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Date PATIENT INFORMATION Case#
Doctor

PLEASE FILL IN THE APPROPRIATE SPACES. (All information you give is confidential)

Patient Name (Last) (First)

Street Address Apt #

City, : State Zip Email

Phone (Home) (Work) (Celi)

sex (M [JF  Date of Birth / / Soclal Security # - -

Status [IMaried [JSingle [Iwidowed [IDivorced Spouses Name # of children
Employed [ JFull Time [IPart Time [IRetired [INot Employed [Student

Occupation Patlent's Employer's Name

Address "

City State Zip Phone

How did you hear about our office? Referred by

Emergency Contact; Phone: Retationship

INSURANCE INFORMATION (commercial insurance and Medicare only)

Primary Insurance Company - Type: ElGroup ClPrivate
ID/Palicy # Group Name Group Nurnber

Insured's Name ' ' Insured's Date of Birth { I
Patient's Relationship to Insured[1Self [JSpouse [Chid [JOther Insured's Employer

Secondary Insurance Company, Type: [laroup [IPrivate
ID/Policy # Group Name Group Number

Insured’s Name Insured's Date of Birth / /

Patient's Relationship to Insured [_|Self _E]Spouse Cchild  [JOther Insured's Employer

AUTOMOBILE ACCIDENT/ WORKER'S COMPENSATION ONLY

Insurance Company Policy # Claim #

Adjusters Name, ‘ Address MedPay?(_Ives [(INo
Clty State Zip Fhane

Attorney's Name Contact Name ' Phone

Address

RELEASE AND ASSIGNMENT: | authorize release of any information necessary to process my insurance

claims and assign and request payment directly to my physicians.
Patient Signature Date
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Date PATIENT HISTORY Case#

Doctor

PLEASE FILL IN THE APPROPRIATE SPACES. (All information you give is confidential)

MAJOR COMPILAINT:
How leng have you had this condition?
Date of Onget?
Have you lost workdays? LIves TINo_If yes, how many?
Have you had this same condition before? [ I¥es [ INa If yes, when?
Was the injury accident related? [JAuto accident [Work accident | yes, when?
When was your last auto accident? When was the one before that?

Previaus Chiropraetic Care? [Ives [ JNo Chiropractors Name
What was the reason for your initial vieit?
What spinal maintenance programs were you given to follow to maximize the future stability of your
sping?
D?d you follaw it?

I not, why?

Why are you changing chiropractors?
What surgeries have you had?
List drugs you now take (prescription and non-prescription)

Name other doctors you have seen for this condition:

What are your health goals?
How do you expect to achieve these goals?

Please mark if you have had any of thege symptoms in the last 12 months:

[iFmactured bones [INeck pain or stifiness [INumbness, tingting, pain in
[JAuto accidents R L buttocks, legs, feet, toes
0-1 years ago CINumbness, tingling, pain R L
2-5 years ago in arms, hands, fingers ClFoat trouble R L
6 years or more R L CJHeart Problems
[Jother accidents, falls Dlyaw pain or elick (TMJ) [ lstroke
rthritis R L CHighflow blood pressure
[_IDiabetes ClDifficuity in excessive Chest pain, asthma
Convulsions, epilepsy standing, sitting, riding {“liver trouble
[Jskin problems bending, ifting, twisting [CGail bladder problems
Cancer Clshoulder pain Digestive prablems
LIFrequent colde, fiu [Cinizziness Uicers
ClDepressed CRinginginears R L [ THemorthoids
[lirritable Hearing loss ClProstate problems
CJAnemia [] Blurred or double vision Impatence
CiAlieray, sinus Upper back pain, stifiness | [Kidney trouble
[Junder stress [CIMid back pain, stiffnese [OMenstrual problems, PMS
LiEating disarders Lower back pain, stiffness | CIPregnant {now)
[ ITrouble sleeping LIPain with cough, sneeze [Bedwetting
Trouble concentrating [Hip pain R L Ezar infections
[Learning disabiftty [JHeadaches [Varicose Veins
[(CMood Changes LJADD/ADHD [JaiDs, HIvV
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PLEASE MARK ON THE FIGURES BELOW, THE AREAS OF YOUR
SYMPTOMS USING THE FOLLOWING SYMBOLS.

Numbness ===
Dull Ache 000
Burning XXX
Sharp/Stabbing ///

Pins, Needles + + +

Other AAA

MARK AN “X’ ON THE LINES:
HOW BAD ARE YOUR SYMPTOMS RIGHT NOwW?

NONE SEVERFE,

HOW BAD HAVE THEY BEEN IN THE PAST?

