O _ The Family Chiropracric Office

HENRY F. COHEN, D.C.

Tel: (914) 834-1606
Fax: (914) 834-401%
178 Myrile Bivd.

Larchmont, NY 10538
doccohen@mindspring.com
www.larchmontchiro.com

CONFIDENTIAL PATIENT INFORMATION

Personal Information

Full name: Date:
Address:
Street City State Zip
Home phone: Work phone:
Cell phone: Email address:
Best time/place to contact you:
Date of birth: Age:
No. of children: Pregnant? Yes[] No O
Height: Weight:

Social Security number:

Marital status: M S W D

Spouse/guardian name:

Occupation:

Employer’'s name & address:

Spouse’s Occupation/Employer:

Name of person responsible for account:

Do you have insurance that covers Chiropractic care?
YesO No O

Do you have Medicare coverage? Yes No
Health Savings Account (HSA)? Yes No
Flex Savings Account (FSA)? Yes No

Name of Insurance Company:

Insurance Policy number:

Insurance Company phone number:

Insurance Company address:

Who may we thank for referring you?

Addressing What Brought You Into This Office:

If you have no symptoms or complaints and are here for Chiropractic Wellness Services, please skip to the “"General Health History”.

Health Concerns
Please list your health concerns

Rate of severity

When did this

If you had this

Did the problem

. % of the time

according to their severity 1 = mild episode start? condition begin with an pain is
0= worst before, when? injury? present
imaginable

el [ Py

Is your pain dull? Or is your pain sharp? Does it radiate anywhere? If so, where?

Since the problem started is it: About the same? [J

What have you done for this condition? Was it of benefit?

Getting better? [

Getting worse? [




1 do (do not) have a family history of this or similar symptoms (Please explain):

Which activities aggravate your condition?

Other doctors you have seen for this condition:

“Limited Scope” Chiropractor (focuses mainly on neck and back pain)
“Wellness” Chiropractor (focuses on health and well being as well as underlying cause of pain and health concerns)
Medical Doctor

Dentist

g e i o

Other (please describe)

Doctor's details:

Name: Address:
When did you see them? |

What did they say was wrong?

Did it help? ' What did they do?

Name: | Address:
When did you see them?

What did they say was wrong?

Did it help? " What did they do?

Have you been "forced" or "felt the need" to make any "positive" changes in your life due to this pain, iliness, condition, etc?
(i.e., eat better, less alcohol or drugs, meditate or breathe more, less destructive sports, activities, etc.) If so, what?

Is this condition interfering with any of the following:

Work [J Sleep [J Daily routine [ Sports/exercise [ = Other (I (please explain):

What lesson(s) have you taken home from your healing process to date?

General Health History
Often times, accumulation of life’s stress can lead fo health problems and influence our ability to heal. Please pay close attention to this as
it will help us help you!

Have you had any surgery? (Please include all surgery)

1. Type: When? Doctor
2. Type: When? Doctor
3. Type: When? Doctor
4. Type: When? Doctor

Have you had any accidents and/or injuries: auto, work-related, or other? (Especially those related to your present problems).

g _ . ~ Hospitalized? Yes O No O
: ?

e i _ Vo2 ~ Hospitalized? Yes O No O
3. Type: When?

Hospitalized? Yes [1 No [I
Have you ever had x-rays taken?



Area of body:

When?

Do you wear orthotics or heel lifts? Yes [ No [J

Current Medicines and Supplements
Please list any medications/drugs you have taken in the past 6 months and why: (prescription and non-prescription)

Where?

Please list all nutritional supplements, vitamins, homeopathic remedies you presently take and why:

Are you interested in knowing more about how your nutrition (food you eat) affects your overall Yes [0 No [0 Maybe []
health and well-being?

