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CONFIDENTIAL NEW PATIENT INFORMATION

Date:

Legal Name: S5#:

Name | prefer to be called: Phone #:

Cell#: Driver's License ff:

E-mail Address:

Gender: M F Apge: Date of Birth: / /
Marital Status: Single Married Other Spouse Name:

Local Address:

City: __ State: ZLip Code:

Employment Status:

Empiarer Yame

Wark Address’ City! Stare’ Zip
Type of Work: Waork #:

In Event of Emergency:
Contact Name: Relationship:
Home #: Work #:

How did you hear about our office?:

Please answer the following questions so that we may betier care for you.

__ I have a problem/symptom (circle one) and [ am ONLY interested in help with this
specific problem.

I have a problem/symptom (circle one) and I am interested in help with this problem and
in learning how to prevent it in the future.

T have a problem/ symptom (circle one) and 1 am interested in help with this problem in
addition I am interested in learning about health potential and the role of Chiropractic
care in improving my health and my family’s health as well.

__ I have no special problem, | understand the role of Chiropractic care in my general
healtheare.

Who is your primary care physician?

T
Address: City/State/Zip: _
Do you want us to forward initial visit information to your Primary Care Physician? _ No  Yes

Previews Chiropractic History

Have you ever been to a Doctor of Chiropractic before? _ No__ Yes
If ves, when was the approximate date of your last adjustment?
Doetor's name and address:

Have you had Therapeutic Massage before? _ No Yes




MAJOR AREA OF COMPLAINT: (Circle areas of discomfort)

Describer Symptoms:

Do you know what may have caused this complaint?
_Auto _ Work ___ Fall ___ Unknown

Has it been bothering you for more than a couple of days?
No _ Yes How long?

Do you smoke tobaceo? _ No _ Yes Ifyes, how much?

Do you drink alcohol? If yes, how often?
_ MNever  VerySeldom  Soecial 1 drink/day 2.5 drinks/day

Do you have any allergies to medications? (Prescription and/or OTC) If ves, what?

Do you have any other allergies or adverse reactions?

Please write any other information you might feel is pertinent to today’s visit:

Office Policy:

1. All fees are due at the time of services rendered unless other arrangements have been made.

1. Each patient is responsible for payment of our fees.

3. In case of any new injury, please notily the office of injury/accident prior to making an
appointment.

4. Patients are scheduled by appointments. If yon are late you have missed your appointment time
and will be worked in the schedule as best as we can.

5. Any payment plans are to be discussed with the Office Manager.

Release and Assignment:

| understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and
mysell, Furthermore, [ understand that the doctors' office will prepare any nocessary reports and forms to assist me in
making collection from the insurance company, and that any amount authorized 10 be paid directly 1o the doctor’s office
will be credited to my account on receipt. However, | clearly understand and agree that all services rendered me are
charged directly to me and that 1 am personally responsible for payment. | also understand thar if ] suspend or terminate
my care, any fees for professional services rendersd me will b2 immediately due and pavable,

Patient’s Signature: Date:




Baclz N Balance

Charting Your Way Back To Good Health

RECEIPT OF NOTICE OF PRIVACY PRACTICES WRITTEN
ACKNOWLEDGEMENT FORM

Back N’ Balance, Inc.

I, have reviewed/ received a copy of Back N’ Balance’s Notice
of Patient Privacy Practices.

Signature of Patient or Parent or Legal Guardian Date

OFFICE USE ONLY

| attempted to obtain the patient’s signature in acknowledgment on this Notice of Privacy
Practices Acknowledgment, but was unable to do so as documented below:

Date: Initials: Reason:

NOTICE THESE FORMS ARE AVAILABLE UPON REQUEST

1. Notice of Privacy Practices Hand-outs #HIPAAOL
2. Patient Authorization for Use and Disclosure of Protected Health #HIPAA40
Information to Third Parties
3. Request for Limitations and Restrictions of Protected Health Information #HIPAA33
4. Request to Inspect and Copy Protected Health Information #HIPAA38
5. Request for Correction/ Amendment of Protected Health Information #HIPAA36
6. Request for an Accounting of Certain Disclosures of Protected Health Information #HIPAA42
7. Patient Complaint Form #HIPAA18

1059 Broadway e Suites C & E e Dunedin, FL 34698 e Ph: 727-733-6501 Fax: 727-733-6701
www.backnbalance.com



Back N’ Balance

As a courtesy to our patients we file
insurance claim forms for you.

