CHIROPRACTIC REGISTRATION AND HISTORY

2 ! PATIENT INFORMATION

Date

SS/HIC/Patient ID #

INSURANCE INFORMATION

Who is responsible for this account?

Relationship to Patient

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT

Name Relationship

Home Phone ( ) WorkPhone ( )

Patient Name Insurance Co.
Last Name
Group #
Eas e MCC Is patient covered by additional insurance? [l Yes []No
Address
Subscriber's Name
E-mail
Birthdate SS#
City
Relationship to Patient
State Zip
Insurance Co.
Sex (IM [JF Age
Group #
Birthdate
ASSIGNMENT AND RELEASE
] Married ] Widowed [ Single 7] Minor | certify that |, and/or my dependent(s), have insurance coverage with
s and assign directly to
[] Separated [l Divorced [C] Partnered for years o ol KWEETES Comgary(ies)
Patient Employer/School Or. i insiacice Terais ¥
Occupation any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. | authorize
Employer/School Address the use of my signature on all insurance submissions.
The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
Employer/School Phone ( ) benefits or the benefits payable for related services. This consent will end when
Spouse's Name my current treatment plan is completed or one year from the date signed below.
Birthdate S SR as ; it
Signature of Patient, Parent, Guardian or Personal Representative
SS#
Spouse’s Employer ~ Please print name of Patient, Parent, Guardian or Personal Representative
Wh thank fi ferri ?
CRITEN WO H IR 0L EOrI T, 704 Date Relationship to Patient
@PHONE NUMBERS ACCIDENT INFORMATION
Cell Phone ( ) Home Phone ( ) Is condition due to an accident? [] Yes [[] No Date

Type of accident [JAuto []Work [[JHome []Other

To whom have you made a report of your accident?
[J Auto Insurance [ ] Employer []Worker Comp. [[]Other

Attorney Name (if applicable)

ﬁPATIENT CONDITION

Reason for Visit

When did your symptoms appear?

Is this condition getting progressively worse? [JYes [JNo

Type of pain: [] Sharp  [[] Dull

How often do you have this pain?

[]Burning [ Tingling [[] Cramps [] Stiffness

[JUnknown
Mark an X on the picture where you continue to have pain, numbness, or tingling.

Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

[[] Throbbing [] Numbness []Aching [ Shooting
[l Swelling [] Other

Is it constant or does it come and go?

Does it interfere with your [] Work [] Sleep [] Daily Routine

[] Recreation
Activities or movements that are painful to perform [] Sitting [] Standing [] Walking [] Bending [] Lying Down




(li HEALTH HISTORY

What treatment have you already received for your condition? [[] Medications
[] Chiropractic Services [ ] None [ Other
Name and address of other doctor(s) who have treated you for your condition

[C] Surgery

[] Physical Therapy

Date of Last: Physical Exam Spinal X-Ray Blood Test
Spinal Exam Chest X-Ray Urine Test
Dental X-Ray MRI, CT-Scan, Bone Scan

Place a mark on “Yes" or “No" to indicate if you have had any of the following:
AIDSHIV [[JYes [[JNo Chicken Pox [CJYes [JNo Liver Disease [CJYes [[JNo Rheumatoid Arthritis [] Yes [] No
Alcoholism [JYes [JNo Diabetes [OYes [JNo Measles [JYes [JNo Rheumatic Fever []Yes [JNo
Allergy Shots [JYes [JNo Emphysema [JYes [JNo Migraine Headaches[_] Yes [[JNo Scarlet Fever [JYes [JNo
Anemia [JYes [JNo Epilepsy [JYes [JNo Miscarriage [JYes [[JNo Stroke [JYes [ No
Anorexia [JYes [[JNo Fractures [[JYes [[JNo Mononucleosis [JYes [[JNo Suicide Attempt [OYes [JNo
Appendicitis [JYes [JNo Glaucoma [JYes [JNo Multiple Sclerosis [JYes [JNo Thyroid Problems []Yes [JNo
Arthritis [JYes [INo Goiter [OYes [JNo Mumps [(JYes [JNo Tonsillitis [JYes [INo
Asthma [JYes [[IJNo Gonorrhea [JYes [JNo Osteoporosis [JYes [JNo Tuberculosis [JYes [JNo
Bleeding Disorders []Yes [JNo Gout [JYes [[JNo Pacemaker [CJYes [INo Tumors, Growths []Yes []No
Breast Lump [[JYes [JNo Heart Disease [JYes [JNo Parkinson's Disease[ ] Yes [JNo Typhoid Fever [JYes [JNo
Bronchitis [CJYes [JNo Hepatitis [JYes [[J]No Pinched Nerve [(JYes [IJNo Ulcers [JYes [JNo
Bulimia [JYes [JNo Heria [JYes [[JNo Pneumonia [JYes [[JNo Vaginal Infections []Yes []No
Cancer [[JYes [JNo Herniated Disk [JYes [[JNo Polio [JYes [JNo Venereal Disease []Yes []No
Cataracts [[JYes [JNo Herpes [OYes [JNo Prostate Problem [JYes [JNo Whooping Cough []Yes []No
Chemical High Cholesterol []Yes [JNo Prosthesis [JYes [JNo Other
Dependency [JYes [JNo Kidney Disease [JYes [JNo Psychiatric Care [JYes []No
EXERCISE WORK ACTIVITY HABITS
] None [] Sitting [C] Smoking Packs/Day
] Moderate [J] Standing [7] Alcohol Drinks/Week
[[] Daily [] Light Labor [[] Coffee/Caffeine Drinks Cups/Day
[J Heavy [] Heavy Labor [[] High Stress Level Reason
Are you pregnant? []Yes []No Due Date
Injuries/Surgeries you have had Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries <

