Name: z ; ) ‘ Today’s Date:

- |
E O Male IZI Female DatcofBirth _ / /[  Age Height Weight S5#
Mantal Status: O Single 0 Married [0 Divorced O Wldawed 0 Separated
L Education:  # of ycars completod: [} Full time stndemt [ Part time student [ Non-student
C Home Address:
; Street Address/P.O, Box ‘ City State _ ZapCode
O Email address: How did you hear about us?
Employed: " Fulltime __Part Time Job Satisfaction: __ Unsatisfied __ Satisfied __Very Satisfied
M Work Status:  _ Working withowt restrictions ___ Working with restrictions  __ Not workingz/off since
|
Home Phone #: Ceil phone #: Occupation:
E Primary Care Physician: | Work Phone #:
Are we secing you for an injury from: EMERGENCY CONTACT INFORMATION:
__Anto _ SporisImjury __ Work Emergency Contact Person:
__ Other _ Noimjury Phone#: _ | Relationship:
INSURANCE INFORMATION:  __ I will be paying for the services wayself  OR
__ Pleascbill:  _ AutoInsurance __ Worker's Compensation , __ Heatth Insurance  __ Other

General Consent Form: The undersigned hereby consents to cwa]uatmnland treatment rendered by the licensed Doctors of Chiropractic m
this office and their assistants according to the applicable standards of c.are It is understood that options exist for treatment and that any/all
treatments have risks and'beneﬁts I do not expect the doctor to be able tn antivipate and explain sll risks and complications, and I wish to
rely on the doctor 1o exercise judgment during the course of the prmedumwhmhthndoctorfmlsatthnhmc based on the facts grven, is
nay best interest. If the|risks and benefits of propased treatment are riot clear to me, I understand that further information may be requestsd
by the doctor and that as a patient, I have a responsibility to ask any qucstmms. that T rmay have regarding treatment. I further acknowledge
thatnoguamnw:sorusmmmshavcbemmad:mm¢mcmgtherﬁultsmmndnd&omtheteamm T understand that I have a
responsibility to commumnicate honestly with the Doctors andtonohfythemofany changes to my health status, The information in my chart
ig confidential. 1 u.ndermd that all requesis for release of my records muat be in writing. Protected health information will be relessed with
written authorization, with minimal disclosure necessary as related to your cate. Please see the Notice of Privacy Practices for more detailed
information. By signing below, I consent to the treatrnent. I intend this consent form to cover the entire course of treatment for my present
condition and for any future condition(s) for which I seek treatmnent.

Financial Awms‘and Consent: I understand I am financially responsibie, WHETHER OR NOT MY INSURANCE COMPANY
PAYS, for all charges incuwrred by me. ] hereby assign my major medical msurance benefits, including Medicare, private insurance and
other health plans to 1.8, Chiropractic. I understand that all plans are different and I may have ope or more of the following that I am
responsible for: referral from PCP/ deductible/ co-pays/ percentage owed for each date of service. I understand that any accounts that are 90
days overdue are subject 10 collection proceedings, rogardless of case typc Pliense be oware that a $20.00 fee will ba assessed for any check
retm'ned for non-suﬁiment funds
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*Payment at time of service ' discount: 1 understand that | may pay for my tmahnunt in full at the time of service and will receive any and

all treatments for a $45 flat rate (subject to change). This does not melude exams and x-rays. If T choosc to bill any insurance company, all

services will be itemized and will excecd $45. 1 also authorize J.S. Chimpmchntomleas«:anyprowﬂudh:nlth information recquired to

sectre payment.

Releme of Records: I authorize J.$, Chiropractic to releasc all health rucords necessary for my treatment and/or evilnation.

. Eefepiogc | understand that I will be respensible for an oﬂice visit of §45 for failure to cancel or reschedule my sppointment

wmhm 24 hours of nay [seheduled appointment. Payment will be required within 14 days of missed appointment.

Please be aware that any patients arriving late for their scheduled appmnnncnt may be required to wait until the next available opening or

reschedule their appomtment and thus will be subject to the above stated cancellation policy.

Patient’s Slgnature: Date: !/
Responsible|Party’s Signatare (if patient is a minor): ! Date: __ [/
! |
* Dr, Julic Scott. D.C_, nx 1.8, Chiropraciic. Ing., and Dr. Bryan Dame, D.C. a5 1.5. Chmvepractic, Tnc




What is your m:lim'I complaint?

When did your condition develop? |
|

How did your condition develop? ‘

Has your condition been getting better, worse or staying the same?