It is however your responsibility to give us
your insurance information. This includes a
copy of your most recent insurance card and
a claim number if auto related. We can not
provide service without this information

Please know that verification of benefits is
not a guarantee of payment. Claims are paid
in accordance to the written terms of your
contract. It is important that you know your
insurance policy.

Date: | /20

Signature:

Print Name:




MASSAGE, PHYSICAL THERAPY & NUTRITIONAL COUNSELING POLICY

Our clinic offers massage, physical therapy and nutritional counseling services, which have been recommended for
you by your doctor, who feelsit is clinically necessary for your care and treatment. Our policies are outlined here
and we ask that you read this carefully and sign it, as this will become part of your permanent record. If you have
any questions, please feel free to ask them before signing thisform. You are fully responsible for the bill from
servicesreceived. Serviceswill be paid for at the time of your appointment.

INSURANCE BILLING

Our massage therapists are under contract with our naturopaths and chiropractors; therefore billings are submitted
under his or her name and license. If you are unsure of your policy benefits we advise you to contact your insurance
company. All policies are different and we do not guarantee coverage. Generally, if your policy statesthat services
provided are “under the direct supervision of a covered physician” those services should be covered. For
massage, the procedural codes we are required to use for these services are listed as “ Ther apeutic Procedures’
classified under physical medicine/ rehabilitation and broken down into timed increments of 15-minutes each for a
total of 60 or 30 minute massages. As a courtesy, we will bill your insurance plan for massage or physical therapy
sessions. Nutritional counseling services are not billable to insurance plans. Payments for nutritional counseling are
required at the time services are rendered.

MASSAGES, PHYSICAL THERAPY AND NUTRITIONAL COUNSELING CANCELLATION/
NO-SHOW/LATE FEE POLICY

When you make a massage, physical therapy or nutritional counseling appointment, that time is set-aside
specifically for you by our therapists. Because we often have a waiting list for these appointments, we ask that you
give 24 hours cancellation notice so that someone else can be scheduled for that time slot. In the event of a no-show
or cancellation without 24 hours notice, you will be charged 50% of your appointment fee. Massage and nutritional
counseling appointments will not be scheduled until the feeis paid. If you arrive more than 15 minutes late for an
appointment, you will be billed directly for 50% of the charges. The appointment session will be shortened to
compensate. We will not bill your insurance company for any cancellation or late fees.

Thank you for your time and attention, please sign and date in the spaces provided below.

Patient Signature Date

Print Name

Witness Signature Date
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Part 1: Gastrointestinal

Acute Chronie

e o L e L

vorably when treatment is given that inereases your body®s ability fo funetion correctly. This affice specializes in such trentment and if you wigh,
an individualized program will be suggested. Flease check the sympioms you have experienced in either (or both) of the chronic (recurrent symp-
toms) or acaie (symptoms you have powh Leave the question blank if meither acute or chronic symploms are present,

Elﬂii ;‘:ar_d!nx!smlnr

Acute Chronic

F n

Dipestive complainis _ Irregular heartheat Prasfate Trookle
A Stomach complaints Heart murmur/palpations Urination problems
Ulcers High or low blood pressurg Heproductive problems
— — Frequent Heanbuorn Chest pain -
Nausea Previous heart trouble || WM
Frequent Diarrhea Poor circulation b e el
Frequent Constipation Previows heart surgery —— v Tnf:rllmﬁ
A Irritable Bowel e Varicose or spider veins | |—— ———— v:“.: DL;IH
— _—  Hemorrhobds Hands or feet cold all the fime |—— ——— ei sruall rg;ﬂw
. Frequent Vomiting 'E e {..ﬂ" s
e Colitis/ diverticulitis = i i
e Part 5; Respiratory Maod swings |
Rl = ck or Moody stool At ChR I i
Gallbladder trouble T — :,];ff o '
— —  Frequent burping/ belching | ™ Asthma Infertility
Emphysema Haot flashes |
Part 3: Immune £ Recurrent head colds Currently taking hormone
Acute Chronic Recurrent sinus infections medication
ST Frequently sick — —__ Becarrent bronchitis . Correnily taking hirth
— _— Frequentswollenglands |[_ _  Smoker central pills
___ ____ Frequent sore throats Lumps in breast
Depression and/ or anxiety Part 6: Genito- Urinary — _— Uterine or avarian
— Achy joints/ muscle pain Acute Chronic eysts
S Headaches! migraines Too frequent arination T Bladder 'E?k-’_'* easily
Recurrent dipestive complaints|[___ _ Discolored or foul smelling || Endomelrissis
Chronic l'h[wug et ity Blood in urine 2 . =l gl ik
Food allergies Recurrent kidney infections Aml::rélf-ufil::dmrlm {istansluluc]
Eczema or hives Recurrent bladder infections Cold hands and feet
Allergies:mildimoderatelsevers | __ Ridney stones !l Laow bload pressire
. . Bedwetling | Weight problems
ol it : ucturall Meurs I ___ Inability to control bladder ||~ = {over or under)
| te Chronie dee. - o E”;::: problems
—— ———  Mustle cramps/ muscle spasm || Acute Chronic e e Irl:il:hI:il' menls are
e ?EﬂkF:h’l Recorrent ear infections  |[—— — Missed
— AW PRIR —— . Ey¢infection Anxicly/ nervousness/
_ gﬂﬁ;’:ﬂ e i i:"'“’l!f losing vision ; Irritability
e pafers in i
Shoubder! elbowi wrist pain Glawcrma i | l!rliz:;:::::landmg
—— — [Nuombness/ Tingling Macular degeneration Weal e EI:ak}'
Y —__ Tremors in hand or feet  ____ Cataracis T i R air
— — Kneeorhip pain Diabetic retinopathy et DYP :
e o Avint pain or loss of function el T val"HFIUH -
— — ODsteoporosis’ osteomalacia —_— . Yy smsepilk
Current bone fracture or isjury Infections
__ ~ Tendenitis/ Bursiiis Frequent headaches |