NONE SEVERE



P&GE B4/87

DUEWEST

Ad/15/2888 @A: 29 77A4295586

CHIROPRACTIC & BEMAR GEMIER

INFORMED CONSENT

* The information | have given this office is complete to the best of my knowledge. |
authorize the doctors and staff of this clinic to administer such procedures and treatment
as they deem necessary. They have implied no guarantees of cure,

» | consent to any examinations, x-rays, and spinal adjustments deemed necessary by
the doctor. Further, | agree to any modality, therapy, or rehabilitation exercise that, in
their opinion, is necessary in my case. | understand the staff is skilled in the use of many
of the adjunctive therapies offered, although they might not be licensed or degreed as is
provided and accepted by the Chiropractic Statutes of Georgia. | agree that under the
guidance of my doctor the above mentioned properly trained staff may treat me directly.

» | am aware that x-rays taken of me and my clinical records are a permanent part of this
clinic's permanent ciinical record file, and as such, they may not be released from the
office for a period of seven years. They are legally the property of this clinic.

* | understand that although rare, there may be certain risks inherent with the practice of
chiropractic and rehabilitation. These risks include, but are not fimited to, sprain/strain of
area, spinal disc imitation and/or stroke,

* | understand that there are risks associated with the various adjunctive procedures
offered in this office. These procedures include ice/heat therapy, flexion/distraction
therapy, decompreasion therapy, myofascial release therapy, therapeutic exercises, and
traction. Risks associated with these procedures include, but are not limijted to, skin
reactions, aggravations of the present condition, bruising, release of emboli, and deep
vein thrombosis.

= | do not expect the doctor to anticipate, nor explain all of the risks, and/or complications
that are possibie, but | will rely on the doctors training and education to exercise
professional judgment during the course of any procedure or protocol which he/she feels
necessary based on the facts and diagnosis in my ¢ase,

Patient’s Signature: Date:
Witness Signature: Date:

RELEASE OF RECORDS
* When necessary, and with this document acting as proper release thereof, | hereby
give Duewest Chiropractic and Rehab Center permission 10 access and/or release my
records to legal and/or other health care professionals, who present their request in a
written and legal form.
» This consent noted herein will remain in effect throughout my active treatment in this
office and for any future care.

Patient's Signature; Date:

Witness Signature: Date;
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X-Ray Information

T give permission to Duewest Chiropractic & Rehab Center to take plain x-ray films
for diagnostic purposes if necessary.

This form must be signed by a parent or guardian if the patient is a minor.

Patient Name:

Patient/Guardian Signature: ‘ Date:
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CHIRQPRACTYIEC A REHAB CFENTER®

| X-Ray/Pregnancy Information

I give permission to Duewest Chiropractic & Rehab Center to take plain x-ray films
for diagnostic purposes if necessary.

I also acknowledge that I am not Pregnant,
Date Iast menstraal period started:

This form must be signed by a parent or guardian if the patient is a minor.

Patient Name:

Patient/Guardian Sigonature: . Date:

AE/ 87
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AMERICAN RADIOLOGICAL SERVICES

(419) 2692140 (800) 442-1202
PATIENT .CIINIC ‘ FILM DATE
AGE SEX MO rd SOCIAL SECURITY # / / DATE OF BIRTH
PATIENT ADDRESS CITY STATE ZIP

X-RAY ASSIGNMENT AGREEMENT

I understand that the services of a chiropractic radiologist are being utilized to insurc the highest quality interpretation of my x-rays.
I acknowledgé that these services are separate from these of the elinic where I am receiving care, and that the charges for these

services will be snbmitted to my insurance carrier, Workers' Compensation carrier or State Bureau, and/or to my attorney in the casec

of pexsonal injory.

In the event that I reccive payment for these services, I agree to promptly remit payment to American Radiological Services {ARS).

I assign my insurance benefits and rights to payment to ARS to the extent of their charges, and autherize them, or their agents, to bill
and release information to my insurance company, attorney, and/or any third-party payer. I authorize my treating physician, insurance
company, attorney, and/or any third-party payer te provide ARS or their agents with any information cuncérning my claim, their

services, and/or payment for the services provided.

By my signature below, I acknowledge that T have read, understand, and agree to the ahove provisions, and I assign my insurance

bencfits as described above.

SIGNATURE: : DATE:
WITNESS:

PATIENT PRESENTATION

TRAUMA? YESQ NOQ EXPLAIN.
PASTMEDICAL HISTORY

MALIGNANCY? YES NOU DETAILS
DIAGNOSIS/CONCERNS/QUESTIONS [NO ICD CODES PLEASE]

PLEASE COMPLETE INSURANCE/BILLING INFO ON REVERSE SIDE



