CONFIDENTIAL Coastal Spine and Rehab Center

HEALTH INFORMATION 19910 Fivay Road, Sute 10
iver's li i i Phone: 727-862-3509
. Please.allow our staff llo photpcopy your driver's Ilcgnse and msurapce details. Fax. 727-862.3500
All information you supply is confidential. We comply with all federal privacy standards. www.coastalspinefla.com
Please print clearly.
ONo OYes  When?
Whom may we thank for referring you? If so, whom?
Your Last Name — Your Social Security Number  Birth Date (MM/DD/YYYY) Age
Your First Name Your Middle Name (or Initial) ~ Gender Race

OMale O Female

Address Marital Status OMarried  Ethnigity
OSingle O Divorced
OWidowed O Separated

City State/Province ZIP/Postal Code Preferred Language
Home Phone Cell Phone - ~ Spouse's Name
Email Address ~ Child’s Name and Age
Emergency Contact Emergency Contact's Phone Child’s Name and Age
Your Occupation v e Child’s Name and Age
Your Employer R o Work Phone
Address May we contact you at work?
OYes ONo
City ~ State/Province  ZIP/Postal Code Preferred method of contact?

OHome Phone O Cell Phone
OWork Phone  QEmail

Primary Care Provider's Name

Insurance Carrier Policy Number

Insured's Last Name Birth Date (MM/DD/YYYY) Who carries this policy?
OSell OSpouse O Parent

Insured’s First Name Insured’s Middle Name (or Initial)

Insured’s Employer

Address

City State/Province ZIP/Postal Code ~ Employer's Phone

NOILVINHOZNI HLTV3H TVLLNIAIANOD



1. The symptom(s) that have prompted me to seek care today include:

2. And are the result of (darken circle): O An accident o injury
OWark O Auto O Other

O Aworsening long-term problem
O Aninterest in. O Wellness O Other

4. Intensity (How extreme are your
current symptoms?)

3. Onset (When did you first notice
your current symptoms?)

5. Duration and Timing (When did it start and how often do you feel it?)
; QOConstant O Comes and goes. How Often?

Absent Uncomfortable Agonizing

6. Quality of symptoms (What does 7. Location (Where does it hurt?) 8. Radiation (Does it aifect other areas of your body? To what areas does the

it feel like?) Circle the area(s) on the illustration, pain radiate, shoot or lravel.)
“0" lor current condition
ONumbness *X" for conditions experienced in the past
OTingling
QO Stiffness 9. Aggravaling or relieving faclors (What makes it better or worse, such as
time of day, movements, certain activities, elc.)
Qoull
What fends to worsen
QO Aching the problem?
O Cramps What tends fo lessen
O Nagging the prablem?
QO Sharp 10. Prior interventions (What have you done to relisve the symptoms?)
O Burning Q Prescription medication O Surgery Olee
QO Shooting QO Owerthe-counterdrugs O Acupuncture - OHeat
QO Throbbing QO Homenpathic remedies QO Chiropractic Other
QO Stabbing O Physical therapy O Massage
QO Other

11. What else should Dr. Crandall know about your current condition?

12. How does your current condition interfere with your:

Work or career:

Recreational activities:

Household responsibilities:

Personal relationships:

13. Review of Systems

Chiropractic care focuses on the integrity of your nervous system, which cantrols and regulates your entire body. Please darken the circle beside any condition that yeu've

Had or currently Have and initial fo the right.

a. Musculoskeletal

Have Had Have Had Have Had Have Had Have NONE O
O OO0steoporosis O O Arthritis O OScoliosis O O Neck pain QO OBack problems O OHlp disorders
O OkKneeinjuriess QO QO Footfankle pain O QO Shoulder problems QO Elbow/wrist painQ QO TMJissues QO QPoor posture  Initials
b. Neurological
Had Have Had Have Had Have Had Have Had Have Had Have NONEQ
O OAnxiety O O Depression O OHeadache O O Diziness O O-Pinsand O ONumbness
& Bisiiomtotiar: needles Initials
Had Have Had Have Had Have Had Have Had Have Had Have NONEQ
O OHigh blood O Olowblood O Otighcholesterol O O Poorcirculation O O Angina O OExeessive
pressure pressure bruising Initials ___
d. Respiratory
Had Have Had Have Had Have Had Have Had Have Had Have NONEQ
O Onsthma O OApnea O OEmphysema O O Hayfever O Osh Sf 3 QO OpPneumonia Gl
L
¢. Digestive of breal —
Had Have Had Have Had Have Hat Have Had Have Had Have NoNED
O O Anorexiabulimia O O Ulcer O OfFood sensitivities O O Heartbumn O Oconstipation O ODiarrhea
1. Sensory o —
Had Have Had Have Had Have Had Have Had Have Had Have noneQ
O Osuredvision O ORinginginears O OHearingloss O OCh’romcear O Olossofsmell O OlLoss of taste i
infection el ——
9. Skin injec
Had Have Had Have Had Have Had Have Had Have Had Have NONEQ
O Oskincancer O OPsoriasis O Otczema O OhAcme O OHair loss O ORash

