Welcome

Patient Information T

Date Who is responsible for this account?
SS/HIC/Patient ID # Relationship to Patient
Patient Name Insurance Co.
Last Name
Group #
First N Middle Initi s Fee i
prame R Is patient covered by additional insurance? I:lYes DNO
Address
Subscriber's Name
City
Birthdate SS#
State Zip
Relationship to Patient
E-mail
Insurance Co.
sex[M [JF Age
Group #
Birthdate ASSIGNMENT AND RELEASE
. " . i i . i i ith
DMarrled |:|W|dowed DSlngle DMlnor I certify that I, and/or my dependent(s), have insurance coverage wi
. and assign directly to
|:|Separated |:| Divorced I:l Partnered for years Name of Insurance Company(ies)
Occupation Dr. all insurance benefits,
l if any, otherwise payable to me for services rendered. | understand that | am
Patient Employer/School financially responsible for all charges whether or not paid by insurance. |

authorize the use of my signature on all insurance submissions.
Employer/School Address

The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
Employer/School Phone ( ) benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Spouse’s Name

Birthdate Signature of Patient, Parent, Guardian or Personal Representative

SS#

, Please print name of Patient, Parent, Guardian or Personal Representative
Spouse’s Employer

Whom may we thank for referring you? Date

Relationship to Patient

Phone Numbers Accident Information

Home Phone ( ) Is condition due to an accident? []Yes[]No

Cell Phone ( ) Date

Best time and place to reach you Type of accident [ JAuto [ JWork [ JHome [ ]Other
IN CASE OF EMERGENCY, CONTACT P D D D I:'

To whom have you made a report of your accident?

N
= [JAuto Insurance [_] Employer [_JWorker Comp. [_]Other
Relationshi
2 Attorney Name (if applicable)
Home Phone ( )
Work Phone ( )

Patient Condition

Reason for Visit

When did your symptoms appear?
Is this condition getting progressively worse?[_JYes [JNo [ JUnknown

Mark an X on the picture where you continue to have pain, numbness, or tingling.
Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

Type of pain: Sharp Dull Throbbing Numbness Aching Shooting
Burning Tingling Cramps Stiffness Swelling Other

How often do you have this pain?

Is it constant or does it come and go?
Does it interfere with your[ JWork [ ]Sleep []Daily Routine [ ] Recreation
Activities or movements that are painful to perform[_]Sitting [ _]Standing [_Walking [_]Bending []Lying Down
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Health History

What treatment have you already received for your condition?|:| Medications

[Jsurgery []Physical Therapy

[ chiropractic Services

[CONone  []Other

Name and address of other doctor(s) who have treated you for your condition

Date of Last: Physical Exam Spinal X-Ray
Spinal Exam Chest X-Ray
Dental X-Ray MRI, CT-Scan, Bone Scan

Place a mark on “Yes” or “No” to indicate if you have had any of the following:

Blood Test

Urine Test

AIDS/HIV [JYes [JNo Diabetes [Oves [JNo  Migraine Rheumatic Fever [_]Yes []No
Alcoholism [Yes [JNo  Emphysema [JYes [Jno - Headaches [ves [INo  gcariet Fever [Jyes [INo
Allergy Shots [JYes [JNo  Epilepsy [JYes [JNo Miscarriage [dves [INo  gyroke [IYes []No
Anemia [CJYes [JNo  Fractures [Q¥es [JNo  Mononucieosis Cdves CINo  gyicige Attempt  [JYes []No
Anorexia [JYes [JNo Glaucoma [Qves [JNo Multiple Sclerosis [ves [Ino Thyroid Problems [ JYes []No
Appendicitis [Jves [JNo  Goiter [Jves [No  Mumps Cves CINo  pongintis [JYes [JNo
Arthritis [JYes [JNo  Gonorrhea [Ives [JNno  Osteoporosis [ves CINo  mypercuiosis [dYes [INo
Asthma [JYes [JNo  Gout [Qves [No  Pacemaker Cves TINo  qumors, Growths [Jyes [INo
Bleeding Heart Disease [ JYes [JNo  Parkinson’s Typhoid Fever [ _JYes [ ]No
i Disease Ye N

Disorders [lves [INo Hepatitis [Ives [INo PinI:r?e = EY:: ENZ Ulcers [IYes []No
Breast Lump Cl¥es [INo  Hermia [CIves [INo B [Jves [INo Vaginal Infections [_]Yes []No
Bronchitis Clves [INo  Hermiated Disk [Ives [INo 5 CJves [INo Venereal Disease [ _]Yes [ ]No
Bulimia [Yes []No Herpes [Jves [Ino Whooping Cough [_JYes [ ]No
Cancer I:IYeS |:|No . Prostate Problem |:|Yes |:|No

High Cholesterol [ JYes [JNo : [lves [] Other
Cataracts |:|Yes D No Kidnay i D D Prosthesis Yes No
y Disease Yes No - I:l I:l

Chemical Liver Discase |:|Yes I:l s Psychiatric Care Yes No

Dependency [ JYes [ ]No S . , Rheumatoid
¥ on Pox [Jves [No easles [dves [ONo  arthritis [IYes [JNo
EXERCISE WORK ACTIVITY HABITS
[INone [ sitting [CJsmoking Packs/Day
[IModerate [Jstanding [JAicohol Drinks/Week
|:|Daily |:| Light Labor DCoffee/Caffeine Drinks Cups/Day
|:|Heavy |:| Heavy Labor |:|High Stress Level Reason

Are you pregnant? [ ]Yes [ |No Due Date

Injuries/Surgeries you have had Description

Falls

Date

Head Injuries

Broken Bones

Dislocations

Surgeries

Allergies Vitamins/Herbs/Minerals

Pharmacy Name

Pharmacy Phone ( )







to limit the Practice’s use or disclosure, or both, and to whom you want the limits to apply. If the Practice
agrees to your request, the Practice will comply with your request unless the information is needed in order
to provide you with emergency treatment.

