Patient Intake

Today’s Date:, VA /

Mamer,_ . __Age  DateofBirth

Local Address, : — Gty . State.___Zp

Out of Town Address City. State Zip

Marital Status__  Sex s S Home Phone: Ceil. phone,

Email Address: R Employer - i .

Oreapation Address/Phone ' Spouse

EmergencyContact . o Phone__ Relatioriship

How did {ou hearabnutnurofﬁte!

[ ¥ellow Pages [ orive gy [ waikeln [ internet [} Refarral (Rizase tell us who) .. . other,___ _
Health Insurance Information g
Primary Jrisurance; : Policy Holder's Name, : .DOB,
Policy Holder’s Relationship to: Patierit Policy Holdir's.Employer

Is your condition-due-toam: E Adta Injury D Warkinjury D SIip and Fall D OtherAccident (describe below}
Dateof Accident___ R Flac (City/State),
Auto/Work Insurance: Company.__ . Insured’s Mame and DOB_
If Auto injury, have ydu reported.the: aceitient to.your insurdnce company? ] No[ ] Yes- Claim#_
IFWerk Injury, have you répartad the apéidenit to-yoursipervisor/bioss? [ No[] Yes Claim#
If Slip-and Fall or Other Type.cf injury, please describe:
Do yal: havee'an Attamey foi: yavr Auté orWork Cormp. Injury [_] Yes] | Ne:
Please provide-Attorriey Name, address and phone #

Current complaint

I. Pleasg:list your worst complaint: . Howrlong have yau hadiit:

How did it start: | AN Dlmpmvln,q Oworsening [Istayiag the Samee 8) ksit: Dﬁg}itd tederste
[Clsevere: Gmmeasitrﬂﬁenemlamm Dmma Wring: E!Eendlqg- I:lLuftmg ElWalking [lsports Cleetting up from a chair:
[ Using a computerfdeskwork [lGther: . . D)Whatmakesfsbetter: [IRest [General Activity [Jiee Pucks
[Heating Pad: [Jovcnieds ik ateds [ivassuge [eniopracec Clother E}s 1t worse Inthe: [Jam e

[aperdayweorson [steady [Joffandon Filsthe symptoms [loullond Achy DTghtandStt,ﬂF [Csharp andt statibing
Clbumtiand gy [JSkooting Dlsuming [l ceormping

ll,P!gaseﬁstyaner’*mcomplajm: o— . . _How Jong have you had it:
. Howdid it starty . _ A}.ls mt]:mpmwng [worsening [lstaying the same B) tsit: [sdnd  [lvoderate,
Clsevers ) whatworsens i [lGeneral activity [IievingWrong [I8ending [Tiifting [Iwalking [sports [JGettingupiion orhair
[ using arcomputarfieskwork  [Jothet: . D) Whotinakes:it hettér: [_IRest [IGenerdrActvity [ ice Packs
ClHeating bag” Clote ieds Clxsteds TiMassoge [etimprocee Dlothes £ isitworseinthe: Clam Clem
Elaster dayweorson, [lstendy [Jopt ant on: £}4s the symptom: BBﬂII;andAchy Clrgntond seff [Ishara and Stabbing

Elwumb end Tingly Clshooting [aering: [ Cramping.
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Current Health
» Name and phone number of family doctor:

« List all CURRENT ilinesses or diseases you have been diagnosed with (cancers, tumors, infections, diabetes, aneurysms, ete.):

Date of late eye exam:

» [f you are currently taking any prescription or nonprescription medications, please fist them below with dosages:

Medication: Dose: Medication: Dose:

Medication: Dose: Medication: Dose:

« Please list any medications you are allergic to:

» Please indicate your height and weight What is your usual blood pressure /
Health History
" e List any operations, surgeries or medical procedures:
Date: Procedure: Date: Procedure:
Date: Procedure: ' Date: Procedure:

o If you have ever had in the past or currently have any serious illnesses or injuries, please list:

Date: Condition: Date: Condition:

