
Date _ (PLEASE PRINT)

Name ~~~----~----~~~~--------_c~~---Soc.Sec.#-----------
LastName FirstName Initial

Address ~------------~------------------------

City State Zip, --'- _

Sex 0 M 0 F Age Birthdate___________ 0 Single 0 Married 0 Widowed 0 Separated 0 Divorced

Patient Employed by Occupation _
I

Business Address: Business Phone _

E--tr7r"ltl L .'~.---'-------------~------------
In case of emergency who should be notified? Phone' _

Person Responsible for Account, -:--:-':'.,-- '--_--;:~:_;_;_----------_;_~_.__---
LastName FirstName Initial

Relation to Patient, BirthdJte -t-+ Soc. Sec. # _

Address (Ifdifferentfrompatient's)__ --: -+1llli~ Phone ---------

City-------------------------+t__ State, Zip, _

Person Responsible Employed by,_--:' -'c -tl+-I occupation' ---

Business Address II Business Phone _

Insurance Company -7 ~I+I-------------------- _

Contract # Group # +If-I Subscriber#· _

~mH~o~er~~~~~OOWffidOOd.~~~~~--------+I-I-~--------------- _

Is patient covered by additional insurance?

Subscriber Name, _

Address (Ifdifferentfrompatient's)' lI-_-l- Phone _

City -+-_~~ffi,---------- Zip, _
Subscriber Employed by _. Business Phone _

Insurance Company Soc. Sec. # _

Contract # Group #------t--t---- Subscriber# _

DYes oNo

'--- Birthdate _

Names of other dependents covered under this plan +-_-+ _

I

I, the undersigned certify that I (or my dependent) have insurance coverage WI!' ith ---:-,--_--:-.,-- __ ---:~--..,.,___:_-------
Name of Insurance Company(ies)

and assign directly to Dr. all insurance benefits, if any, otherwise payable to me for services

rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I hereby authorize the doctor to release all

information necessary to secure the payment of benefits. I authorize the usd 0f this signature on all insurance submissions.

Responsible Party Signature Relationship Date



(Confidential)

Patient Name -'-- Today's Oate _

Age ,--_ Birthdate_--i- --"- __ Date of last physical examination _

GENERAL
DChilis
D Depression
D Dizziness
D Fainting
o Fever
D Forgetfulnesso Headache
D Loss of sleep
D Loss of weight
o Nervousnesso Numbnesso Sweats

MUSCLE/JOINT/BONE
Pain, weakness, numbness in:o Arms o Hips
o Back D Legs
o Feet D Neck
o Hands D Shoulders

GENITO-URINARY
D Blood in urine
D Frequent urination
o Lack of bladder control
o Painful urination

GASTROINTESTINALo Appetite poor
o Bloating

I 0 Bowel changes
o Constipation
o Diarrhea
o Excessive hunger
D Excessive thirst
DGas
D Hemorrhoids

I D Indigestion
D Nausea
o Rectal bleeding
o Stomach pain
D Vomiting
D Vomiting blood

CARDIOVASCULARo Chest pain
D High blood pressure
o Irregular heart beato Low blood pressureo Poor circulation
D Rapid heart beat
D Swelling of ankleso Varicose veins

EYE,EAR,NOSE,THROAT
o Bleeding gums
D Blurred vision
o Crossed eyes
D Difficulty swallowing
D Double vision
o Earache
o Ear dischargeo Hay fever
D Hoarseness
D Loss of hearingo Nosebleeds
o Persistent cough
o Ringing in earso Sinus problems
o Vision - Flashes
D Vision - Halos

SKIN
D Bruise easilyo Hives
Ditchingo Change in moles
DRash
o Scars
D Sore that won't heal

MEN only
o Breast lump
D Erection difficulties
D Lump in testicles
o Penis dischargeoSore on peniso Other

WOMEN only
o Abnormal Pap Smear
o Bleeding between periods
o Breast lumpo Extreme menstrual pain
o Hot flashes
o Nipple dischargeo Painful intercourse
o Vaginal discharge
(:] Other
Date of last
menstrual period _
Date of last
Pap Smear _

Have 'you had
a mammogram? _
Are you pregnant? _
Number of children _

DAIDS
o Alcoholism
DAnemia
o Anorexiao Appendicitis
o Arthritis
o Asthma
o Bleeding Disorders
o Breast Lump
o Bronchitis
DBulimia
D Cancer
o Cataracts

o Chemical Dependency
D Chicken Poxo Diabeteso Emphysema
o Epilepsy
o Glaucomao Goiter
o Gonorrhea
o Gout
o Heart Disease
o Hepatitis
o Herniao Herpes

o High Cholesterol
o HIV Positive
o KidneyDiseaseo Liver Disease
D Measles
o Migraine Headaches
o Miscarriage
D Mononucleosis
o Multiple Selerosis
o Mumps
o Pacemaker
o Pneumonia
DPolio

o Prostate Problemo Psychiatric Care
o Rheumatic Fevero Scarlef Fever
o Strokeo Suicide Attempt
o Thyroid Problems
o Tonsillitis
o Tuberculosis
o Typhoid Fever
o Ulcers
o Vaginal Infections
D Venereal Disease