What makes your o&ndiﬁoa beter? . What makes it worse?

|
Please mark on the diagram to explain and locate the areas of complaint,

A= ACHE B~ BtRNING € = STABEING
N = NuMBING P = PIvg 8 NremLES O =~ OrEER
|

Doyoumhenﬂyarinthcpasthave: Pleuse mark all that apply,
Please mark all that apply: When ¥ episodes
O Back pain or stffncss

O Neck pain or stiffzess

0 Shoulder pain

g Hip pain

O Foot pain or troubls

O Swollen or painful joinis
0 Cold hiands or feet

] Numbness or pain in the

Arms, hax|1d.s, or fingers
{1 Numbuess or pain in the
| legs, fect) or toes
' !
i '
TESTS: Please list the MOST recent date: |
Chest X-ray ' EKG Other X-ray MRI/CT Scans
HABITS: ‘ YES NO  Hyes, please describe:
Smoking O a Packs per day: 0-%0 V=111 2ormore 1 Duration
Alcohol Consumption 0O o # Drinks per day _| Drinks per week
Coffee or Tea Consemption g o Cups per day | :
Other Drug Use (Stect Drmgs) [ 0O |
Exercige | B) O Daily 0 Weckly‘ O Monthly J Type

ey S i |

MEDICINES: Plcas? list all currently vsed medicines. Include peescription and non-prescription drags, vitamins, and herbs,

ALLERGIES: Please list all known allergies, especially to medicines

Treatment you are receiving or have received: !
U Medical Care  Whoiis your Primary Care Physician? '
0 Chiropractic Care  If yes, when and with whom? i
[ Other: (Please specify) |

e ey e},
FEMALES ONLY: Do you have: [ Menstrual problems [ Breast lumps or pain O Tubal Infections [ Problenzs getting prognant
: Are you currently or possibly. pregnant?
MAlLES ONLY: Do you have: 0 Changes in urine stream U Prostrate trovble O Lumnp in testicles

DOCTORS USE ONLY: | '
Left Eye: RightEyc:  Corrected: Y/N BP: Pulse]  Accom'I. R Height:  Weight:
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Sleep Probiems
Disabled
Nervous Tension
Imitability |

DBDDD§
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Mood Swings / changes

' : all ply.,
IMWMW@WMMWWMMPMmm hat apply,

More frequent urination
Pain or blood iwith wrizmtion
Kidney or bladder mfection
Kidney stones
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|

Arthritis or gout
Bursitis j
Fractured bones
Seizures g

Dmmumnmmmg
Dnmmunmmngg

F HISTORY:

Please note any family history of any of the below

mmmmmwmmmmmwdmmmwm
Capger

Stroke

wmﬁmﬁmmw

Mnultipie| Sclerosis
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i Do youicumently or lwve you hed: Hmmnﬂ:ﬂmmﬁy:
A . . Corrent
B

I Oooo DUBE}GEGUGUUCIGDDDEUDDEUDGBDDDDUEDEDDD

. Dnyquoum:uﬂyorhwemhad. Plean: markc al] that apply,

L Crmrnent
| Asthma

' Exgema

| Hay Fever

' Sinns Prob]

. High cholesterol or triglycerides
| Thyroid troubie

doaooooooad
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Psychological Problems

e




SCOTT CHIROPRACTIC Ic:bN LAKE LOVELAND
1.5. CHIROPRACTIC
750 W. EISEN HOWQ;R BLVD, STE 301
LOVELAND, CO 80537
|
! CONSENT FORM AND RELEASE OF INFORMATION

ft is my unaerstanding that if | become a patient in this office, | agree to the following:

CONSENT ':I'O TREATMENT:
| authorize J.5. Chirapractic* to perform chiropractic adjustments, treatments and procedures

upon me. || also consent to x-ray examination, and other diagnostic procedures if found medically

necessary to complete the evaluation of my case.

RELEASE OF INFORMATION:
18, Chiropractic* may disclose information from my records to doctors or others for continuous
care, and to any third party whe requires that information in order to receive reimbursement for any
charges imf:urred by me as a result of professional services rendered, per HIPPA guidelines,
|

|
1.S. CHIROPRACTIC*
i a) Isrequired by federal law to maintain the privacy of PHI and to provide you with this
privacy notice detailing J.S. Chiropractic* legal duties and privacy practices with respect
to your PHI.
| b) May be required by State law to maintain greater restrictions on the use or release of
i your PH! than that which is provided for under federal law.
! c) Isrequired to abide by the terms of this Privacy Notice.
|
|

i d) Reserves-the right to'change the terms of this Privacy Notice and to make the new
Privacy Notice provisions effective forjyour entire PHI that it maintains.

e) Will distribute any revised Privacy Notice to you prior to implementation. Will not

‘ retaliate against you for filing a complaint,

| PATIENT ACKNOWLEDGEMENT
By subscriﬂ)ing my name below, | acknowledge receipt|of a copy of this Notice, and my understanding
and my agreement to its terms.

Patient Name

Today's Date

1.5, Chiropractic includes the Doctors and clinic, Scott Chiropractic on Lake Loveland.




