Hayes Chiropractic Initial Patient History

Name ____________________________________    Male / Female     Today’s Date ____ / ____ /______

Age _____     Date of Birth ___ /___ /____    
SSN#   _______   _____   _________
( Married     ( Single     ( Divorced     ( Widowed     No. of Children_____   Head of Household___________________

Address ______________________________City ___________________ State _______  Zip  __________  

Home #  ___________________________        E-mail  ________________________________________        

Mobile #  ___________________ For text Reminders-  AT&T   Sprint   T-Mobile   Verizon    Other ___________ 

Do you have a Primary Care Physician/Pediatrician?  Who? ____________________________________

Occupation _______________________________  Employer ___________________________________

How did you hear about Hayes Chiropractic? ________________________________________________

Patient History

Please list your relevant past health history (birth trauma, general health, prior illness, injuries,  hospitalizations; surgical history);__________________________________________________________

_____________________________________________________________________________________
Height? ______      Weight? ______        for Females - Are you Pregnant? __________________________

 What are your current Medications? ________________________________________________________
Please complete the following questions regarding how you feel today.
What caused you to seek treatment today?  ________________________________________________

What do you think caused the trauma? ____________________________________________________

When did this happen? ________________________________________________________________

Have you seen a Doctor for this condition? Who/When/What was done etc. ________________________

___________________________________________________________________________________

What are your goals with chiropractic care?______________________________________________

List all symptoms: _____________________________________________________________________
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Mark picture where you have:

XXX = pain

000 = numbness

+++ = inflammation & swelling

^^^ = pinching

Rate the intensity of the pain –           (no pain) 1    2   3    4    5    6    7   8    9    10 (unbearable)

Describe the pain:   ( Constant    ( On / Off    ( Dull    ( Sharp    ( Numbness  ( Stabbing

What % of the day do you feel your symptoms?   ( 0-25%    ( 25-50%   ( 50-75%   ( 75-100%   

Is there anything you do that helps relieve symptoms? _______________________________________

Is there anything you do that aggravates your symptoms? _____________________________________
Do you wake up at night due to pain? How often?    ( 0   ( 1-2     ( 3-4     ( 5 or more

Do you avoid daily activities/sports/recreation because of pain?   (  Never     ( Sometimes     (  Often

What do you avoid? ____________________________________________________________________

Do you hesitate before you lift things or move things.   ( Yes     ( Sometimes     ( No

Are you experiencing headaches?  ( NONE      ( 1-2 a week     ( 3-4  a week     ( 5 or more a week

List any Family History of Spinal Conditions? __________________________________________________

Chiropractic often can help the following conditions; circle all that might apply: Headaches,  Shoulders,  Knees, Dizziness,  Earaches,  Foot/ankle,  Jaw,  Digestion
(   Self Pay: $75 initial visit / $60 per adjustment
- OR - 
   (    Bill my Insurance – Insurance

                                                                                                contracted rates will be used, may be  

                                                                                           higher than our self pay price

Financial Responsibility and Assignment of Benefit:

Hayes Chiropractic requires payment at the time of service. I am responsible each visit for all insurance co-payments or deductible amounts.  I agree to pay all charges for health care services including charges not covered by my insurance company.  I understand that a billing charge will be charged for all unpaid balances. In the event that charges incurred are not paid in full, I agree to pay all costs of collection including a collection fee, and court costs.

I further understand that any benefits quoted are provided as a courtesy to Hayes Chiropractic patients and are not a guarantee of payment.  I am responsible for my own insurance benefits and any questions regarding my chiropractic coverage should be directed towards my insurance company.     

Patient’s Name________________________________________________________________________

_____________________________________

___________________________________

Signature of Financially Responsible Party 

 Printed Name 
 (if not patient)



Date Signed _____________________________________

Primary Insurance __________________________________ we require a copy of your insurance card
Primary Card Holder’s Name ____________________________ Their birth date ___ / ___ / ____

Relationship to Insured_____________________________

Do you have Secondary Insurance?  YES   NO       

We require a copy of your insurance card  
Secondary Card Holder’s Name____________________________  Their birth date ___  / ____ / ___

Relationship to Insured_____________________________

Informed Consent for Chiropractic Care

The Nature of Chiropractic Adjustment

The primary treatment I use as a Doctor of Chiropractic is spinal manipulative therapy. I will use that procedure to treat you. I may use my hands or a mechanical instrument upon your body in such a way as to move your joints. This may cause an audible “pop” or “click”, much as you may have experienced when you “crack” your knuckles. You may feel a sense of movement.

The Material Risks Inherent in Chiropractic Adjustment

As with any healthcare procedure, there are certain complications that may arise during chiropractic manipulation and therapy. These complications include but are not limited to: fractures, disc injuries, dislocations, muscle strain, cervical myelopathy, and costovertebral strains and separations. Some types of manipulation of the neck have been associated with injuries to the arteries in the neck leading to or contributing to serious complications including stroke. Some patients will feel some stiffness and soreness following the first few days of treatment. I will make every reasonable effort during the examination to screen for the contraindications to care; however, if you have a condition that would otherwise not come to my attention, it is your responsibility to inform me.  

The Probability of Those Risks Occurring
Fractures are rare occurrences and generally result from some underlying weakness of the bone, which I check for during the taking of your history and during examination and X-ray. Stroke has been the subject of tremendous disagreement. The incidences of stroke are exceedingly rare and are estimated to occur between one in three million and one in five million cervical adjustments. The other complications are also generally described as rare.
I have read and fully understand the above Informed Consent and agree to receive chiropractic care.

	________________________________________________
	
	______________________________

	Signature 
	
	Date


HIPAA Privacy Agreement

The HIPAA (Health Insurance Portability and Accountability Act) Privacy Rule establishes national standards to protect individuals’ medical records and other personal health information and applies to health plans, health care clearinghouses, and those health care providers that conduct certain health care transactions electronically.  The Rule requires appropriate safeguards to protect the privacy of personal health information, and sets limits and conditions on the uses and disclosures that may be made of such information without patient authorization.

Our office follows the recognized standards of HIPAA. Our complete Privacy policy is available to read in full at any time. More information can be found at  www.HHS.gov/ocr/privacy.

I have read and fully understand the foregoing notice, and all my questions have been answered to my full satisfaction in a way that I can understand.

	________________________________________________
	
	______________________________

	Signature 
	
	Date


For Patients under 18 - I consent to evaluate and adjust a minor child:
I, ______________________________ being the parent or legal guardian of  __________________________                       have read and fully understand the above Informed Consent and hereby grant permission for my child to receive chiropractic care.  Date ____________________
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