	PATIENT INFORMATION
	INSURANCE INFORMATION

	Date:
	This information is 100% necessary in order to file claims to your insurance company so please be sure to fill this section out COMPLETELY to avoid unnecessary charges or delays- Thank you!

	SS#:
	

	Patient Name (last, first):
	

	
	Patient Name:

	Address:
	Insurance Company:

	
	Insurance ID#:

	City:
	Insurance Group #:

	State:                                                 Zip:
	PLEASE COMPLETE THE FOLLOWING IF

YOU ARE NOT THE PRIMARY INSURED

	Sex:  ( Male ( Female  Birthday: ______ / ______ / ______ Age:______
	

	(  Married     (  Widowed     (  Divorced     (  Separated
	Primary Insured Name:

	(  Partner     (  Single     (  Minor     (  Other: _______________
	

	Patient Employer or School:
	Address:

	Occupation:
	

	Employer / School Address:
	City:

	
	State:                                                 Zip:

	Employer / School Phone:  (                    )
	Sex:  ( Male ( Female

Birthday: ______ / ______ / ______ Age:________

	PHONE NUMBERS
	SS#:

	Home: (            )
	Cell: (            )
	Cell: (            )

	IN CASE OF EMERGENCY, PLEASE CONTACT:
	Occupation:

	Name:
	Relationship:
	Relationship:

	Home: (            )
	Cell: (            )
	Relationship:  ( Parent ( Spouse ( Other _____________

	Additional Information:
	Insurance Benefits Assignment 

And Financial Responsibilities

I hereby authorize and direct you, my insurance company, to pay directly to Chiropractic Family Health Centre, such sums as may be due and owing this office for services rendered to me, both by reason of accident or illness, and by reason of any other bills that are due to CFHC.  If my current policy prohibits direct payments to CFHC, then I hereby also instruct and direct my insurance company to make out the check to me and mail to CFHC.  I hereby further give lien to CFHC against any and all insurance benefits named herein.  This is to act as an assignment of my rights and benefits to the extent of the services provided by CFHC.  In the event my insurance company, obligated to make payments to me upon the charges made by CFHC for their services, refuses to make such payments, upon demand of this office, I hereby assign and transfer to this office any and all causes of action that I might have or that might exist in favor against such company and authorize CFHC’ to prosecute said cause of action either in my name or in CFHC’ss name, and further, I authorize CFHC to compromise, settle or otherwise resolve said claim or cause of action as they see fit.  I understand that I remain personally responsible for the total amounts due to CFHC for their services.  I further understand and agree that this Assignment and Authorization does not constitute any consideration for CFHC to await

	WHO MAY WE THANK FOR REFERRING YOU?

(PLEASE FILL OUT)

	

	ACCIDENT INFORMATION
	

	Is condition due to an accident?   (  Yes     (  No
	

	If yes, what was the date of accident? ________ / ________ / ________
	

	EXTREMELY IMPORTANT!  IF YOU ARE SEEKING TREATMENT DUE TO ACCIDENT, SEE THE FRONT DESK FOR THE APPROPRIATE PAPERWORK!!!
	

	payments and they may demand payments from me immediately upon rendering services at their option.  I further understand that if I fail to pay a requested bill in 30 days from the written request, my balance will start to accrue interest at the rate of 21% per year or 1.75% monthly.  I further understand that if for any reason my accounts remain unpaid for three (3) consecutive months or more and is sent to the CFHC attorney for collections, that I will be further charged and responsible for all attorney and court fees incurred for the collection of my unpaid balance.  I acknowledge that reasonable attorney fees are 1/3 of my outstanding balance.  Interest will continue to accrue on any unpaid principal balance until paid in full.  I authorize the doctors and staff to administer care, as they deem necessary and to release any information pertinent to my case to any insurance company, adjuster or attorney to facilitate collection under this Assignment and Authorization.  I agree that CFHC will be given Power of Attorney to endorse/sign my name on any and all checks for payment of my bill with CFHC.  Fees are payable at the time x-rays, examinations and treatment are receives unless other arrangements are made in advance.  X-rays remain the property of CFHC if not paid in full.                                   THIS SECTION MUST BE SIGNED AND DATED IN ORDER TO BEGIN TREATMENT
PATIENT NAME (PRINTED)_____________________________________________SIGNATURE_____________________________________________DATE________________

	PATIENT CONDITION (must be filled out COMPLETELY)

	Location of symptoms and pain:
	
	
	

	

	When and Why did your symptoms appear?