Digestive complainis |

i ———



Back N' Balance
Terms Of acceptance

When a patient seeks chiropractic health care. and when a chiropractor accepts a patient
for such care. it is essential that they are both seeking and working for the same goal,

Chiropractic has only one goal. It is therefore important that the patient understands the
goal and the means that will be used 1o afain it. This will ensure that there is no
confusion. misunderstanding or disappointment. The goal of chiropractic is to correct
vertebral subluxations for the purpose of restoring the proper transmission of nerve
energy over nerve pathways so that everv part of the body may have proper nerve supply
at all times. This allows the innate healing ability of the body 10 work at a maximum
efficiency.

Patients usually want to get rid of whatever ailments or conditions are bothering them,
This. however, 15 not the goal of chiropractic.

The purpose of chiropractic 1s to restore and maintain the mechanical mtegrity of the
spinal cord and its nerve roots. These viwal nerve pathways are housed in and protected
by. the bones of the spine. Tiny misalignments of the veriebrae or bones of the spine,
which interfere with the function of theses nerve pathways, are called subluxations. They
come from many causes and prevent vanious organs, glands and muscles from working
properly. By means of chiropractic adjustments. subluxations are corrected, thus restoring
normal nerve functions. With proper nerve supply, health improves. In some. symptoms
clear up quickly. In others, the process is slower and in & few. it is only partial or not at
all.

Regardless of what the disease is called. the chiropractor does not offer to heal or even
treat it. Nor do they offer advice regarding the treatment of the disease. Their onlv goal is
1o aliow the body to do 1ts job. Their onlv means 15 the correction of the vertebral
subluxanons. They do not promise a cure from other diseases. nor offer treatmen: for
other diseases.

L. have read the above. understand it fully and
undertake chiropractic care on this basis.

Signed Date

Parental Release Form

l. o being parent/legal guardian (circle one) of

. do hereby grant permission for mm/her to receive care
trom a doctor at Back W™ Balance, This shall include when necessary standard analvsis.
mmcluding X-ravs and corrective spinal adjustments.




Patient Privacy Questionnaire

1. Please print the address of where you would like your billing statements,
appointment reminders, test results, and/or correspondence from our office to be sent.

2. Please indicate if you would mind being in one of the rooms with the door open.
No, I do not mind Yes, | would like a private room only

3. Please print the telephone numbers where you would want to receive calls about your
appointment reminders, follow-up, test results or other health care information:

Phone Number: Back-up:

* | am fully aware that a cell phone is not a secure and private line

4. Please list the names of any family and/or significant others whom we may inform about your
medical condition and diagnosis. (Treatment, payment and health care
operations) and in case of an emergency.

Name Relationship
Name Relationship
Name Relationship
Name Relationship

5. Can confidential messages (appointment reminders, etc.) be left on your telephone
answering machine or voicemail?
Yes No

Patient Name:
(Guardian if under 18 years)

Social Security Number: - -

Patient Signature:

Parent/ Guardian Signature:

Date:

Back N’ Balance
1059 Broadway Unit C
Dunedin, FL 34698
Ph: 727-733-6501 Fax: 727-733-6701
www.backnbalance.com