Date; Condition: Date; Condition:
Any current loss of bowel or bladder control: [lves["INo Any current seizures, paralysis, speech, vision problems: Cves [Ine
Any unexplained recent weight loss: [_JYes [ JNo Currentfever: [ Jves[_JNo Current nutritional problems: [_|Yes [ ]No

s Please list any significant family ilinesses

» Have you had spinal X-Rays within the past 5 years? If yes, when and where

* Do you have a pacemaker? [Clves [_|No If yes, please ALERT our doctor and/or chiropractic assistant
» Do you have any blood/lymph disorders? [ Ives DNO If yes, please list

e Do you have osteoporosis or rheumatoid arthritis? [_Yes [ ]No

» Please list any other electrical device that you currently wear

" o Please select one: [ 1 have never smoked [_] Former smoker [_] Current smoker, if so how much: pk./day pk./wk.
- » Please select one: [_] I don’t drink alcohol [_] Rarely drink [_| Social drinker [ ] Heavy drinker { oz. per day/week)
« Have you ever had chiropractic care [_JYes[_|No If yes, last date of treatment, By whom:

Similar or difference condition: Results:

What are your overall expectations from your treatment with our doctor:

1, the undersigned, hereby give my consent for the doctor to examine and treat my condition as he/she deems appropriate through
the use of Chiropractic care. | also give my consent to the doctor to take x-rays (if needed) or to perform other diagnostic aids as
he/she deems appropriate in my case. ’ ’

o WOMEN ONLY | hereby declare that to the best of my knowledge [_|I am [l am not pregnant. If there is a chance that | may be
pregnant, | will inform the doctor prior to my examination.

Patient Signature

{Parent/Guardian signature if under 18 years of age)




’ PATIENT INTAKE FORM

Please answer the following:

DATE OF ACCIDENT/ONSET OF SYMPTOMS

WHAT HAPPENED?

VWHERE DOES T HURT?

Description —» Numbness Pins & Needies Burming Aching
Symbol P NNNN PPPP j=1=1=1=1 AAAA
< Circle any area of pain not rapraesented by a symbal.

Example

right ot totz right

Right Front Back
Date of Hospital Visit Were Medications Given? Y
Name of Hospital Describe:
Examining Physician Treatments:
Were X-Rays Taken? Y N Cervical Collar Ice Pack
What Areas? Hot Pack Injections
Was an MRI performed? Y N Other
What Areas? Diagnosis Given:
Was a CAT Scan performed? Y N Follow up Directions:
What Areas?

PLEASE LIST ALL PREVIOUS ACCIDENTS DATES AND THEIR RESULTS:




APPOINTMENT REMINDERS, TEXT, E-MAIL and
HEALTH CARE INFORMATION RELEASE

Dr. Paolini, his associates, and/or his staff may need to use your name, address, phone number, E-mail,
and your clinical records to contact you with: appointment reminders, requests or confirmations;
patient satisfaction surveys; friend referrals both online and offline; information about treatment
alternatives; or other health related information that may be of interest to you. If this contact is made
by phone and you are not at home, a message will be left on your answering machine.

Text messaging, E-mail and answering machines are not secure forms of communication. Information in
these communications can be accessed by others who have access to your phone, email, or by other means.

By signing this form, you are giving us consent and authorization to contact you By phone, text or email
with full understanding of the nature of each method of communication.

You may restrict the individuals or organizations to which your health care information is released or you
may revoke your authorization to us at any time; however, your revocation must be in writing and mailed
to us at our office address. We will not be able to honor your revocation request if we have already
released your health information before we receive your request to revoke your authorization. In addition,
if you were required to give your authorization as a condition of obtaining insurance, the insurance
company may have a right to your health information if they decide to contest any of your claims. Texting
can be stopped at any time by texting back “STOP” and E-mail can be stopped at any time by the link at
the bottom of the e-mail or e-mailing back the word “unsubscribe”.

Information that we use or disclose based on the authorization you are giving us may be subject to re-
disclosure by anyone who has access to the reminder or other information and may no longer be protected
by the federal privacy rules.

You have the right to refuse to give us this authorization. If you do not give us authorization, it will
not affect the treatment we provide to you or the methods we use to obtain reimbursement for your care.

You may inspect or copy the information that we use to contact you to provide appointment reminders,
information about treatment alternative, or other health related information at any time ( §164.524).

This notice is effective as of . This information will expire seven years
after the date on which you last received services from us.

I authorize you to contact me and use or disclose my health information in the manner described above. I
am also acknowledging that I have received a copy of this information.

