANY DOCTORS OR THERAPISTS THAT YOU HAVE SEEN FOR THIS COMPLAINT:

1. _____________________________________________________________ SPECIALTY:__________________________________________________
2. _____________________________________________________________ SPECIALTY:__________________________________________________
3. _____________________________________________________________ SPECIALTY:__________________________________________________
RELEVANT MEDICAL HISTORY: (Please check the conditions you have or have had previously)

	(    Arthritis                           
	(    Epilepsy
	(    Muscular Dystrophy

	(    Asthma
	(    Fibromyalgia
	(    Neck Pain or Spasms

	(    Anemia
	(    Hand or Wrist Pain
	(    Neuritis

	(    Back Pain or Spasm 
	(    Headaches
	(    Numbness

	(    Cancer
	(    Heart Problems
	(    Polio

	(    Concussion
	(    Hepatitis
	(    Rheumatic Fever

	(    Convulsion
	(    High Blood Pressure
	(    Sinus Trouble

	(    Diabetes
	(    HIV
	(    Sciatica

	(    Digestion Problems
	(    Measles
	(    Tuberculosis (TB)

	(    Dizziness
	(    Multiple Sclerosis
	(    Venereal Disease


LIST ANY SURGERIES THAT YOU HAVE HAD AND APPROXIMATE DATES:

1. __________________________________________ DATE: ______________ DR: ________________________________________________________
2. __________________________________________ DATE: ______________ DR: ________________________________________________________
3. __________________________________________ DATE: ______________ DR: ________________________________________________________
ARE YOU ALLERGIC TO ANY MEDICATIONS?    YES   (        NO  (
ARE YOU TAKING ANY MEDICATIONS?    YES  (        NO (        IF YES, PLEASE LIST BELOW:

	MEDICATION
	DOSAGE
	HOW MANY TIMES PER DAY

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


DO YOU CURRENTLY WEAR ORTHOTICS (Shoe Inserts)?    YES (        NO  (
IF YES, WHAT TYPE? _________________________________________________________________________________________

ARE YOU PREGNANT?                  YES (        NO  (        IF YES, DUE DATE:___________________________________________
DO YOU:
SMOKE:    YES (        NO  (        IF YES, AMOUNT PER DAY:____________________________________

DRINK:      YES (        NO  (                    LIGHT  (                      MEDIUM  (                     HEAVY  (
PATIENT NAME:___________________________________________________________________________________ DATE:____________________________
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How bad are your symptoms now?      

1       2       3       4       5       6       7       8       9       10

How bad have they been in the past?   

1       2       3       4       5       6       7       8       9       10

What are the symptoms at their worst?
1       2       3       4       5       6       7       8       9       10
What are the symptoms at their best?
1       2       3       4       5       6       7       8       9       10
How bad are your symptoms on average? 
1       2       3       4       5       6       7       8       9       10
                                                                INFORMED CONSENT

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working toward the same objective. It is important that each patient understand both the objective and the method that will be used to attain this objective. This will prevent any confusion or disappointment. You have the right, as a patient, to be informed about the condition of your health and the recommended care and treatment to be provided so that you may make the decision whether or not to undergo chiropractic care after being advised of the known benefits, risks and alternatives.

Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the spine) and function (primarily the nervous system) as that relationship may effect the restoration and preservation of health. Health is a state of optimal physical, mental and social well-being, not merely the absence of disease or infirmity.

One disturbance to the nervous system is called a vertebral subluxation. This occurs when one or more of the 24 vertebra in the spinal column become misaligned and/or do not move properly. This causes alteration of nerve function and interference to the nervous system. This may result in pain and dysfunction or may be entirely asymptomatic.

Subluxations are corrected and/or reduced by an adjustment. An adjustment is the specific application of forces to correct and/or reduce vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the spine. Adjustments are usually done by hand but may be performed by handheld instruments. In addition, ancillary procedures such as physiotherapy and/or rehabilitative procedures may be included.

If during the course of care we encounter non-chiropractic or unusual findings, we will advise you of those findings and recommend that you seek the services of another health care provider.