Initizls

Patienl name

Patient Number
(office use only)

Consultation Notes

Doctor’s Initials

Coastal Spine and Rehah Center




(Continved from previous page)

h. Endocrine
Had Have Had Have Had Have Had Have Had Have Had Have NONEQ)
O OThynidissues O O Immune O OHypogiycemia O O Frequent O O Swollenglands O O Low energy -
; Initizls ___
i. Genitourinary disorders infection ‘~
Had Have Had Have Had Have Had Have Had Have Had Have NoNEQ)
O Okidneystones O O Infertility O OBedwetting O OProstateissues O O Erectile O OPMS symptoms ki
j. Constitutional dystunction
Had Have Had Have Had Have Had Have Had Have Had Have noeQ
O OfFainting Q OLlowlibido QO OPoor appetite O O Fatigue O O Suadden weight O O Weakness
j gain/loss (citle one) initials
Past Personal, Family and Social Hislory
Please identify your past health history, including accidents, injuries, ilinesses and treaiments. Please complete each section fully.,
14. llinesses 15. Operations 16. Treatments
Check the ilinesses you have Had in the past or Have now. Surgical interventions, which may or Check the ones you've received in the
Had Have Had Have may not have included hospitalization. Past or are receiving Currently.
O O aps O O Tuberculosis O Appendix removal Past  Currently
O O Acoholism O O Typhoid fever QO Bypass surgery O O Acupuncture
O O Allergies O O Ulcer O Cancer O O Antibiotics
O O Aeriosclerosis O O Other: QO  Cosmetic surgery O O sBirhcontrol pills
O O Cancer QO Elective surgery: O O Biood transtusions
O O Chicken pox p— O O Chemotherapy
8 8 Dlgbetes Are you allergic fo any medications? O Eyesugery o O C,"”"‘?’“"“ e
Epilepsy A O Hysterectomy O O Dialysis
O O Glauwoma o O  Pacemaker O O Hems
- : O O tvespeasetir :
< O O Goiter O Spine O O Homeopathy
4 O O Gout O QO Hormone repiacement
4 O O Heart disease O O Inhaler
O O Hepatitis O Tonsillectomy O O Massage therapy
O O HVPositive O Vasectomy QO O Pnysicaltherapy
O O Makra O Other O . O Medications
O O Measles (Pl it below all presoripion, over-he-couner
O O Multiple Sclerosis rernulinaies o s
O O Mumps 18. Injuries
O O Polio Have you ever...
O O Rheumatic fever O Hadatractured or broken bone O Used a crutch or other support
O O Scarletfever QO Hadaspine or nerve disorder O Used neck or back bracing
O O Sexullytransmitted disease O Been knocked unconscious O Received atattoo
O O Soke O Beeninjuredinanaccident O Hada body piercing

19. Family History

Some health issues are hereditary. Tell Dr. Crandall about the heaith of your immediate family members

Relative Age (If living) State of health llinesses Age at death Cause of death
Good Poor Natural Hiness
Mother (@ D) YRGS
> Fgmer RO O
s Sister 1 O O (@@
=y Sister2 O O 050
Brother 1 O O Q0O
Brother 2 @) ®) Q0O
OO O
20. Are there any other hereditary health issues that you know about?
21. Social History
Tell Dr. Crandall about your heaith habits and stress levels.
Alcoholuse  ODaily OWeekly How much? Prayer or meditation? OYes ONo
Coffeeuse  ODaily OWeekly How much? Job pressure/stress? OYes ONo
Tobaccouse  QODaily OWeekly How much? Financial peace? OYes ONo
5’ Exercising  ODaily OWeekly How much? Vaccinated? OYes ONo
8 Pain relievers O Daily OWeekly How much? Mercury fillings? OYes QONo
Ml 5o drinks ODaily OWeekly How much?, Recreational drugs? OYes ONo
Water intake O Daily OWeekly How much?

