- 1395 North Military Trail -~
‘West Palm Beach, FL 33409
. (561)684-0333

FOUNDATION CHIROPRACTIC CLINIC

’ Patient Intake Form
Patient Information - .
Full Name: '

. — . _ Date:
First . Last :

Address:

City:__ . ___State:

Age: Birth Date: Female: . Male: ___

Social Security Number:

Email Address:

| Home Phone:

Cell/Other:

Work Phone:

I prefer to receive calls at (circle) Ho‘mé/Work/Cell 1am (circle) Under Agel8/ Single/ Married/Divorced/Widowed /Separated

Employer:

Occupation:

‘Business Address: : vC‘it'y:‘ State: __Zip:

Spouse’s Name: Spouse’s Date of Birth:

Emergency Contact:

Emergenéy Contact Phone Number:
Payment Information |
Person Responsible for Payment:

Social Security Number: Phone: Date of Birth:

Insurance Information

Do you have health insurance? _ Yes___ No Are you the Policy Holder? __ Yes - .No
Please have your insurance card and driver’s license ready so they can be copied for the clinic’s records.

Consent for Treatment . . . .
Assignment & Release - By signing below, I authorize F QW\thf on_Chiropractic .4, release medical records required by my

insurance company(s). I authorize my insurance company(s) to pay benefits directly to Foundation Chiropractic. andIagree
that a reproduced copy of this authorization will be as valid as the original. I understand that I am responsible

covered by my insurance, or any amount for a patient for which I am the guarantor. I agree that I will be responsible for any collection
agency or attorney fees incurred. I understand that by signing below, I am giving written consent for the use and disclosure of
protected health information for treatment, payment, and health care operations.

By signing below, I give my consent for examingtion and the performance any tests or procedures needed, If patient is a minor, by
signing 1 give consent for examination, tests and procedures for the above minor patient -

Signed

Date
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FOUNDATION‘ CHIROPRACTIC CLINIC
1395 North Military Trail
-~ West Palm Beach, FL 33409
- (561)684-0333

Health Questionnaire
Patient Information
Patient Name: ; - DateofBirth: ./ / _ Height:

Weight:

Medical History

Describe the reason(s) for your doctor visit todéy:

When did your symptoms start?

.How did your symptoms begin?

How often do you experience symptoms? (Circle one) Constaritly Frequently Occasionally - Intermittently

Describgyoursymptoms? (circle all that apply) Sharp‘ Dull ache: Numbing Burning = Tingling Shooting

Are your symptoms? (Circle one) Gétting better Stayihg‘ the same Getting worse

How do your symptoms interfere with your work or normal activities?

Have you experienced these symptoms in the past?

On a scale of one to ten how intense are your symptoms? Not intense @D Q@O OD @@ ® Unbearable
History of Treatment

Primary care physician:

; Phone:

Date last seen: __ May we update them on your condition? __Yes __ No

Have you seen a chiropractor before? _ Yes_. ;No If yes, when was your last visit? ‘

Have you seen another doctor for these symptoms? If yes, indicéte name and type of medical provider:

* Listall prescription, non prescription medications and other supplements you take as well as the associated condition;

Listany surgeries or hospitalizations you have had complete with the month and year for each:;

Listanything you are allergic to:

Family History (list all major diseases such as cancer, diabetes, heart problems, bone/joint diseases and the relation to you of th
individual):

Do you smoke? o Yes o No

packs pér day. Are you,pregn’aynt? oYesoNo

’ Copyri ght 2
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Description of Condition

Please circle the area(s) of discomfort:

Past Present Condition

©

O

O
O
O
O
O
O
O
O
O
O
O
0]
O
o

©c 0 0O 0 0 O 0O 0O O O O O 0 o

Abdominal Pain
Abnormal Weight gain/loss
Allergies Headaché
‘Angina

Ankle/foot pain
Arthritis

Asthma

Bladder Infection
Birth Control Pills
Cancer

Chest Pains
Chronic Sinusitis
Depression
Dermatitis/Eczema
Dizziness

Drug/Alcohol Use

Past Present Condition

O

O

0O 0O O 0O 0O 0 0O 0 0O O O 0O 0o o

O

O

O 0O 0 0o 0O 0O O 0 0O 0O O 0o o o

Elbow/upperarm pain O
Epilepsy

Excessive thirst
Frequent Urination
General Fatigue |
Hand pain

Heart attack

Hepatitis

High blood pressure
Hip/upper leg pain
HIV/AIDS

Hormone Therapy

Jaw pailn

Joint swelling/stiffness
Kidney Stones

Knee/lower leg pain

OO’OOOOOOOO0,000

©

O

Past Preseni Condition

Liver/Gall Bladder
Disorder

Loss of Bladder
Control

Low back pain

Mid back pain
Neck pain

Painful Urination
Prostate Problems
Shoulder pain
Smoking/to’ba cco

Use
Stroke

~ Systematic Lupus

Thoracic Outlet
Syndrome
Tumor

Ulcer

Upper back pain

Wrist pain

Patient’s signature: Doctor’s signature:
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Privacy Notice

THIS NOTICE DESCRIBES How MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOw You CAN GET -
ACCESS TO THIS INFORMATION. PLEASE READ IT CAREFULLY o

Inthe course of your care as a patientat Foundation Chiropractic Clinie, we may use or disclose personal and health related
information about you in the following ways; '

* - Your personal health information, including your clinical records, may be disclosed to a
hospital if it is necessary to refer you.for further diagnos
*  Your healthcare records as well as yoyr billing records.n

HMO, a PPO, or your employer, if t}
*  Yourname, address,‘phone-nu'mber, and healthcare records may

