
CHIROPRACTIC REGISTRATION AND HISTORY

PATIENT INFORMATION

Date.

SS/HiC/Patient ID#.

Patient Name_

Address

E-mail

City_

State

Last Name

First Name

Sex DM • F Age.

Birthdate

Middle Initial

Zip.

• IVlarried • Widowed • Single • Minor

• Separated • Divorced • Partnered for years

Patient Employer/School

Occupation

Employer/School Address

Employer/School Phone ( ).

Spouse's Name

Birthdate

SS#_

Spouse's Employer.

Whom may we thanl< for referring you?

rS PHONE NUMBERS

Cell Phone Home Phone

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT

Name Relationship

Home Phone ( ) Work Phone i

PATIENT CONDITION

Reason for Visit

INSURANCE INFORMATION

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? • Yes • No

Subscriber's Name

Birthdate

Relationship to Patient

Insurance Co.

SS#

Group #

ASSIGNMENT AND RELEASE

I certify that I, and/or my dependent(8), have insurance coverage with

Name of Insurance Company(ies)

Dr. all insurance benefits, if
any, otherwise payable to me for services rendered. I understand that I am
financially responsible for all charges whether or not paid by insurance. Iauthorize
the use of my signature on all insurance submissions.

The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company{ies) and their agents
for the purpose of obtaining payment for services and determining insurance
benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

. and assign directly to

Signature of Patient, Parent, Guardian or Personal Representative

Please print name of Patient, Parent, Guardian or Personal Representative

Date Relationship to Patient

ACCIDENT INFORMATION

is condition due to an accident? • Yes • No Date.

Type of accident QAuto DWork DHome • Other

To whom have you made a report of your accident?
• Auto Insurance • Employer OWorkerComp. DOther

Attorney Name (ifapplicable)

When did your symptoms appear?

Is this condition getting progressively worse? • Yes • No • Unknown

Mark an X on the picture where you continue to have pain, numbness, or tingling.

Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain) _

Type of pain; • Sharp • Dull • Throbbing • Numbness • Aching
• Burning • Tingling • Cramps • Stiffness

How often do you have this pain?

• Shooting
• Swelling • Other

Is it constant or does it come and go?

Does it interfere with your • Work • Sleep • Daily Routine • Recreation

Activities or movements that are painful to perform • Sitting • Standing • Walking • Bending • Lying Down
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(5 HEALTH HISTORY

What treatment have you already received foryour condition?• Medications • Surgery • PhysicalTherapy

• Chiropractic Services • None • Other

Name and address of other doctor(s) who have treated you for your condition

Date of Last: Physical Exam Spinal X-Ray

Spinal Exam Chest X-Ray

Dental X-Ray. MRI, CT-Scan, Bone Scan.

Place a mark on "Yes"or "No"to indicate if you have had any of the following:

Blood Test.