· All questions regarding the doctor’s objective pertaining to my care in this office have been answered to my complete satisfaction. 

· The benefits, risks and alternatives of chiropractic care have been thoroughly explained to me to my complete satisfaction.

**I have read and fully understand the above statements and therefore accept chiropractic care on this basis**


	PREGNANCY RELEASE


This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his/her associates have my permission to perform an x-ray evaluation. I have been advised that x-ray can be hazardous to an unborn child.
	DATE OF LAST MENSTRUAL CYCLE: ____________________________________________________

SIGNATURE: _________________________________________________________________________  DATE: _______________________

WITNESS (Please print):______________________________________________________________________________________________
WITNESS SIGNATURE: ________________________________________________________________  DATE: _______________________

                                                                                               


OFFICE FINANCIAL POLICY

	OUR POLICY IS TO EXTEND TO YOU THE COURTESY OF ALLOWING YOU TO ASSIGN YOUR INSURANCE BENEFITS DIRECTLY TO US. THIS POLICY REDUCES YOUR OUT-OF-POCKET EXPENSE AND ALLOWS YOU TO PLACE YOUR FAMILY UNDER CARE.


1. IF YOU DO NOT HAVE INSURANCE: All payments are expected at the time of service or by an authorized payment plan. Your personal balance may not exceed $ 100.00 at any time or care may be terminated. Our payment plans make Chiropractic care an affordable part of your family’s budget.
2. IF YOU DO HAVE INSURANCE: All deductibles and co-payments are expected at the time of service or by and authorized payment plan. Your co-insurance balance may not exceed $ 100.00 or care may be terminated. Our payment plans make Chiropractic care an affordable part of your family’s budget.
You are considered a cash patient until you bring in your completed insurance forms, and we qualify and accept your insurance coverage. We do not accept assignment for secondary insurance carriers, but we will be happy to provide you with a claim form for your secondary carrier.

Our fees are considered usual, customary and reasonable by most companies, and therefore are covered up to the maximum allowance determined by each carrier. This statement does not apply to companies who reimburse based on an arbitrary schedule of fees bearing no relationship to the current standard and of care in this area.

If your carrier has not paid a claim within sixty (60) days of submission, you agree to take an active part in the recovery of your claim. If your insurance carrier has not paid within ninety (90) days of submission, you then accept responsibility for payment in full of any outstanding balance and authorize us to use your credit card to collect full payment. 

When your schedule of visits is once per month or longer, you will not be eligible for insurance assignment. charges for services rendered will be due as they are rendered or by an authorized payment plan. We will continue to provide you with an insurance claim form.

If you discontinue care for any reason other than discharge by the doctor, all balances will become immediately due and payable in full by you, regardless of any claim submitted.

PATIENT’S PRINTED NAME:____________________________________________________________________

SIGNATURE:______________________________________________________________ DATE:______________

FINANCE COUNSELOR:___________________________________________________ DATE:______________

FRONT DESK:_____________________________________________________________ DATE:______________

INSURANCE INFORMATION

	INSURANCE COMPANY NAME: ___________________________________________________________________

ADDRESS: ________________________________________________________________________________________

CITY: _________________________ STATE/ZIP: _______________________ TELEPHONE: __________________

POLICY NUMBER: ________________________________________________________________________________

GROUP NAME: _____________________________ GROUP NUMBER: ___________________________________

NAME OF INSURED: ______________________________________________________________________________

RELATIONSHIP OF INSURED TO PATIENT:  ( SELF   ( SPOUSE   ( CHILD   ( OTHER ____________

          ___________________________________________________________________________________________________




ASSIGNMENT OF BENEFITS AND MEDICAL RELEASE

ASSIGNMENT OF BENEFITS:

I, ______________________________________________________________________, hereinafter ASSIGNOR, hereby authorize

                                             (Name of Insured Person)

__________________________________________________________________, to pay directly to SPINAL HEALTH & REHAB

                                                                                                                                                            (Name of Medical Provider)
Hereinafter ASSIGNEE, the medical benefits otherwise payable to me for their services, but not to exceed the charges of those services. I hereby ASSIGN to ASSIGNEE any benefits or causes of action under any policy of charges provided by ASSIGNEE. This ASSIGNMENT OF BENEFITS is given in exchange for ASSIGNEE agreeing to send request for payment to the above named insurance carrier for all payments due and payable pursuant to the ASSIGNOR’S contract of insurance. This ASSIGNMENT OF BENEFITS is IRREVOCABLE unless subsequent revocation is in writing and agreed to by both parties.