Hobbies:

Patient name

Patient Number
(office use only)

OAll other systems negative

Consultation Notes

Dactor’s Initials

Coastal Spine and Rehab Center



22. Activities of Daily Living
How does this condition currently interfere with your life and ability to function?

No Mild  Moderate  Severe No Mild  Moderate  Severe Patient name
Etfect Effect Effect Etfect Effect Etfect Effect Effect
Sitting O O O O Grocery shopping O O—0 O
Rising out of chair O O O O Household chores O O O O Patient Number
(office use only)
Standing O O O @) Lifting objects o Oeoeore O——-O—0
Walking O O O O Reaching overhead O O O O
Lying down O O ‘D, O Showering or bathing O O O 'Q)
Bending over O O O 'Q) Dressing myself O— O—0
Climbing stairs O O O O Love life O '®. O '®)
Using a computer ) 'Q; O ) Getting to sleep O O O O
Getting in/out of car O O O Q) Staying asleep O O O O
Driving a car O O O O Concentrating O O O O
Looking over shoulder —O O O O Exercising O— O O
Caring for family O O O QO Yard work =0, O O O
23. What is the major stressor in your life? 24. How much sleep do you average per night? Hours
25. What is the type and approximate age of your matiress and pillow? 26. What is your preferred sleeping position?
27. Describe your typical eating habits: O Skip breakfast (O Two mealsaday O Three meals aday (O Snacking between meals
28. What would be the most significant thing that you could do to improve your health?
29. In addition to the main reason for your visit today, what additional health goals do you have? g
=
S
kS
g
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To set clear expectations, improve communications and help you gel the best results in the shortest amount of time, please read each statement and initial your agreement.

I instruct the chiropractor to deliver the care that, in his or her professional judgement, can best help me in the
restoration of my health. | also understand that the chiropractic care offered in this practice is based on the hest
available evidence and designed to reduce or correct vertebral subluxation. Chiropractic is a separate and distinct
healing art from medicine and does not proclaim to cure any named disease or entity.

nittals

| may request a copy of the Privacy Policy and understand it describes how my personal health information is

— protected and released on my behalf for seeking reimbursement from any involved third parties.

i | realize that an X-ray examination may be hazardous to an unborn child and | certify that to
~the best of my knowledge | am not pregnant. Date of last menstrual period (MM/DD/YYYY):

_— | grant permission to be called to confirm or reschedule an appointment and to be sent occasional cards, letters,
~ emails or health informatian to me as an extension of my care in this office.

o | acknowledge that any insurance | may have is an agreement hetween the carrier and me and that | am responsible
~ for the payment of any covered or non-covered services | receive.

- To the best of my ability, the information | have supplied is complete and truthful. | have not misrepresented the

presence, severity or cause of my health concern.

If the patient is a minor child, print child’s full name:

Doctor’s Initials

Coastal Spine and Rehab Center

Signature Date (MM/DD/YYYY)




Coastal Spine and Rehab Center
13910 Fivay Road, Suite 10, Hudson, FL 34667
Phone: 727-862-3509 Fax: 727-862-3500

ITATTENTION PATIENTS!!

In an effort to improve communication with our patients, as of January 11t", 2021 we are
implementing a new method of contact to remind patients of their upcoming appointments.
This new method will incorporate email and text messaging.

Please confirm and/or update your information with the front desk to ensure proper delivery of
our new communication system.

If you choose to opt out of this communication please inform the front desk.

Please bear with us as we implement this new program. As always, your feedback is greatly
appreciated. Thank you!

Yours In Health,

The Coastal Spine and Rehab Center Team

By signing you acknowledge that you have read and received this notification

Patient Signature: Date:

Print Name:

Please Initial below:
| wish to be a part of this communication

| do not wish to be a part of this communication

If yes, please provide your most current email address and/or phone number below!

Email Address:

Cell Phone Number:

This notification will be placed in your chart.



Coastal Spine and Rehab Center

13910 Fivay Road, Suite 10, Hudson, FL 34667
Phone: 727-862-3509 Fax: 727-862-3500

ACKNOWLEDGMENT OF RECEIPT OF HIPAA PRIVACY NOTICE

l, , have received a copy of this office’s Notice of
Privacy Practices. | understand that | have certain rights to privacy regarding my protected health
information. | understand that this information can and will be used to:

Conduct, plan and direct my treatment and follow-up among the health care providers who may be directly and
indirectly involved in providing my treatment.

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

Patient

Signature

Date

For Office Use Only

We attempted to obtain written Acknowledgment of receipt of our Notice of Privacy Practices, but
Acknowledgment could not be obtained because:

O Individual refused to sign

O Communications barriers prohibited obtaining the Acknowledgment
O An emergency situation prevented us from obtaining Acknowledgment
O

Other (Please Specify)

Staff signature Date




Coastal Spine and Rehab Center
13910 Fivay Road, Suite 10, Hudson, FL 34667
Phone: 727-862-3509 Fax: 727-862-3500

Financial and Office Policies

At Coastal Spine and Rehab Center we are committed to providing you with the best possible care, and we are pleased to discuss our
professional fees with you at any time. Your clear understanding of our Financial and Office Policies are important to our professional
relationship. Please ask if you have any questions about our fees or our Office Policy.