Urine Test

AIDS/HIV • Yes • No Diabetes • Yes • No Liver Disease • Yes • No

Alcoholism • Yes • No Emphysema • Yes • No Measles • Yes • No

Allergy Shots • Yes • No Epilepsy • Yes • No Migraine Headaches • Yes • No

Anemia • Yes • No Fractures • Yes • No Miscarriage • Yes • No

Anorexia • Yes • No Glaucoma • Yes • No Mononucleosis • Yes • No

Appendicitis • Yes • No Goiter • Yes • No Multiple Sclerosis • Yes • No

Arthritis • Yes • No Gonorrhea • Yes • No Mumps • Yes • No

Asthma • Yes • No Gout • Yes • No Osteoporosis • Yes • No

Bleeding Disorders • Yes • No Heart Disease • Yes • No Pacemaker • Yes • No

Breast Lump • Yes • No Hepatitis • Yes • No Parkinson's Disease • Yes • No

Bronchitis • Yes • No Hernia • Yes • No Pinched Nerve • Yes • No

Bulimia • Yes • No Herniated Disk • Yes • No Pneumonia • Yes • No

Cancer • Yes • No Herpes • Yes • No Polio • Yes • No

Cataracts • Yes D No High Blood Prostate Problem • Yes • No

Chemical
Pressure • Yes • No

Prosthesis • Yes • No
Dependency • Yes • No High Cholesterol • Yes • No

Psychiatric Care • Yes • No
Chicken Pox • Yes • No Kidney Disease • Yes • No

Rheumatoid Arthritis • Yes • No

Rheumatic Fever • Yes • No

Scarlet Fever • Yes • No

Sexually
Transmitted

Disease • Yes • No

Stroke • Yes • No

Suicide Attempt • Yes • No

Thyroid Problems • Yes • No

Tonsillitis • Yes • No

Tuberculosis • Yes • No

Tumors, Growths • Yes • No

Typhoid Fever • Yes • No

Ulcers • Yes • No

Vaginal Infections • Yes • No

Whooping Cough • Yes • No

Other

EXERCISE

• None

• Moderate

• Daily

• Heavy

WORK ACTIVITY

• Sitting

• Standing

• Light Labor

• Heavy Labor

HABITS

• Smoking

• Alcohol

• Coffee/Caffeine Drinks

• High Stress Level

Packs/Day

DrinksA/Veek

Cups/Day

Reason

Are you pregnant? • Yes • No Due Date.

Injuries/Surgeries you have had

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

Description Date

MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS
W

Pharmacy Name

Pharmacy Phnne ( )



Authorization for the Release and/or Discussi
Information

Patient Name:

ion of ProtectedHealth

Birth Date:

Authorization
I,
Chiropractic Center

(Name ofpatient)

^ ^ foUowing infonnation-Scheduhng appomtments
— Retrieve balance owed on account
—Leave appointment infonnation on my

home phone
cellphone
workphone
email

To

hereby authorize Chase

to Its disclosure. I am aware that infoZr ^ do herein consent
be released to those persons named abow T medical condition will
authorize to i^ceive myTSSSr i ^ P®«on(s) that Istate health i^rformation privacy^tf T
person(s) may not be protected bvftoill T ^y which such
subject to revocation, in writing It ^ t^s consent is

Date



Financial Agreement

We, the staff at Chase Chiropractic thank you for choosing us as your healthcare
provider. We consider ita privilege to serve your needs and we look forward to
doing so. We are comnnitted to providing you with the highest level of care and
to building asuccessful provider-patient relationship with you and your family.

We believe your understanding of our patients' financial responsibility is vital to
that provider-patient relationship. Our goal is to inform you of the provisional
aspects of that financial policy.

Please understand that payment for services is an important aspect of the
provider-patient relationship. We try to make payment as convenient as possible
by accepting cash, check, MasterCard and Visa. Please note, a $35.00 service fee
will be charged for ail returned checks.

Please know that depending on your insurance carrier it may be necessary for you
to become involved in the claims process to obtain accurate information to be
successful in receiving any payable toward your care.

It is your responsibility to provide all necessary insurance eligibility, identification,
and authorization as well as notifying our office of any information changes when
they occur. Photo identification is required when accepting insurance
information.

It is the patient's responsibility to know if our office is participating ornon-
participating provider of their insurance plan. Failure to provide all required
information may necessitate patient payment for all charges. When insurance is
involved, we are contractually obligated to collect co-payments, co-insurance and
deductibles, as outlined byyour insurance carrier.

Payment is due at time of service.

Signed

Date



Chase Chiropractic Centerr DR. PATRICK CHASE
(586) 774*0091 Qdrppractor
FAX (586)774-6045
29050 Ha^erAve.
St Clair Shores. MI 48061

Informed Consent to Chiropractic Care

L!lf reQue^ and consent to the perfonnance of chiropractic manipulation ora^ustments and other chiropractic procedures, including various modes of
physic^ therapy or physical medicine procedures, and diagnostic x-rays, on me
(or on the patient named below for whom Iam legally responsible) by thedoctor
of chiropractic named below and/or other licensed doctors of chiropractic vvho
now or in the fi^re treat me while employed by, working or associated with or
serving as backup for thedoctor ofchiropractic named below.