MEDICAL RELEASE
This document shall be sufficient to authorize any person having records of medical treatment, services, or supplies pertaining to me, to release true copies of same to ASSIGNEE or any insurer providing coverage to me in connection with the processing of any claim for benefits made by the ASSIGNEE therein. A photocopy of this document shall be as binding as an original signature page.

IN WITNESS WHEROF the undersigned ASSIGNOR and ASSIGNEE have hereunto set their hands, this 

_________ Day of ________________________, 20_____.

_______________________________________________             _________________________________________________________
Patient’s Signature (ASSIGNOR)                                                   Authorized Representative of ASSIGNEE
_______________________________________________

Patient’s Name (please print clearly)

AUTO ACCIDENTS

· I authorize the release of PIP/Med. Payment to Spinal Health & Rehab.

· I authorize Spinal Health & Rehab the right to obtain my Declaration Page of my Auto Policy.

_______________________________________________             ________________________________________________________

Patient Name (please print clearly)                                                  Patient/Guardian Signature
NOTICE OF INFORMATION POLICY        
	PROTECTING THE PRIVACY OF YOUR PERSONAL HEALTH INFORMATION IS IMPORTANT TO US. THIS NOTICE DESCRIBES HOW INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED, AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.


Disclosure of your protected health information without authorization is strictly limited to defined situations that include emergency care, quality assurance and public health, research and law enforcement activities.

Disclosures of protected health information are limited to the minimum necessary for the purpose of the disclosure. This provision does not apply to the transfer on disclosures.

You may inspect and receive copies of your records within thirty (30) days of a request to do so. There may be a reasonable cost-based fee for photocopying, postage and preparation.

You may request changes to your records. Our practice has the right to accept or deny your request.

We maintain a history of protected health information disclosures that are accessible to you.

In the future, we may contact you for appointment reminders, announcements, and to inform you about our practice and its staff.

Our practice is required to abide by this notice. We have the right to change this notice in the future. Any revisions will be prominently displayed in a clearly visible location in our office.

You may file a complaint about privacy violations by contacting our Office Manager
OFFICE MANAGER’S NAME: ____Laura Simmons____________ PHONE: ___941-205-2180___________

The effective date of this notice of Information Practices is: _______________________________________________

	I ACKNOWLEDGE THAT I WAS PROVIDED A COPY OF THE NOTICE OF INFORMATION PRACTICES

AND THAT I HAVE READ IT OR DECLINED THE OPPORTUNITY TO READ IT AND UNDERSTAND THE NOTICE OF INFORMATION PRACTICES. I UNDERSTAND THAT THIS FORM WILL BE PLACED IN MY PATIENT CHART AND MAINTAINED FOR SIX (6) YEARS.


PATIENT’S NAME (please print): ____________________________________________________________________

SIGNATURE: ________________________________________________________ DATE: ______________________

THANK YOU (



  PRINT NAME: ____________________________________________________________________________________________________________________  	                          	                            	





  SIGNATURE: _________________________________________________________________________________          DATE: ________________________


 





  














ON A SCALE FROM 1 – 10, 1 BEING THE LEAST AMOUNT OF SYMPTOMS AND 10 BEING THE WORST, PLEASE INDICATE THE SEVERITY REGARDING THE FOLLOWING QUESTIONS:





SYMPTOM DIAGRAM





NAME: ________________________________________________________________________ DATE: ___________________________





Please be sure to fill this form out extremely accurately. Mark the area(s) on your body where you are feeling the described sensation(s) utilizing the below diagrams. Use the appropriate symbol(s). Mark the areas of radiating pain, and include all affected areas. You may draw on the face as well.
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