Chiropractic Registration and History

Patients Name: ____________________________________________ DOB: _____ /_____ /_____
Address: ________________________________ City: _____________ State: ____ Zip: _________

Phone#: ____________________________Email: _______​​​​​______​​​​_____________________________                  SSN: _____________________________
Sex:  Male ___   Female ___  Transgender ___   Non-Binary ___   Prefer not to say ___

Relationship:  Married ___​   Single ___   Partnered ___
Employer: ______________________________ Occupation: ______________________________
Emergency Contact: ________________________________ Phone: _______________________

Relationship: ______________ Who may we thank for referring you? ____________________

Patient Condition

Reason for Visit: ____________________________________________________________________

When did your symptoms appear?__________________________________________________
Type of Pain: (Circle all that apply)
Sharp  Dull  Throbbing  Numbness  Aching  Burning  Tingling  Shooting  Cramps  Stiffness
Is the pain constant or comes and goes? ___________________________________________

Does it interfere with your: Work _____ Sleep _____ Daily Routine _____ Recreation _____
Are any of the following actions painful to perform? (Circle all that apply)
Sitting    Standing    Walking    Lifting    Bending    Lying Down    Getting Up    Breathing

Insurance Information

Insurance Company: _____________ Member ID: _________________ Group #: __________

Who is responsible for this account? _________________________________________________

Relation to Patient: __________________ Phone: __________________ DOB: ____ /____ /____
Assignment and Release

I certify that I, and/or my dependent(s) have insurance coverage with _______________ and directly assign Chiropractic Solutions of Gainesville all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges whether paid by insurance or not. I authorize the use of my signature on all insurance submissions. Chiropractic Solutions of Gainesville may use my healthcare information and may disclose such information to the above-mentioned insurance companies and their agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services.
______________________________________

____________________________________

Signature of Patient, Parent, or Guardian

Please Print Name

______________________________________

____________________________________

Date







Relationship to Patient

Health History

What treatments have you already received for your condition? (Circle all that apply)

Medications     Surgery     Physical Therapy     Chiropractic     Massage     Orthopedic     Other: _____________________________________________________________________________

Name of the doctors’ who have treated you for your condition: _____________________

Medication/Supplements

Medications: ______________________________________________________________________

___________________________________________________________________________________
Vitamins: __________________________________________________________________________

___________________________________________________________________________________
Accident Information due to a Motor Vehicle or Work-Related Incident

Is your current condition due to an auto or work accident? Y or N   Date: ____________

If yes, please provide any additional details about the accident: _____________________
___________________________________________________________________________________
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Please check if you have had any of the following symptoms or conditions:
Women Only (circle all that apply)
Irregular Cycles            Hot Flashes            Excessive Flow           Vaginal Burning or Itching
Are you pregnant? Y or N If so, how far along are you? _____________________________
General (circle the correct statement)
Exercise: 

None      
Moderate      Heavy      Daily
Work Activity:      
Sitting      Standing      Light Labor      Heavy Labor

Habits:      

Smoking      Alcohol      Caffeine/Coffee Consumption

Pain Chart
Please mark an “X” on the picture where you have pain, numbness, or tingling.


Pain Scales
Body Part: ____________



Is the pain getting ___ better
____ worse?

Please circle the severity of pain you are experiencing 0 (no pain) – 10 (terrible pain)

Body Part: ____________



Is the pain getting ___ better
____ worse?

Please circle the severity of pain you are experiencing 0 (no pain) – 10 (terrible pain)

Body Part: ____________



Is the pain getting ___ better
____ worse?

Please circle the severity of pain you are experiencing 0 (no pain) – 10 (terrible pain)

Body Part: ____________



Is the pain getting ___ better
____ worse?

Please circle the severity of pain you are experiencing 0 (no pain) – 10 (terrible pain)

Body Part: ____________



Is the pain getting ___ better
____ worse?

Please circle the severity of pain you are experiencing 0 (no pain) – 10 (terrible pain)

Body Part: ____________



Is the pain getting ___ better
____ worse?

Please circle the severity of pain you are experiencing 0 (no pain) – 10 (terrible pain)

Informed Consent Form
I hereby request and consent to the performance of Chiropractic Treatments and other Chiropractic/Medical Procedures, including various forms of Physical Therapy, by Chiropractic Solutions of Gainesville. This consent is extended to other licensed Chiropractic Physicians, Chiropractic Assistants, Personal Trainers, and licensed Massage Therapists, who now or in the future, are employed by, working with, or associated with this office.

I certify that I have had the opportunity to discuss, with the Doctor of Chiropractic and/or other office personnel, the nature and purpose of the care that is being provided. I understand that the results are not guaranteed. Further, I have been informed, and I understand that, as in the practice of any of the healing arts, in the practice of Chiropractic, there are some risks to treatment including but not limited to, fractures, disc injuring, strokes, dislocations, and sprains. I also understand that the doctor, who has explained all these things to me, is not expected to be able to anticipate and explain all risks and complications. I will rely on the doctor to exercise appropriate judgment during care, based on the facts known at this time, and in my best interest.

My signature below certifies that I have read and understand, or have had read to me, the above consent. I also certify that I have had the opportunity to ask questions and options to care have been explained. By signing this consent form, I agree to the care being provided to me for the entire course of treatment for my present condition(s) and any future condition(s) for which I seek treatment.

__________
Date

__________________________________


____________________________________

Patient’s Name (Print)




Witness’s Name (Print)
__________________________________


____________________________________

Patient’s Signature





Witness’s Signature
__________________________________


____________________________________

Patient’s Representative




Representative’s Relationship to Patient

(If patient is a minor)

__________________________________
Doctor’s Signature
Privacy Practices Acknowledgement
I am aware of the Notice of Privacy Practices, and I have been provided an opportunity to review it. The Notice of Privacy Practices in terms we can all understand is basically HIPPA. We will not share any of your information with anyone without your consent.

Your opportunity to review it consists of a binder with a 53-page document as well as an Affordable Care Act addendum which is an additional 9 pages. As you can understand we can not make copies of this for everyone however you are welcome to ask for this binder and review the information yourself. Thank you for your cooperation.

Name: __________________________________


Birthdate: ____________________

Signature: _______________________________


Date: ________________________
No Show Policy
If you cannot make your appointment, please call our office, and cancel or reschedule at least 24 hours in advance of the appointment time. After 2 missed appointments, you will be charged a $30.00 “no-show” fee for appointment time lost. In the event of a future missed appointment after the initial “no-show” fee then, at the office’s discretion, you may be required to “pay in advance” during the scheduling of a future appointment. 
Chiropractic Solutions will store credit card information into our payment system. This will allow us to process payments for services, gift cards, products, as well as any missed appointments or balances occurred in the office. 

We understand that last minute events occur, however please be considerate to the doctors, massage therapists, and other patients when scheduling your future appointments. The schedule can be quite full, and a missed appointment is also a missed opportunity for another patient to receive care.
Signature: ___________________________________________
__ Allergies		__ Diarrhea


__ Fatigue		__ Asthma


__ Cancer		__ Chest Pain


__ Thyroid DX	__ Heart Trouble


__ Drub Abuse	__ Ankle Swelling


__ Diabetes		__ Varicose Veins


__ Nausea		__ Stroke


__ Vomiting		__ Frequent Urination


__ Itching		__ Blood in Urine


__ Bruising		__ Urinary Infections


__ Ulcers		__ Kidney DX


__ Jaundice		__ Breast Lump


__ Hernia		__ Irregular Heartbeat











__ Sexual Difficulties	__ Venereal Infection


__ Headache		__ Eye Pain


__ Weakness		__ Deafness


__ Tremors		__ HIV/AIDS


__ Twitching		__ Appendicitis


__ Arthritis		__ Trouble Swallowing


__ Fainting		__ Difficulty Breathing


__ Dizziness		__ Pain over Abdomen


__ Convulsions	__ Spitting Blood


__ Epilepsy/Seizures	__ Liver Problems


__ Mental Disorder	__ Black Stool


__ Nervousness	__ Bloody Stool


__ Constipation	__ Gall Bladder Problems
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