Ihave had an opportunity to discuss wifti the doctor of chiropractic named below
ano/or With other ofnce orclinic personnel the nature and purpose of chiropractic
manipulations oradjustments and other procedures. Iunderstand that results are
not guaranteed.

Iunderstand and am informed that, as in the practice of medicine, in the practice
of ^iropradic ftere are some risks to treatment, including, but not limited to,
TOCtures, disc injuries, strokes, dislocations, and sprains. Ido not expect the
do^or to be able to anticipate and explain all possible risks and complications,
and Iwish to rely on the doctor to exercise judgment during the course of the
procedure, which the doctor feels atthe time, based upon the facts then known,
is in my best interest

Ihave read, orhave had read tome, the above consent Ihave also had an
opportunity to ask questions about its content and by signirig bek)w Iagree to
the above named procedures. Iintend this consent form tocover theentire /
courseoftreatmentfor my present condition. V

Signature of Patient
Date:

To be co/np/efed by the patienfs representative, Ifnecessary, e.g., ifpatient is a
minororphysically orotherwise legally incapacitated.

Signature ofPatient's Representative:
Date:



Chase Chiropractic Center
29050 Harper

St. Clair Shores, Ml 48081

Electronic Health Records Intake Form

First Name;

Email address:

Thisform complies with CMS EHR incentive program requirements

Last Name:

Preferred method of communication for patient reminders (Circle one); Email / Phone / Mail

DOB: / / Gender (Circle one): Male/ Female Preferred Language:

Smoking Status (Circle one): Every DaySmoker / Occasional Smoker / Former Smoker / Never Smoked

Smoking Start Date (Optional):

FamilyMedical History (Record one diagnosis in your family history and the affected
Diagnosis

(Write in below)
Father Mother Sibling; Offspring;

Example:
Heart Disease

X

Race (Circle one): American Indian or Alaska Native / Asian / Black or African American / White (Caucasian)
Native Hawaiian or Pacific Islander /1 Decline to Answer

Ethnicity (Circle one): Hispanic or Latino / Not Hispanic or Latino /1 Decline to Answer

Are you currently taking any medications? (Include regularly used over the counter medications)
Medication Name Dosage and Frequency (i.e. 5mg once a day, etc.)

Do you have any medication allergies?
Medication Name Reaction Onset Date Additional Comments

D Ichoose todecline receipt ofmy clinical summary after every visit (These summaries are often blanl< asa

result of the nature andfrequency of chiropractic care.)

Patient Signature; Date;

For office use only

Height; Weight; Blood Pressure; /



L

I,

Patient

Signature

Date

u Chiropractic Center
pd MI 48081Phone. (586)774-0091 Fax; (586)774-6045

ACKNOWLEDGMENT OF RECEIPT OF HIPAA
PRIVACY NOTICE

Privacy Practices. Iunderstand that Ihave <Sn Notice of
information. Iunderstand that this information can and will LSa

Obtain payment from third-party payers.Conduct nom,al health care operations such as quality assessments and accreditation.

For Office Use Only

AcI<i.ovS^°Sm1!!^ Practices, but
O Individual refused to sign
n Communications barters prohibited obtaining the Acknowledgment
n ^ emergency situa«on prevented us ftom obtaining Acknowledgment
n Other (Please Specify)

Staffsignature
Date

F<mn may orty be copied owner ofthis book for use in his/her own office.



MISSEDAPPOINTMENT POLICY

We ask for your assistance and cooperation in keeping your scheduled appointment date and
time. It is our policy that if a patient misses or cancels an appointment with less than 24 hours
notice, that patient will be charged a$25.00 fee (subject to change) for that time slot. This
policy is necessary to avoid the numerous scheduling problems that last-minute cancellations
and missed appointments create. If aneed arises to cancel or change your appointment,
please give us a minimum of 24 hours notice.

We thank you for your cooperation and look forward to being avital part of your recovery and
maintenance.

Signature Date