Patient Name Date

Signature of Patient or Representative Representative relationship to patient
FOR THOSE WISHING TO OPT-OUT OF ONLINE COMMUNICATIONS

| do not wish to be contacted via E-mail. (Text messaging or phone only) Initial
I do not wish to be contacted via text messaging. (E-mail or phone only) Initial
I do not wish to be contacted by either text messaging or email. (Phone only) Initial



i Aes

7
Chtroprmacia <arnoara ;

INFORMED CONSENT TO TREAT

| hereby request and consent to the performance of chiropractic procedures including: various modes of
physiotherapy, diagnostic x-rays, and any supportive therapies on me or on the patient named below for
whom I'm legally responsible by Dr. Paolini and/or any other doctors or support staiff in which care has
been referred or delegated to now or in the future treat me while employed by working or associated with
or serving as back up for Dr. Paolini including those working at the clinic or office listed below or any other

office or clinic whether signatories fo this form or not.

I have had an opportunity to discuss with the Dr. Paolini and/ or with other office or clinic personnel the
nature and purpose of chiropractic adjustments and procedures.

| understand and | am informed that, as it is with all healthcare treatment, results are not guaranteed and
there is no promise to cure.

| further understand and am informed that, as is with all healthcare treatments, in the practice of
chiropractic there are some risks fo freatment including but not limited to: muscle spasms for short
periods of times, aggravating and or temporary increase in symptoms, lack of improvement of symptoms,
fractures, disc injury, strokes, dislocations, and sprains. | do not expect the doctor to be able to anticipate
explain all risks and complications, and | wish to rely on the doctor fo exercise judgment during the course
of the procedure which the doctor feels that at the iime, based upon the facts known, is in my best
interest.

I further understand a chiropractic adjustment the supportive treatment is designed to reduce and/or
correct subluxations allowing the body to improved health. it can also alleviate certain symptoms through
a conservative approach with hopes to avoid more invasive procedures. However, like all other health
modalities, results are not guaranteed and there is no promised fo cure. Accordingly, | understand that all
payment(s) for treatment(s) are final, and no refunds will be issued. However, prorated fees for unused,
pre-paid freatments will be refunded if | wish to cancel the treatment.

| further understand that there are treatment options available for my condition other than chiropractic
procedures. These treatment options include but are not limited to: self-administered over the counter
medications, anaigesics, herbs and vitamins and rest; medical care with prescription drugs such as anti-
inflammatories, muscle relaxers, and pain killers; physical therapy; steroid injections; bracings; and
surgery. | understand that have been informed that | have the right to a second opinion and sécure other
opinons if | have concerns as to the nature of my symptoms and treatment options.

| 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. | attend this consent to
cover the entire course of freatment for my present condition and for any future condition(s) for which |
seek treatment

Name of patient;

Signature of patient:

Parent/Guardian Name printed:

Relationship to patient;

Parental/Guardian sighature:;

Date:

Doctor's name___Dr. David Paolini

Signature of Doctor:
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Chiropractic Centers
CONSENT FOR USE OR DISCLOSURE OF HEALTH INFORMATION

. We are very concerned with protecting your privacy, While the law requires us to givé you this disclosure, please:
understand that we have, and always will, respect the privacy of your health information.

There are several circumstances in which we may have fo use or disclose your health care information,

¢+ We may-have to disclose your health information to another health care provider or a hospital if it is necessary to

refer you to them for the diagnosis, assessment, or treatment of your health condition.
We may have to disclose your heaith information and billing records to another party if they are potentially

. tesponsible for the payment of your services,
We may need to use your health information within our practice for quality conirol or other operationsl purposes.

*

We have a more complete notioe that provides a detailed. desoription of how your health information may be used or
disclosed. You have the right to review that notice before your sign this consent form (§ 164.520), We reserve the

right to change our privacy practices as deseribed in that notice. If we make a change o our privacy practices, we
will notify you in writing when you come in fot treatment or by mail, Please feel free to call us at any time for a copy

of our privacy notices,

Your right to limit uses or disclosures

You have the tight to request that we do not disclose your health information to specific individuals, companies, or
organizations, If you would like to place any restrictions on the use or disolosure of your health information, please
let us lmow in mitmg We are not required to agree fo your restrictions, However, if we agree with your restrictions,

the restriction is binding on us.

Your right to revoke your authorization

You may revoke your consent to us at any time, however, your revocatlon must be in writing, We will not be
able to honor your revocation request if we have already released your health information before we receive
your request to revoke your authorization, If you were required to give your authorization as a condition of
obtaining insurance, the insurance company may have a right fo your health information if they decide to

contest any of your claims,

I have read your consent policy and agree to it terms. I am also aclnowledging that I have received a copy of this
notice,

Printed Name Authorized Provider Representative

Signature Date

Date