Pharmacy Name' ---'-_-----'- Phone ---::--- __



Relation Age State of- Age at Cause of Death
Check (/lif. your blood relatives had any of the following:

Health Death ,. Disease Relationship to you

Father I Arthritis, Gout

Mother Asthma, Hay Fever

Brothers Cancer

I Chemical Dependency

Diabetes

Heart Disease, Strokes

Sisters High Blood Pressure
. ,

Kidney Disease

Tuberculosis

Other
"

Year Hospital Reason for Hospitalization and Outcome

1

r

I

r

I
r,

DYes ONo-Have you ever had a blood transfusion?
If yes, please give approximate dates_~ _

Serious I1Iness/lniyries Date Outcome

,

-' ..

I

r

•

Z;W~'_' > '--'",- ••••••. ' ",,,~tffi.:¥~
rY ,,;,se '. ',.- '-,.,., ,-. ,,' ',-;~.l-W¥;([j;~"¥f''0~~ ..;;-;-=;w.~;~ _ __.... '. / . . .; - W~...w~",.~4.'+:$

- .
Year of Sex of Complications if anyBirth Birth

.' -

..

Check (.f) which substances you use and
. describe how much you use_

Caffeine

Tobacco

Drugs

Other

Check (.f) if your work exposes you to the
following:

Stress Hazardous Substances

Heavy Lifting Other

Occupation

I certify that the above information is correct to the best of my knowledge. I will not hold my doctor or any members of his/her staff
responsible for any errors or omissions that I may have-made in the completion 'of this form.

Signature

Revie~-::;rj By

V

Date

Date



I

I

THIS NOTICE ~SCRIBES~HOW~HlRoPRA~~~ Atip'MEDICA.LJ~J;:QJUiL~T.IQ-":I"Aa.oUTYOU''''Y\BE
USED"AND;DISCLOSEDAND'HOW YOO,CAN;GETACCESS TO'THIS INFORMATION., PLEASE REVIEWIT
CAREFULLY., I . . '.{ ,.,
In the,oourse of your care as apatietit at ~'~itYi Ct'iiropracu~ we may,use or:disckiSe .personal and heatth
related informationcaboUtyouln the fOllOWing'waYs: .: ' , . ;.

1 " ,'~~. ,~.,."" .

-Your·persOnaI heaftt, information, incltdng c:I your clinical records, may be disCtosectto another health
care provider or hospital if it lis necessary to refer youfpr tytther diCKI~is; "~roent ortreatme.nt, ' . .

.- Your health care recordS as wetl'as yoo~biffigg rec:oros l'nay,6e.~iSGIosed"to ,another,'party, such as an i

insurance carrier, and HMO,' a ,PPO,$or,yoUremployer; if they are' of may be responsible for the payment of your
services. I ,. " . r:•. '. '. .,.j', . , .•.. "', .,:. . '

.-Your name, .address; ~n'(jrribet; and your'heaIth care reCo@s maY' be ,usedto contact youregcvdingf\.
appointment reminders. information about alternatives to your present care, or other health relsted information
that may beofinterest to yoU. . " '. ",' i· '.

- ; .' . _. .. ~ . -,,;

If you are not at home .to ~e a~ appoin~~",rem.in~~.~ m~fliQ~.be :IeftJ~your answering,machine.'
Further,'you have the'nght to~uispector ~n'a C9PyOf the'u'lformatjOo ~:~~Iuse for .these'purposes. < You also
have~rightto;refuse'.to provide ~9" fOr'this o,ffiCe.tp con~ YOA,u~99·~ matters. If you do '
not proyi.: .•.•r,With,thiS1auttWrlzatiOnifwilr'tndt:~~ ~ eare'.ptoYjded:to.:you or,~.reimbtJrsement:avenues .;
associated-wfth;yourcarei ~.. . " ..' " , ,.

U•••. - fedelsUaw,,\Ve are also2permitfed;'0r:ft!qUi~;t6' u~or ,dISCIa. Your he8ith:iOfOfmatioo.without~y~r
consent orauthol'ization i'n'these',folIOVting'eircUinstanees: , -'" _, - ,,_..' .f<'.'

-If \Ve·are Jooding chiropractic ca.reservices to you based on the ordersof,anotber:chi~C
care provider. ,~, ," '. . - ,- , .

, -If we prOvidehealttfcareseMces,to you ffiari;;ei'n~: . :. :...' " .
.,.Ifwe are r$quired by law to provide care to yoa and we are Linableto obtain your consent after

attempting to do so: .
-If there are substantial barriers to communicating with you, but in our professional judgment we _

believe that you intend for us to provide care.
-If we are ~ibY the courts or a~ ~~ate agency.,

Any use or disclosure of your protected health information, other than' the as' outlined above; will be made only
upon your written authorization.

I
We normally provide infonnationabout your health to you in person at the time you receive chir~practic ~~ from
us. We may also mail information to you.abGutthe~l!s:'ofyour,~uri~' If ycX.J~ld Uketo·.:receive this,
information at an ack:tressdther thaniyour home'or, if you' \Wuld like"the Intormation in a different form please
advise us in writing as to your preferences.

You have the right to j~ and/or copy your health information for:~ y~rsfrOnl_tfie ctatethat'the record
was created or as long as the information remains in our files. '. fn addition, you have the right torequest an
amendment to your .health [information. Requests to inspect, copy or ·amend your health related information
should be provided to us in writing. . .

I



,lli.cleCI '
ChiTop,~~c
1ncIIonopioIn~...-,~-~!"'I,,*,

We are required by state ~ ff:!derat)aw to -m~:~nthe privacy"ot,yqurpatient,file'and ,th'Ef'proteaed~health
information therein,' We'an;rissd'requited to provide you with this'noticeof our privacy ·pi'9ctice&~With--feSpeCtto
your health imdn'nation, I"'" .' ' " ,
We are further required by law to abide by the tenns Or, this nOti~ while it is in effect. We ~e the right'to'1llter
oramenc:Htte terms Of1Hi~'Pfivacfnotice," if'ctianges are mad8~.t<:hOOf.:priv~notice we will notifY'ycxf;in:Wl'iting
as soon as possible following the changes. Any change in our'privacy notice will apply for all of your health
informationi" ou~files. '. ' , '

Intonnation that we use Or~Ose~f'oW~~\~nati~«fua'Y" be)~.:i~tor:&diSct0SU~"by;~ ,person'n to
• • ,.; ,~_ { ,-;.t •• """ r:.:.-~ >,.' n~ ,.,!.~_.~~...,, ....). - ~"I.

whom.'w&provide-the'lI1formation and may no longer be protected by the federal~pnvacyl'Ules. , ' . ,

If you have a complaint regarding ourpri'{1iIgYflott~, ~r privacY'practices,or"any ~<Ofour privaey~aCtivities
you sOOutddirect your oomf:jl8intto ar.' Tam 'NOttIngham.: ' ' , '~ . '. ", '. ,

. ;'. ,'~': . .

If you would like further information about our privacy policies and practices please contact Dr, Tom NOttingham,
, __ _ _. ~ Zl _:'-_0_ • , .;~ ••• )O._~

, This'office,~ arl(r~~j~~~~:fotJqnQotOg' p8tien(c~lI:e,,:,,·O~ ¥adjusti~<invol'ies._eral'
patients beingseeACjmttte,same"8djtiStlrig·'tObi1)~St}hesame,time;~P,atieAt&,~ wj!hiJ;l~sight,of{ooeiarilther;and'
some ongoing routine detiilstordmfare;'<tiscus~ Wit6in~fofot6er'~_ aodtStaf.1'"lfhis1enVironmenl'is
used:tor ongoing care and is NOT'-the~use(nOrtaking patient histories, providing exan1i~or,;,.
presenting reports of findi~. These procedures are completed in a private, COJ1fJdentiaisetting. The use of this
fonnatis intended to make y~r ~~_~, ~r of»ce more eft%:ientand prOductjye as well'8$:to'eIlIi8noe:
your;access~t6quality health dire and' neaIth· infOnriatioo, If yoo,~< not to ,be--adjust_ in"'8n'open.tadjusting"
environment other arra~ can be made for you. '. ' . .~ ..'~~~ .~ ,

. ~. "f ;:~

Thisll9liceis effeGtive>ss of'" . This notice' and any alterations or amendmentS' ' '
made hereto WI,'" expire f1eIlen years after, the..,dateuP<>n ,',which.the record'was .eteatect'\',M, y signature
acknoWledgesthat I have received a copy oftHI!ftiOtiee."'" \ '" v, . " . ',.,

,- .. - . ; .".- - - . .

, "j,. ,

,~ignature -: DateName (Printed please)

If you are a minor, or if you are being repreSented by anQther party,
~ J. :, . t .1 ::> .' .' • - •

\-'

•••-_'0.

Personal RepresentatiVe (Primed) • ., I PerSonal.R~ntative Signature "Date
, ,'" '- . . ,