Insurance Coverage:

Your insurance policy is an agreement between you and your insurer, not between your insurer and this clinic. Like all types of care,
coverage for chiropractic services varies from insurer to insurer and plan to plan. Most insurance policies require the beneficiary to pay
co-insurance, co-payment and/or a deductible. Our clinic will call your insurer to verify your benefits; however, we are not responsible
for your insurer’s final payment and benefit determinations.

In order to help you determine your responsibility toward payment for services, please read the following, and initial your preference for
the method of payment of your account. Please notify this office if the status of your insurance changes.

Private Pay: (please initial)

A As I have no insurance, I agree to assume all responsibility and to keep my account current by paying for services when they are
rendered
B I have insurance, but I wish to file my claims personally, and [ agree to assume all responsibility and to keep my account current

by paying for each visit at the time services are rendered.

Health Insurance (please initial)
C I would like this clinic to bill my insurance. I understand I am responsible for the costs of treatment.

* All patients MUST complete our Patient Information forms completely prior to seeing the doctor.
* Payment in full is due at the time of service.

* Please discuss any scheduling or financial matters with the front desk personnel.

* We accept cash, checks and credit cards - Visa and MasterCard

* RETURNED CHECKS: There is a service charge of $25.00 for any returned checks.

ALLERGIES: Please list any and all allergies you may have on our Patient Intake Form as well as discuss them with the doctor. Many of our
patients suffer from allergies. Please do not wear any scents to our office. This includes perfume, cologne or strong scented body lotions or
powder. We thank you in advance for this courtesy to our other patients.

PACEMAKERS, SURGICAL IMPLANTS, KNEE and HIP RELACEMENTS: Please list any and all of the aforementioned items in your Patient
Intake form as well as inform the doctor on your first visit. Some of our therapy modalities are contraindicated for these conditions.

THANK YOU FOR UNDERSTANDING OUR FINANCIAL AND OFFICE POLICIES. PLEASE LET US KNOW IF YOU HAVE ANY QUESTIONS OR
CONCERNS.

[ understand that all health services rendered to me and charged to me are my personal financial responsibility. By signing below, [
understand and agree to the conditions of this policy.

Signature Date




Coastal Spine and Rehab Center
13910 Fivay Road, Suite 10, Hudson, FL 34667
Phone: 727-862-3509 Fax: 727-862-3500

Informed Consent

| hereby request and consent to the performance of chiropractic treatments (also known as chiropractic adjustments or
chiropractic manipulation treatments) and any other associated procedures: physical examination, tests, diagnostic x-rays,
physiotherapy, physical medicine, physical therapy procedures, etc. on me by the doctor of chiropractic named above and/or
other assistants and/or licensed practitioners.

| understand, as with any health care procedures, that there are certain complications, which may arise during chiropractic
treatments. These complications include but are not limited to: fractures, disc injuries, dislocations, muscle strain, cervical
myelopathy, costovertebral strains and separations. Some types of manipulation of the neck have been associated with injuries
to the arteries in the neck leading to or contributing to complications including stroke.

The probability of those risks occurring. Fractures are rare occurrences and generally result from some underlying weakness of
the bone which we check for during the taking of your history and during examination and X-ray. Stroke and /or vertebral artery
dissection caused by chiropractic manipulation of the neck has been the subject of ongoing medical research and debate. The
most current research on the topic is inconclusive as to a specific incident of this complication occurring. If there is a causal
relationship at all, it is extremely rare and remote. Unfortunately, there is no recognized screening procedure to identify patients
with neck pain who are at risk of a vertebral artery stroke.

Some patients will feel some stiffness and soreness following the first few days of treatment. The Doctor will make every
reasonable effort during the examination to screen for contraindications to care; however if you have a condition that would
otherwise not come to the Doctor’s attention it is your responsibility to inform the Doctor.

| do not expect the doctor to be able to anticipate all risks and complications, and | wish to rely upon the doctor to exercise
judgment during the course of the procedure(s) which the doctor feels at the time, based upon the facts then known, that are in
my best interest.

| have had an opportunity to discuss the nature, purpose and risks of chiropractic treatments and other recommended
procedures. | have had my questions answered to my satisfaction. | also understand that specific results are not guaranteed.

If there is any dispute about my care, | agree to resolution by binding arbitration according to the American Arbitration
Association guidelines.

| have read (or have had read to me) the above explanation of the chiropractic treatments. | state that | have been informed and
weighed the risks involved in chiropractic treatment at this health care office. | have decided that it is in my best interest to
receive chiropractic treatment. | hereby give my consent to that treatment. | intend for this consent to cover the entire course of
treatment for my present condition(s) and for any future condition(s) for which | seek treatment.

SIGN ONLY AFTER YOU UNDERSTAND AND AGREE TO THE ABOVE.

Printed Name of Patient

X
Signature of Patient Date
X
Signature of Representative Date

(if patient is a minor or is handicapped)

X
Witness to Patient’s Signature Date