ﬂ MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name

Pharmacy Phone (

)




ELITE HEALTH & SPORTS CHIROPRACTIC, P.C.
420 MADISON AVE, SUITE 803
NEW YORK, NY 10017
Ph: (212)319-0785 Fax: (212) 319-0435

Date:

INFORMED CONSENT

1, the under signed, so hereby agree and give my consent for Dr. Frank Valente and/or Dr.

Andrew Szymanski to provide Chiropractic services that are considered necessary and proper in
accordance with New York State Law.

[ acknowledge understanding of the necessary Chiropractic interventions associated risks,
expected benefits of treatment and reasonable alternatives to Chiropractic. We discussed the
different outcomes that could occur, and most of the possible complications. | am aware that
other complications could occur that we could not foresee.

The above information has been read to mic. Any questions I have had regarding intervention
have been answered to my satisfaction prior to my signing this consent form. I have made my
decision and agree to the recommended treatment, voluntarily and freely.

Printed Name

Patient’s Signature

Provider’s Signature



ELITE HEALTH & SPORTS CHIROPRACTIC, P.C.
420 MADISON AVE, SUITE 803
NEW YORK, NY 10017
Ph: (212) 319-0785 Fax: (212)319-0435

HIPAA

HIPAA is a federal government regulation, which contains rules about how we can use your
medical information with, and without, your pcrmission. It also gives patients new rights with
respect to the privacy of their medical information. We are obligated by law to make available to
you our Notice of Privacy Practices, which explains our duties and your rights, and get a written
acknowledgement from you that you have received this information.

To learn more about HIPAA, visit the United States Department of Health and Human Services’
website at:

www.aspc.hhs.gov/adminsimp/Index.htm

I understand a copy of this offices Notice of Privacy Practices is available for my review

Due to the Privacy Act of 1974, we cannot release anything about your file to anyone without
your written consent.

[ give this office authorization to release information regarding my medical record and/or
account records to the individual or organization below. I understand that unless I state
otherwise, ALL information may be discussed or released. (Please print)

Name:
Address:

Our office may leave information on my home answering machine: Yes / No

The signed statement will remain valid unless you inform us in writing.

Patient’s Signature Date




OFFICE FINANCIAL POLICY

Our policy is to extend to you the courtesy of allowing you to assign your insurance benefits
directly to us. This policy reduces your out-of-pocket expense and
allows you to place your family under care.

1. If You Do Not Have Insurance: All payments are expected at the time of service or by an
authorized payment plan. Your personal balance may not exceed $100 at any time or care
may be terminated. Our payment plans make care an affordable part of your family budget.

2. If You Have Insurance: All deductibles and co-payments are expected at the time of
service or by an authorized payment plan. Your co-insurance balance may not exceed $100
or care may be terminated. Our payment plans make care an affordable part of your family
budget.

You are considered a cash patient until you bring in your completed insurance forms, and
we qualify and accept your insurance coverage. We do not accept assignment for
secondary insurance carriers, but will be happy to provide you with a claim form for your
secondary carrier.

Our fees are considered usual, customary and reasonable by most companies, and
therefore are covered up to the maximum allowance determined by each carrier. This
statement does not apply to companies who reimburse based on an arbitrary schedule of
fees bearing no relationship to the current standard and of care in this area.

If your carrier has not paid a claim within sixty (60) days of submission, you agree to take an
active part in the recovery of your claim. If your insurance carrier has not paid within ninety
(90) days of submission, you accept responsibility for payment in full of any outstanding
balance and authorize us to use your credit card to collect full payment.

When your schedule of visits is once per month or longer, you will not be eligible for
insurance assignment. Charges for services rendered will be due as they are rendered. We
will continue to provide you with an insurance claim form.

If you discontinue care for any reason other than discharge by the doctor, all balances will
become immediately due and payable in full by you, regardless of any claim submitted.

Patient's Printed Name:

Signature: Date:

Finance Counselor: Date:

Front Desk: Date:




