v
NA~
FOUNTAINcrLIFE

C-HI'R-O-P-R-ACTIC

Confidential Patient Record

Patient Information Insurance Information
Name: Subscriber:
Address: Relationship: pos: __/ /
Insurance Company:
SSN #: ID#: GRP#:
Home #: Cell #: s patient covered by additional insurance? OYes U No
Email:

Assignment and Release
Can we text and email you? UOves ONo
I, the undersigned, certify that | (or my dependant) have
Gender: [Im UF Age: _____ DOB:__/ / insurance  coverage  with and
assign directly to the doctors of Fountain of Life
Chiropractic all insurance benefits, if any, otherwise
payable to me for services rendered. | clearly understand

and agree that | am financially responsible for all charges

Osingle OMarried Uwidowed USeparated Divorced

Who referred you?

Occupation: whether or not paid by insurance. | hereby authorize the
doctor to release all information necessary to secure the
Employer: payment of benefits. | authorize the wuse of this

signature on all insurance submissions.
Emergency Contact

Name: Relationship: Patient or Responsible Party’s Signature

Home #: Cell #:

Relationship Date

HIPAA Acknowledgment of Receipt of Notice of Privacy Practices
I acknowledge that | have received a copy of Fountain of Life Chiropractic's ‘Notice of Privacy Practices’. This Notice describes how
Fountain of Life Chiropractic may use and disclose my protected health information, certain restrictions on the use and disclosure of my
healthcare information, and rights | may have regarding my protected health information. By signing this form, you consent to our use
and disclosure of protected health information about you for treatment, payment and health care operations. Your information will be
disclosed to your insurance company and physician for billing purposes and to federal and state reporting agencies. You have the right to
revoke this consent, in writing, except where we have already made disclosures in reliance on the consent.

Informed Consent
| hereby authorize the doctor to examine and treat my conditions deemed appropriate through the use of chiropractic care, and | give
authority for those procedures to be performed. | understand that chiropractic is not an exact science and that my care may involve
judgments based upon facts and information known to the doctor. The doctor uses judgment to anticipate or explain risks and
complications and an undesirable result does not indicate an error in judgment. No guarantee for results can be made or expected but
rather | wish to rely on the doctor to choose and recommend a best course of treatment based upon facts known that is in my best
interests. | further understand that there are certain degrees of risks associated with chiropractic health care and physical therapy, which
includes rarely, but not limited to fractures, disc injuries, strokes, and strain/sprains and am therefore willing to accept and consent to the
risk associated with the care that | am about to receive.
Authorization
| give Fountain of Life Chiropractic the right to release any records, and pertinent material to any third party. | hereby instruct, direct, and
authorize my insurance company to pay directly to Fountain of Life Chiropractic, for any professional services.
MY SIGNATURE IS AN ACKNOWLEGEMENT THAT | HAVE READ AND UNDERSTAND THE POLICIES ABOVE AND AGREE TO ABIDE BY SAMH

Patient or Responsible Party’s Signature Witness Signature Date




Confidential Patient History

Major symptoms/complaints:

How did your symptoms start? Date condition began: / /
Average pain intensity: Last 24 Hours nopain123456789 10 worst pain
Past Week nopainl123456789 10 worst pain

How often do you experience your symptoms? DConstantIy (76-100% of the time) DFrequentIy (51-75% of the time)
Ooccasionally (26-50% of the time) intermittently (0-25% of the time)

Describe the nature of your symptoms: DSharp DBurning DRadiating DShooting DStabbing
DThrobbing DTightness DTininng Opull ONumb  Oother:

How much have your symptoms interfered with your usual daily activities?
ONotatall  OAlittlebit OModerately U Quite abit (JExtremely

In general, how would you say your overall health is right now?
U Excellent OVerygood U Good O Fair U Poor

Have you been to a chiropractor before? When was your last visit?

Major injuries or surgeries:

Medications & Usage:

Family doctor: Are you pregnant? OyYes UNo Date of last menstrual cycle:

Have you been in an auto accident or any other personal injury? When? Describe:

Review of Systems
Please check conditions or symptoms you currently have or have had in the past:

OAIDS/HIV UEpilepsy UHigh Blood Pressure  UMultiple Sclerosis OScarlet Fever
OArthritis UEye Problems UHigh Cholesterol UNausea Ospinal Conditions
OAsthma OGoiter Jaw Pain/TMJ ONeurological Problems  OStroke

OBalance Impaired UGout UKidney Disease UOosteoporosis OThyroid problems
UBurning Eyes UHeadaches UKnee Pain OpPacemaker OTuberculosis
Ocancer UHearing Problems OLightheadedness OParkinson’s OTumors/growths
UDepression UHeart Attack ULiver Disease Opinched Nerve OUlcers
UDiabetes UHeart Disease UOLoss of Grip OPneumonia Ovaricose Veins
UDizziness UHepatitis UOLoss of Concentration  OPolio OWhiplash
UDrug Use UHernia UOLoss of Memory OProstate problems Oother
OEating Disorder UHerniated Disc UOMenstrual Problems ~ OPsychiatric
UElbow Pain OHerpes UMononucleosis URheumatoid Arthritis

Exercise Work Activity Lifestyle

UNone UDaily Usitting OLight Labor ~ USmoking Packs/Day __ UCoffee/Caffeine Cups/Day
UModerate UOHeavy  Ostanding  UHeavy Labor  UAlcohol Drinks/Day __ OHigh Stress Level Reason:

Printed Patient Name Patient or Responsible Party’s Signature Date