If you are not at home to receive an appointment remind

you-have the right to lnsp’ect or obtain a copy of the information we will use for these
refuse to provide authorization for this office to contact You regarding these
authorization It will not affect the care p

&r, @ message may be left on your énswering machine. Furthermore,

purposes, Yqu also have the right to
matters. if you do not provide us with this

‘Under federal law, we are also permitted or required to use or disclose your health information without your consent or
authorization in the following circumstances:;

*  Ifweare providing healthcare to you based on the orders o
*  Ifwe provide healthcare services to you'in an emergency.
*  Ifweare required by law to provide care to you and we a

*  Ifthere are substantial barriers to communicating with you,

f another healthcare provider.,

Any use or discloser of your protected health ihformation,

other than as outlines above,
authorization, ’

will bnly_be made upon your written

We are required by state and federat law to maintain the privacy of your patient file and the protected health information
therein. We are also required to provide You with this notice of our privacy practices with respect to your hea!tb information,

We are further required by law to abide by the terms of this notice while it is in effect, We reserve the right to alter or amend
the terms of this privacy notice. If changes are made to our privacy notice we will notify you in writing as soon as possible
following the changes. Any change in our privacy notice will apply to all of your information in our files,

Information that we use or disclose based on this privacy notice may be subject to re-disclosure by the person to whom we
provide the information and may no longer be protected by the federaj privacy rules,

My signature ackvnowleydges that | permit Foundation Chiropractic Clinic to download and access the prior 13 {thirteen) months
of my medication'history through my insurarice company.

This notice, and any alterations or amendments made hereto will expire seven (7) years after the date upon which record was

created. My signature acknoyv’ledg'e’»s thatl have received a copy of this notice.
Name(Print) Signafure Date
1395 N. Military Trail - - P:561-684-0333

. CE: 561—58458587
West Paim Beach, FL 33409 :



POWER OF ATTORNEY, MEDICAL RELEASE & ASSIGNMENT OF BENEFITS

POWER OF ATTORNEY TO ENDORSE CHECKS AND/OR SIGN ANY PAPER WHICH WILL ENHANCE OR EXPEDITE PAYMENT
TO PROVIDER FOR SERVICES RENDERED INCLUDING, BUT NOT LIMITED TO, A RELEASE OF MEDICAL RECORDS AND
ASSIGNMENT OF BENEFITS/AUTHORIZATION TO PAY.

Know by all these present that: The undersigned has made, constituted and appointed, and by these presents does hereby make,
constitute and appoint FOUNDATION CHIROPRACTIC CLINIC and any of its fuilly authorized agents and employees as and to be the
undersigned's true and lawful attorney for and in the undersigned's name, place and stead to endorse any and all checks, drafts or
money orders which are made payable to the undersigned alone or to the undersigned and the said FOUNDATION CHIROPRACTIC
CLINIC which checks, drafts or money orders are made payable for services which have been made by FOUNDATION

CHIROPRACTIC CLINIC at the request or with the knowledge and approval of the undersigned and/or the maker of the check, draft or
money order.

Furthermore, the undersigned allows FOUNDATION CHIROPRACTIC CLINIC or any of its agents to sign any paper that will be

necessary to enhance, expedite and/or allow payment to said provider. This may include affidavits of non-ownership of vehicles,
insurance forms and other statements.

The undersigned by these presents does give and grant the said FOUNDATION CHIROPRACTIC CLINIC as attorney the full power
and authority to do and perform all and every act whatsoever requisite and necessary to be done in and about the premises as fully to
all intents and purposes as the undersigned might or could do to personally present insofar as the endorsing and cashing of said

checks are concerned as well as any other document.

MEDICAL RELEASE

A photocopy of this document shall be sufficient to authorize any person having records of medical treatment, services, supplies and/or
PIP logs or ledgers pertaining to me to release true copies of same to FOUNDATION CHIROPRACTIC CLINIC or any insurer providing
coverage to me in connection with the processing of any claim for benefits made by me or by the assignee herein. A photocopy of this
document shall be as binding as an original signature page.

The undersigned does hereby ratify and confirm any and all actions taken by the said attorney in accordance with this special power
and which the said attorney shall do or cause to be done by virtue of these presents.

RELEASE OF INFORMATION

I hereby authorize this medical provider to: furnish my insurance company/companies and my attorney with any and all information that
may be contained in my medical records; to obtain coverage information telephonically from my insurer; to request a written non-
redacted PIP payout sheet from the insurer; and to obtain copies of my medical records, including but not limited to, documents,
reports, scans, notes, opinions, x-rays and MRIs received from any other medical provider or insurance company. The insurer is
directed to keep the patient's medical records private and confidential. The insurer is NOT authorized to provide these medical records
to anyone, including but not limited to, third party vendors without the patient's and the provider's express written permission.

ASSIGNMENT OF BENEFITS
1, , hereby authorize to make
(name of insured) (name of insurance carrier)
payable directly to: Charles L. Mitzelfeld, D.C., C.C.S.T.

FOUNDATION CHIROPRACTIC CLINIC
payable only to and mailed directly to: Charles L. Mitzelfeld, D.C., C.C.S.T.

FOUNDATION CHIROPRACTIC CLINIC

1395 N. Military Trail :

West Palm Beach, FL 33409

the medical benefits otherwise payable to me for their services, but not to exceed the charges of those services. | hereby
IRREVOCABLY ASSIGN to FOUNDATION CHIROPRACTIC CLINIC any benefits under any policy of insurance, indemnity agreement,
or any other collateral source as defined in Florida Statutes for any services and/or charges provided by FOUNDATION
CHIROPRACTIC CLINIC.

IN WITNESS WHEREOF, the undersigned have hereunto set their hands, this day of , 20

Witness

PATIENT'S SIGNATURE Patient's Name (please print)