If dietary changes are indicated would you be willing to make changes in your diet? Yes 1 No [0 Maybe ]
Would you take whole food supplements if indicated? Yes[d No O Maybe [
If specific exercises or stretching would help would you consider adding them to your program? Yes LI No L1 Maybe []
If reducing stress would you help you would you like to know ways to reduce stress? Yes[J No [J Maybe U

Diet

Please circle any dietary selection that is appropriate for you, and grade according to the following scale:

D - Consume this daily | FD - Consume this a few times per day | W - Consume this weekly | FW - Consume this a few times per week
FM - Consume a few times per month (less than weekly) | M - Consume this monthly | O - Do not consume this

Alcohol
Tobacco
Coffee
Soda

Fried Foods

. Eggs

| Fruit
Beef

. Poultry

Organic foods

Cooked or canned vegetables

The type of diet | usually follow is classified as:

Past Health History

Please mark the following conditions you may have had or have now (- have had + have now):

] Alcoholism

[J Back Pain
[ Diabetes

[J Gout
LI Irregular Periods

] Miscarriage

[ Pleurisy

[ Stroke

1 Allergy

_ [J Cancer

[ Diarrhea

[] Headaches

[ Low Blood Sugar

[IMultiple Sclerosis

[0 Pneumonia

[ Thyroid Problems

| Fasting ' Atificial Sweetener
' Diet food " Weight Control Diet
Refined Sugar Raw Vegetables
' Fish " Whole Grains
. Seafood . Dairy
[J Anemia [J Arteriosclerosis [ Arthritis [J Asthma
_ [ Cold Sores _ [ Constipation _ [ Convulsions _ [J Depression
[J Eczema [0 Emphysema [ Epilepsy [ Gall Bladder
| | Problems
L] Heart Attack [] Heart Disease [ High Blood O HIV (Aids)
. Pressure
[ Malaria [ Measles [ Menstrual Cramps ] Migraines
- UMumps [J Neck Pain [J Nervousness - U Neuritis
[ Polio [J Rheumatic [J Ringing in ears [ISinus
Fever | Problems
CTuberculosis [ Ulcers [J Venereal Disease [J Whooping

Cough



Other (please explain)

Stressors
Because accumulation of stress affects our health and ability to heal please list your top three stresses (you have ever had) in each
category:

1. Physical stress (falls, accidents, work postures, etc.)
a.
b.
c.

2. Bio-chemical stress (smoke, unhealthy foods, missed meals, don't drink enough water, drugs/alcohol, etc.)
a.
b.
C.

3. Psychological or mental/emotional stress (work, relationships, finances, self-esteem, etc.)
a.
b.
c.

On a scale of 1-10 please grade your present levels of stress (including physical, bio-chemical and psychological or mental/emotional):

At work: At home: At play:

On a scale of 1-10, (1 being very poor and 10 being excellent) please describe your:
Eating habits: Exercise habits: Sleep: General health: Mind set:

How do you grade your physical health?

Excellent (] Good [ Fair Poor [ Getting better [] Getting worse []

How do you grade your emotional/mental health?

Excellent (] Good [ Fair Poor [ Getting better [] Getting worse []

Is there anything else which may help to better understand you which has not been discussed?

Why are you here at this paint in time?

| consent to a professional and complete chiropractic examination and to any radiographic examination that the doctor deems
necessary.
| understand that any fee for service rendered is due at the time of service and cannot be deferred to a later date.

Print Patient Name: Date:

Signature:




O __ The Family Chiropracric Office Tel: (914) 8341606
Fax: (914) 834-4015
HENRY F. COHEN, D.C. 178 Myrile Bivd.

Larchmont, NY 10738

doccohen@mindspring.com
www.larchmontchiro.com

TERMS OF ACCEPTANCE

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to
be working for the same objective.

Chiropractic has only one goal. It is important that each patient understands both the objective and the
method that will be use to attain it. This will prevent any confusion or disappointment.

Adjustment: The adjustment is the specific application of forces to facilitate the body’s correction of
vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the spine.

Health: The state of optimal physical, mental and social well being, not merely the absence of disease or
infirmity.

Vertebral subluxation: A misalignment of one or more of the 24 vertebra in the spinal column which causes
alteration of nerve function and interference to the transmission of mental impulses, resulting in a lessening of
the body’s innate ability to express its maximum health potential.

We do not offer diagnose or treat any disease. We only offer to diagnose either vertebral subluxations or
neuro-musculoskeletal conditions. However, if during the course of a chiropractic spinal examination we
encounter non-chiropractic or unusual findings, we will advise you. If you desire advice, diagnosis or treatment
for those findings, we will recommend that you seek the services of another health care provider.

Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding
treatment prescribed by others. OUR ONLY PRACTICE OBJECTIVE is to eliminate major interference to the
expression of the body’s innate wisdom. Our only method is specific adjusting to correct vertebral
subluxations. However, we may use other procedures to help your body hold the adjustments.

l, have read and fully understand the above statements.
(print name)

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

| therefore accept chiropractic care on this basis.

(signature) (date)

Consent to evaluate and adjust a minor child:

I, being the parent or legal guardian of
have read and fully understand the above terms of acceptance and hereby grant permission for my child to
receive chiropractic care.

(signature) (date)



O Tel: (914) 834-1606
Dr. Henry F. Cohen 178 Myrtle Blvd.
The Family Chiropractic Office Larchmont, NY 10538

doccohen@mindspring.com

Your Information.
This notice describes how medical information about

Your nghts' ol you may be used and disclosed and how you can get
Our RESpOﬂSIbIIItIES. access to this information. Please review it carefully.

<
You have the right to:
* Get a copy of your paper or electronic medical record
s Correct your paper or electronic medical record
* Request confidential communication
® Ask us to limit the information we share
¢ (et a list of those with whom we've shared
your information
e (et a copy of this privacy notice
» Choose someone to act for you

e File a complaint if you believe yaur privacy
rights have been violated

» See page 2 for
more information on
these rights and how
to exercise them

You have some choices in the way that we
use and share information as we:

= Tell family and friends about your condition » See page 3 for

* Provide disaster relief more information on
* Include you in a hospital directory these choices and

= Provide mental health care how to exercise them
* Market our services and sell your information

* Raise funds

We may use and share your information as we:
e Treat you
* Run our organization
e Bill for your services
Our  Help with public health and safety issues » See pages 3 and 4
Uses and * Do research for more information
Disclosures * Comply with the law on these uses and
* Respond to organ and tissue donation requests disclosures
= Work with a medical examiner or funeral director

* Address workers’ compensation, law enforcement,
and other government requests

e Respond to lawsuits and legal actions

Notice of Privacy Practices * Page 1
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When it comes to your health information, you have certain rights.
This section explains your rights and some of our responsibilities to help you.

Get an electronic or ® You can ask to see or get an electronic or paper copy of your medical record and
paper copy of your other health information we have about you. Ask us how to do this.

medical record = We will provide a copy or a summary of your health information, usually within 30
days of your reguest. We may charge a reasonable, cost-based fee.

Ask us to correct * You can ask us 1o correct health information about you that you think is incorrect

your medical record or incomplete, Ask us how to do this.

.............................................................................................................

Request confidential  + You can ask us to contact you in a specific way (for example, home or office phone)
communications or to send mai! to a different address.

* We will say "yes” 1o all reasonable requests.
Ask us to limit what  « You can ask us not to use or share certain health information for treatment,
we use of share payment, or our operations. We are not required 1o agree ta your request, and we
may say "no” if it would affect your care.

o If you pay for a service or health care item out-of-pocket in full, you can ask us not to
share that information for the purpose of payment or our operations with your health
insurer. We will say “yes” unless a law reguires us to share that information.

Get a list of those * You can ask for a list (accounting) of the times we've sharad your health information
with whom we've for six years prior to the date you ask, who we shared it with, and why.

shared information  , yya i include all the disclosures except for those about treatment, payment, and
health care operations, and certain other disclosures (such as any you asked us to
make}. We'll provide one accounting a year for free but will charge a reasonable,
cost-based fee if you ask for another ane within 12 months,

-------------------------------------------------------------------------------------------------------------

Get a copy of this ¢ You can ask for a paper copy of this notice at any time, even if you have agreed to
privacy notice receive the notice electronically. We wil! provide you with a paper copy promptly.
Choose someone » If you have given someone medical power of attorney or if someacne is your legal
to act for you guardian, that person can exercise your rights and make choices about your health

information.
@ We will make sure the person has this authority and can act for you before we take

any action.
File a complaint if * You can complain if you feel we have violated your rights by contacting us using the
you feel your rights information on page 1.
are violated ® You can file a complaint with the U.S. Department of Heaith and Human Services

Office for Civi! Rights by sending a letter to 200 Independence Avenue, S\,
Washington, D.C. 20201, calling 1-877-696-6775, or visiting www.hhs.gov/ocr/
privacy/hipaa‘complaints/.