	

	Is this condition getting worse?  (  Yes     (  No     (  Unknown
How often do you have this pain?  (  5+ x/day     (2+ x/day
(  1x/day     (  5+ x/week     (  2+ x/week     (  1x/week
(  constant     (  comes & goes     (  other___________________
My pain/symptoms interfere with my        (  Work     (  Sleep            (  Daily Routine     (  Recreation     (  Other__________________
Activities or movements that are painful to perform include:

( Sitting ( Standing ( Walking ( Bending ( Lying Down
	Rate the severity of pain on a scale of 1 (least) to 10 (severe pain): 
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                                                                                    NOTES:

           1-10

                                                       ___________

                                                            MARK AN “X” ON THE PICTURE_
                                                            WHERE YOU CONTINUE TO_______      
                                                            HAVE SYMPTOMS AND PAIN.________

	Health History
	

	What treatment have you already had for your condition?

( Medications      ( Surgery    ( Physical Therapy                          ( Chiropractic Services     ( None     ( Other_________________
	

	
	Are you pregnant?  (  Yes  (  No  Due Date:

	Date of Last
	EXCERSISE
	WORK ACTIVITY

	Physical Exam_______________
	Spinal X-Ray____________________
	(   None
	(   Sitting

	Spinal Exam_________________
	Chest X-Ray_____________________
	(   Moderate
	(   Standing

	Dental X-Ray________________
	MRI, CT-Scan, Bone Scan______________
	(   Daily
	(   Light Labor

	Medications
	Allergies
	Vitamins/Herbs/Minerals
	(   Heavy
	(   Heavy Labor

	__________________
	__________________
	__________________
	HABITS

	__________________
	__________________
	__________________
	(   Smoking
	Packs/day__________________

	__________________
	__________________
	__________________
	(   Alcohol
	Drinks/week________________

	__________________
	__________________
	__________________
	(   Coffee / Caffeine Drinks
	Cups/day___________________

	__________________
	__________________
	__________________
	(   High Stress Level
	Reason_____________________

	Injuries / Surgeries

you have had
	TYPE
	DESCRIPTION
	DATE

	
	Falls
	
	

	
	Head Injuries
	
	

	
	Broken Bones
	
	

	
	Dislocations
	
	

	
	Surgeries
	
	

	Please check any of the following that give you difficulty:
	

	( Headaches
( Shooting head pains
( Sinus trouble
( Loss of smell
( Allergies
( Hayfever
( Asthma
( Loss of taste
( Tightness of throat
( Inflammation of throat

( Thyroid trouble

( Twitching of face

( Loss of memory

( Fatigue
	( Depression
( Dizziness
( Fainting
( Loss of balance
( Ringing in ears
( Blurred vision
( Lights bother eyes
( Neck pain
( Muscle spasms in neck
( Grating in neck

( Tightness of shoulder muscles

( Pain in shoulders and arms

( Pins and needles in arms & hands
( Cold hands
	( Chest pains
( Shortness of breath
( Midback pain
( Heart attacks
( High blood pressure
( Low blood pressure
( Anemia
( Stomach trouble
( Nerves and nervousness
( Inner tension

( Irritability

( Cold sweats

( Gall bladder trouble

( Indigestion
	( Intestinal gas
( Low back pain
( Numbness
( Constipation
( Kidney trouble
( Menstrual cramps & pain
( Menstrual irregularity
( Diabetes
( Cancer
( Sleeping problems

( Painful joints

( Swollen joints

( Cold feet

( Pains in legs and feet
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	ACKNOWLEDGEMENT FORM

I have received the Notice of Privacy Practices and I have been provided an opportunity to review it.
	If any of the above family members are deceased, please list their age at death and cause:

	
	

	Name_____________________________________________ DOB_______/________/_______
	

	Signature__________________________________________Date_______/________/_______
	














PLEASE REVIEW THE BELOW LISTED DISEASES AND CONDITIONS AND INDICATE THOSE THAT ARE CURRENT HEALTH PROBLEMS OF A FAMILY MEMBER


PLEASE INDICATE M FOR MOTHER, F FOR FATHER, S FOR SPOUSE, 


C FOR CHILDREN


�
Arthritis�
�
Bursitis�
�
�
Cancer�
�
Emphysema�
�
�
Disc Problem�
�
Insomnia�
�
�
Asthma/Hayfever�
�
Scoliosis�
�
�
Constipation�
�
Pinched Nerve�
�
�
Epilepsy�
�
Heart Trouble�
�
�
High Blood Pressure�
�
Liver Trouble�
�
�
Nervousness�
�
Sinus Trouble�
�
�
Diabetes�
�
Stomach Trouble�
�
�
Headaches�
�
Kidney Trouble�
�
�
Migraines�
�
Back Trouble�
�












