
y Date: 
~ ,t:1r/,, ~-v a,;.,,~c, NEW PATIENT REGISTRATION FORM File# 

Welcome to Allied Pain Relief Clinics. We ask that you complete this po~rwork. It wlll help us to help you. We vnderstond tt con be dlfficult to complete paperwork, especially 

when yov ore in pain. // you need help, or hove any questions, please ask. Thank you/ 

PATIENT INFORMATION Home# 

Name: Work# 

Address: Cell# 

City: State : Zip : Email : 

Gender: M F Date of birth: Age: How did you hear about APRC? 

SS#: Drivers Lie# IS THE PATIENT A MINOR? 

Primary Phslcian Name: Mother's Name: Ph : 

Employer: Father's Name: Ph: 

Work Address : Whom does minor reside with: 

City: State: Zip: School Attended : 

Marital Status Single Married Div Wld EMERGENCY CONTACT INFORMATION 
Spouse Name: Name: 

Date of birth: SS# Phone: 

Spouse Employer : Occupation: Relationship : 

CONSENT TO TREATMENT OF A MINOR CHILO 
I hearby authorize Dr. John J. Clendenin, D.C. and whomever he may designate as assistants to administer treatment as deemed 

necessary to my (son, daughter, etc) . 

Name of Minor 
Signed : 

Parent or Guardian Date 
Witnessed : -----------------------------------INSURANCE DISCLAIMER 

"A quote of benefits and/or authorlzatln does not guarantee payment or verify ellglbl/lty. Payment of benefits are subject to all terms, 

conditions, /Imitations, and exclusions of the member's contract at the time of service." 

INSURANCE LIABILITY FOR PAYMENT: 

Your health Insurance company will only pay for services that it determines to be "reasonable and necessary." Every effort will be made 

by APRC to have all se~lces and procedures pre-verified by your health in$urance company. If your Insurance company determines 

that a particular service is not reasonable and necessary, or Is not covered by your plan, your insurer will deny payment. 

BENEFICIARY AGREEMlNT: 

I understand that my health insurance company may deny payment for services Identified above, for the reasons stated . If my insurance 

company denies payment, I agree to be personally and fully responsible for payment. I also understand that If my insurance company 

does make payment for services, I will be responsible for any co-payment, deductible, or co-Insurance that applies. 

Print Name: Date: 

Signature: 

HIPAA COMPLIANCE and NOTICE OF PRIVACY PRACTICES 

We are required to provide you with a copy of our Notice of Privacy Practices, which states how we protect, use and/or disclose your 

health information . Th!! notice contains important Information regarding your rights . 

Please choose an option below. By signing this form, you are acknowledging one of the following : 

-----
-----

I have received a copy of APRC's Privacy Practices 

1 am declining a copy of APRC's Privacy Practices and I understand that I may request and receive a copy at any time. 

Signature Date 
AUTHORIZATION TO RELEASE MEDICAL INFORMATION/FINANCIAL AGREEMENT 

I hereby authorize this office to release any information requested by my Insurance company to document my claim for benefits. 

I understand that I am personally responsible for full payment of all charges for my treatment. Services are payable at the time rendered 

Patient or Guardian Signature Date 
Patient Name: 



HISTORY Of PRESENTIUNESS 
Please indicate regions of complaint and the severity of symptoms. R R 

' f 
·, Please use the letters below I 

< ( ' ' to Indicate the type and \ 

Region Mild Moderate Severe 
' 

\ location of your pain and 
' \ ' J\ 

Headache Pain 1 2 3 4 5 6 7 8 9 10 

l' 
,I I I sensations. ., 

Neck Pain 1 2 3 4 5 6 7 8 9 10 R I R A= Acute 

Upper/Mid Back Pain 1 2 3 4 5 6 7 8 9 10 i ' B= Burning 
I I 

Low Back Pain 1 2 3 4 5 6 7 8 9 10 \• 
S= Stabbing 

'' 
Shoulder/Elbow/Wrist/hand Pain 1 2 3 4 5 6 7 8 9 10 ) N= Numbness 

Other 1 2 3 4 5 6 7 8 9 10 R L L R P=Pins/Needles 
Mark an X on the picture where you are continuing to have pain. 

PATIENT PAST MEDICAL, FAMILY, SOCIAL HISTORY 
Patient 

Family History Of 
Patient 

Family History Of 
Condltlon/Diiease History 

(M=mother/F=father) 
Condition/Disease History 

(M=mother /F=father) 
IY/Nl IY/Nl 

Arthritic Condition M F Smoker M F 

Cancer M F Alcohol M F 

Diabetes M F Headaches/Migraines M F 

Heart Problems M F Other M F 

High Blood Pressure M F Birth Control Medications 

Vascular Condition M F Currently Pregnant 

Lung Problems M F Exercise Regularly 

Usual Childhood Diseases M F INJURY /CONDITION BACKGROUND 
Unusual Childhood Dlstases M F When did lnjury/cond start? 

List of Medications Surgery/Hospitalization Date 
What makes this condition worse? 

What makes this condition better? 

Environmental/Medicinal Allergies Have you received previous treatment? 

Radiology Reports Performed? 
MRI CT SCAN XRAY 

Who have you seen for this condition? 

UV NV I Wtct It DtLUW I n1:, Lim:. rvK c;LIN 1,.AL:, I"'"" Vl'fLT 
REVIEW OF SYSTEMS 

CONSTITUT'L EYES EAR, NOSE, THROAT RESPITORY CARDIO MUSCULO GASTRO ISKIN/BREAS URINARY NEURO 

Hygiene Pain 

Fatigue Redness 

Fever/chills Flashing 

Weakness Floaters 

Weight loss Blurry 

Appetite Loss cataracts 

nausea Vision Loss 

NEG NEG 
PHYSICAL~M 
HT: TEMP: 
WT: BP: 

John Clendenin, DC 
Anthony J. Clendenin, DC 

Nose bleed Ringing In cough 

Stuffiness ears wheezing 

Discharge Ear pain phlegm 

Dry moutl1 Swollen blood cough 

Sore throat Glands shortness of 

breath 

NEG NEG NEG 

PULSE : Eyes 
ENT 

Date 

chest pain muscle pain diarrMea lesions Incontinence headaches 

palpations Joint pain constipation open sores burning durln1 dlulness 

fa intness neck pain heartburn wounds urnlnatlon head Injury 

tightness neck Injury difficulty rash fruequent 

stiffness swallowing bruising urgency 

hernia lumps blood In urine 

abdominal breast 

pain pain 

NEG NEG I NEG NEG NEG NEG NEG 

Respiratol'\ Skin GI Muscoloskeletal Psychological 
Cardiovasc GU Neurological Hem/Lvmoh 

Patient Signature 



Your Norn.e 

we a 1e hoppy iu provide our µufients wifh the option to pmticlpute in our on/Irie patient 
comrnunicuti, in s,,sfeni. -~ome lJl the features Include lhe ability to : 

Heque5t appointments viu ern<.lii 
'· onhrrn oppointments via efn "'til 
zf .~ceiv~~ i t'X t n ,c, '. sag..-J- appointm,n1t r en-lindf:r :.. 
.ubinit ~..,,,ut1eni \uiisfactlon sutveys 

i,;:det yow friends onllne 

t di,<. H11,~ .111d DO NOT wonr to receive texi nHf~~uge:i . 
l ,JC._ ,-:pi 011ci DO want lo n~ceivft text messu~J<.~s. (HII o u1 infoimotion 

hl.'lr;'/1. oolSJtl ,_11,d date) 

Yu 11 i.,H•'! , .. h,,:•.,.f(, d1 : .. t..,1H1nuc /()Ur part1c..1potio111nour on li 11t: co1n,11unlcotlot1 :;;ysh:nn 

t1t ... mv 1i1rn: ·•,Jinp1y :j y •.!Jf.ktn\J 11i,_• "tmsuhs cribe ·· link found ,.11 rhe b0ttorn of ench emrnl. 

ur hy i·!·'p1yir1q ·,roP" tu u it:xi nI1?. ssage frorn us. Stondard texl rru~~~oging rnte s may 

,,q:,piy 

Plt·!USt-: i::nuv1Ue us with the toliowing contact intorn,ation: 

\Vv u;;...:. d ;1 :, 1;1f,;1, "!ul1t,,n :)r: 1,. lly i<>1 ihc.· purpc~cs ot , .. 01nn1urncu·,i,i~ v.-1ti1y(>u rno11:..• 

t•Hk:i•inii•r • >ur ii\lui is !I, r,1r:viti1.: y•)u with f:x1~el!Oi t treatmeni u'.; Wt•il q5 overall :;0rvic(~ 

ond ",t:1 ihi:Jt . ti1li1 We 1n 11 y d1sclo<;c t:iotlent health intorrnotlon (f'HI) tu ihlrd partl (:!. thc1t 
i>1~ilot1 ·1: •,t:rv 11.; •,k,, lhi, pt ,• ctlt (• 111tht3' arlniinistr,Jtiun of yout be11ctds i11 oc::corclor,ci: 
V\lfth ttiPL,/\ Tht:_. • •• iH.ttH•:• , (1!t' 1, 1.p.llrecJ bv lc1Vv h..·> c.;\<.J1• (J c·. t,r~ ·hc:1:, 1 <1<_,, ... ,~i-~ -t<> f">,, .,. f~.,. ... ,. H, •• 

c. { . .ii1fidu.ifa1111y ,,;your l'HI You , PHI may be di:iclo!>e•l to ari att illc1tc-:1 lhtJf perform::. 