* We will not retafiate against you for filing a complaint.

-------------------------------------------------------------------------------------------------------------

Notice of Privacy Practices = Page 2
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For certain health information, you can tell us your choices about what
we share. if you have a clear preference for how we share your information in the
situatio s described below, talk to us, Tell us what you want us to do; and we will foliow
YOUr ingtructions.
A
In these cases, you have ® Share information with your family, dlose friends, or others involved in your care

both the right and choice o Share information in a disaster relief situation
to tell us to;
= Include your information in a hospital directory

i you are not able to tell us your preference, for example if you are unconscious,

we may go ahead and share your information if we believe it is in your best interest,
We may also share your information when needed to fessen a serious and imminent
threat to health or safely.

In these cases we never * Marketing purposes

share your information

unless you give us

written permission: « Mosl sharing of psychotherapy notes

In the case of fundraising: = We may contact you for fundraising efforts, but you can tell us not to
contact vou again.

+ Sale of your information

How do we typically use or share your health infermation?
We typically use or share your health information in the following ways.

Treat you * We can use your health information and . Example: A doctor treating you for an
share it with other professionals who are injury asks anather doctor about your
treating you. overall health condition.

L S I T Marwana L N LR I Y AT esrna B T MA RN e e domaa LI I T ) -

Run our * We can use and share your health » Example: We use health information
organization information to run our practice, improve about you to manage your treatment ancd
your care, and contact you when necessary. Services.

L R e LR L R fnFneam s et T T

LT I I IO S

Bill for your = We can use and share your heaith Exarnple: We give information about you
services information to bill and get payment from to your heatth fnsurance plan so it will pay
health plans or other entities, 1 Tor your services.

continued on next page

Notice of Privacy Practices » Page 3



How else can we use or share your health information? We are allowed or required to share your
information in other ways — usually in ways that contribute to the public good, such as public health and research.
We have to meet many conditions in the law before we can share your information for these purposes. For more
information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

Help with public health
and safety issues

...............................

...............................

...............................

Respond to organ and
tissue donation requests

...............................

Work with a medical
examiner or funeral director

...............................

Address workers’
compensation, law
enforcement, and other
government reguests

Respond to lawsuits and
legal actions

..............................................................................

* We can share health information about you for certain situations such as:
* Preventing disease
¢ Helping with product recalls
* Reporting adverse reactions to medications
* Reporting suspected abuse, neglect, or domestic violence
* Preventing or reducing a serious threat to anyone’s health or safety

.............................................................................

.............................................................................

* We will share information about you if state or federal laws require it,
including with the Department of Health and Human Services if it wants to
see that we're complying with federal privacy law.

.............................................................................

* We can share health information about you with organ procurement
organizations.

.............................................................................

* We can share health information with a coroner, medical examiner, or funeral
director when an individual dies,

.............................................................................

* We can use or share health information about you:
s For workers' compensation claims
* For law enforcement purpases or with a law enforcement official
* With health oversight agencies for activities authorized by law
* For special government functions such as military, national security, and
presidential protective services

.............................................................................

¢ We can share health information about you in response to a court or
administrative arder, or in response to a subpoena.

.............................................................................

State laws that have stricter limits:

Add any special notes here such as "Upon request, we will give you a copy of your records within 15 days of
the request. State board and HIPAA Rules allow us to charge a reasonable fee for these records. If you
would like a copy of your records in electronic format, we recommend that You purchase an encrypted thumb

drive."

Or, "Our EHR system allows patients direct access to their medical records at no cost."

Notice of Privacy Practices e Page 4



Our Responsibilities

* We are required by law to maintain the privacy and security of your protected health information.

* We will let you know promptly if a breach occurs that may have compromised the privacy or security
of your information.

* We must follow the duties and privacy practices described in this notice and give you a copy of it,

* We will not use or share your information other than as described here unless you tell us we can in
writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you
change your mind.

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you.
The new notice will be available upon request, in our office, and on our web site.

This Notice of Privacy Practices applies to the following organizations.
DR. HENRY F. COHEN

(914) 834-1606
doccohen@mindspring.com
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