(c) Receive confidential communications or PHI by alternative means or as alternative locations as provided by
Privacy Rule, Section 164.522(b). For instance you may request all written communications to your marked
“Confidential Protected Health Information”. You must make your request in writing to the Practice’s Privacy
Officer. The Practice will accommodate all reasonable requests.

(d) Inspect and copy your PHI as provided by Federal law (including Privacy Rule, Section 164.524) and State
law. To inspect and copy your PHI, you must submit a written request to the Practice’s Privacy Officer. The
Practice and charge you a fee for the cost of copying, mailing or other supplies associated with your request.
In certain situations that are defined by law, the Practice may deny your request, but you will have the right
to have the denial reviewed as set forth more fully in the written denial notice.

(e) Amend your PHI as provided by Federal law (including Privacy Rule, Section 164.526) and State law. To
request an amendment, you must submit a written request to the Practice’s Privacy Officer. You must
provide a reason that supports your request. The Practice may deny your request if it is not in writing, if you
do not provide a reason in support of your request, if the information to be amended was not created by the
Practice (unless the individual or entity that created the information is no longer available), if the information
is not part of your PHI maintained by the Practice, if the information is not part of the information you would
be permitted to inspect and copy, and/or if the information is accurate and complete. If you disagree with
the Practice’s denial, you will have the right to submit a written statement of disagreement.

(f) Receive and accounting of disclosures of your PHI as provided by Federal law (including Privacy Rule, Section
164.528) and State law. To request an accounting, you must submit a written request to the Practice’s
Privacy Officer. The request must state a time period, which may not be longer than six (6) years and may
not include dates before April 14, 2003. The request should indicate in what form you want the list (such as
paper or electronic copy). The first list you request within a twelve (12) month period will be free, but the
Practice may charge you for the cost of providing additional lists. The Practice will notify you of the costs
involved and you can decide to withdraw or modify your request before any costs are incurred.

(8) Receive a paper copy of this Privacy Notice from the Practice (as provided by Privacy Rule, Section
164.520(b)(I)(iv)(F)) upon request to the Practice’s Privacy Officer.

(h) Complain to the Practice or to the Secretary of HHS (as provided by Privacy Rule, Section 164.520(b)(1)(iv)) if
you believe your privacy rights have been violated. To file a complaint with the Practice, you must contact
the Practice’s Privacy Officer. All complaints must be in writing.

To obtain more information about your privacy rights or if you have questions you want answered about your privacy
rights (as provided by Privacy Rule, Section 164.520(b)(2)(vii)), you may contact the Practice’s Privacy Officer as
follows:

Attn: Lyn Sawyer 2006 Limestone Road, Suite 2 Wilmington, DE 19808 302-998-7008

The Practice Is required by Federal law to maintain the privacy of your PHI and to provide you with this Privacy Notice
detailing the Practice’s legal duties and privacy practices with respect to your PHI.

(@) Under the Privacy Rule, may be required by State law to grant greater access or maintain greater
restrictions on the use or release of your PHI than that which is provided for under Federal law.

(b) Is required to abide by the terms of this Privacy Notice.

(c) Reserves the right to change the terms of this Privacy Notice and to make the new Privacy Notice
provisions effective for all of your PHI that it maintains.

(d) Will distribute any revised Privacy Notice to you prior to implementation.

(e) Will not retaliate against you for filing a complaint.

EFFECTIVE DATE: This Notice is in effect as of April 15, 2003
PATIENT ACKNOWLEDGEMENT:

By subscribing my name below, | acknowledge receipt of a copy of this Notice, and my understanding
and my agreement to its terms.

PATIENT SIGNATURE DATE



CHESKIN CHIROPRACTIC CENTER

INFORMED CONSENT TO CHIROPRACTIC TREATMENT

| hereby request and consent to the performance of chiropractic treatments (also known as
chiropractic adjustments or chiropractic manipulative treatments) and any other associated
procedures: physical examination, diagnostic x-rays, physiotherapy, and physical therapy
procedures on me by the doctor of chiropractic at this office.

I understand, as with any health care procedures, that there are certain complications which
may arise during chiropractic treatments. | do not expect the doctor to be able to anticipate all
risks and complications, and I 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.

I have had an opportunity to discuss with the doctor(s) and/or with office personnel at this
office the nature, purpose and risks of chiropractic treatments and other recommended
procedures. |also understand that specific results are not guaranteed.

| have read or have had read to me the above consent. | have also had an opportunity to ask
questions about its content, and by signing below, | agree to the above named procedures. |
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.

Printed Name of Patient

Signature of Patient Date

Signature of Representative (if minor or disabled) Date

Witness to Patient’s Signature Date
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