•: t•1viL O'> tot H1h ;.Jlu(.tie.. c I!; HH~ ad,,11,-,is trotion of your ben efits . Ou, c.:,ttlliotes do not s~>II. 

:. hrn1...• Ui reni cn11 v:,ei"~ P•=-" 1!.onolly ioentifiable lnformotion unless required by iow. do nt.•f 

~.end any t•-nitiii ~, other <...omrnuni tatlons w ithO lJt yow pennission , c:m(j do not send 

$porn 

Signotur1o,: 



Allied Pain Relief Clinics Inc. 
1160 Niles Cortland RD Niles, OH 44446 

330-652-4222 (p) ~ 330-652-0574 (f) 

Patient Name: ___ _________ Date: _________ _ 

Terms of Acceptance 
Jhc goul ,)four utfice is to cnabk patients to gain control of their health. ·1 o attain this \\C belic,·c communication is the kc). Then: arc 

often topic~ that un:- hard to under::;tand and \\C hope this document will clarif} thosi.: i~sues for :,-ou. 

Please r~ad the belo\\ antl 1! )ou huvc an; quc~tion~ plca:,c feel free to a!>h. one of our stnff member~. 

Informed < 'on:sent: 

A patient, in i,:(1rn1ng 10 the ehirupnu.:t1i.: douor, gi,es tho.: doctor pcr1111~~iun and autlwrit) to care for the patient m uccordance with the 
d11roprai.:tie tcsr~. diag.iiosi~. and unal:, ~is . I he chiroprnctic adjustment or other clinical procedun.:~ urc w,11ally beneficial find scldl)nl cause 

any problern~ . In ntre case~. undcrly ing ph) ~icnl defel.:ts, deformities or pathologies ma} rcndl'r the patient susceptibh: to injury. The 
doctor. of' cliurse, will not give any trcatmen1 or care if he: she is aware that such rnrc ma~ be cuntra-in<licuted. Again, it is tht' 

rc,ponsibil11) ot 1ht: patient to mah.t· it h.no" n. or to !cam through h!.!nltheare procedures what he ~he is :.uffering from : latent pathological 
defects, illlle~~t~s or deformities \\llich \.\ould otherwise not come to the attention of the chiroprnctic physician. l'he chiropractic doctor 

provides a ~pc•ciali1eu. nPn-<luplii.:ttting health care service. Your doctor of chiropractic is licet1\cd in a special practice and is available to 
,, or!- with othi:r t} pcs of pro, idcr~ in your health cart' regimen . I understand that if I am acccptcd as II p111ient by a physician at All ied P1t in 

Reli~f CUnics, I am auU1ori1.ing them to prncccd \.\ ith an) treutment that they deem ncces<,ary . f-'urthel'morc. nny risk involved, regarding 
cltiropnu.:tic treatment. will be explained to me upon my request. 

Missed Appointments: 

l'herc i~ a possible foi.: charged for nil appointment!) that are not canceled prior to scheduled visit. 

An;' rna.,:.llgc appoint111cnt that i!, to sclwdu led appoi1111rn:nt will be charged 

Consent to Evoluate and Treat a Minor: 

l. . being the parent or legul guardian or , have read and fu ll\· 
unckr~wnd the abu\ c term~ of acceptance and hereby grant permission for ·Ill) chil<l to r~ceive chiroprnciic care. • 

~<l!nmunic»tign.s: 
In the event that \\C \\!HIid need to communicate your healthca~ information. to 1~hom nrnj 11c do so'.' 

~pou,c : 

Childn:n : 

No l>llc: 

i\.1 .. 1~ \A1,..· ll:,1'-l.' 111c,-..nJ...'.l.: ' 11.!),pu·d1t1b!- ,.,._u11 , ..... .-.,,-.11al ll~Hlth..: u1 c i11l,,1 · , ,,~,ti<.H> ~.,, ''''!- .~ .. .. ....... -,:,,a:,s. 1..._ • ..._ · ~"'- · 

ix . hn1rn: a11~1\ering machines or voicemails'? Yes [ J No [ J 
May 1,c contact )ou via cnrnil ? Yes {] No ( J 

Acknowlt!dgement and HIPPA rights to medical privaq· 
I hu\e m~cl und '.ull) undt:r~t.md tht: ~bove statements. I have revitwed the notice of privacy practices (HIPAA) and haw been providt!d an 
opportunlt;i, to d,~~u~s my right tu pnval')' . lJpon request I will be given 11 copy . Request copy (circle y for a copy of HIPPA righ ts-Y N 

Print Name: 

Signature: _ .. ·- ---· Date: 


