Welcome to Sands Chiropractic

Please fully complete the first three '(3) pages
Of the New Patient Record, sign the
Financial Policy, and Consent to Treat.,

Thank you



Sands Chiropractic . Patient Information
1701 NE 28 Street

Pompano Beach, Florida 33064

(Please allow our staff to photocopy your Driver’s license and Insurance card)

WELCOME! PLEASE PRINT
PATIENT INFORMATION

First Name Last Name M.I.

Date of Birth / / " Age Gender M F ssy / / Marital Status s W D Separated

Home Address Apt
_—
City State Zip

Home Phone Cell Phone Work Phone
—_— -_— -_—

. Your Employer Occupation
. Primary Insurance Company Subscriber’s Name
\\ -_——

- Subscriber’s Date of Birth\,/\/ __ Patient’s Relationship to Subscriber OSelf 0 Spouse © Child O Other
Name ofSpouse, Parent or Guardian ' ‘ —
i Emergency Contact :
' Name ' Phone |
-_—

‘How did you find out about our office

—_—

‘Have you ever been to a chiropractor before O Yes 0O No

If yes, when was your last visit
-_—

MY CERTIFICATION

i certify that the above information is correct

X - Date
Signature of patient or person acting on patient’s behalf :

MY PRIVACY

Iﬁhaye read a copy of the Notice of Privacy Practices,

information. | understand that this information can angd will be used to: Conduct, up among
the healthcare providers who may be directly and indirectly i ’ idi i

payors; Conduct normal healthcare operations such as quali
otice at any time.

¢

Date
— -_—




MEDICAL AND HEALTH HISTORY

Patient Name Height_ Weight

Main Problem

What pain causes You to come to the office
What Caused this pain
When did the pain start How bad is the pain (circle one only) 1 =

mild -~ 10 = Intense

1 2 3 4 S 6 7 8 9 10
How often does the pain occyr (circle one) Intermittent Occasional Frequent Constant
Circle the word that best describes the pain Aching Dull Sharp Shooting  Diffuse Throbbing Nagging Deep Burning

Stinging Pressure
Does the pain travel to any other area
What makes the pain better i
\\‘\
What makes the pain worse — I
Have you done anything else to treat this pain

Have you had similar sympfoms before 0 ves O No If yes, when i
Have you had any other treatment for this condition QO Yes O No f ves, when )

Please descripe the treatment and name of treating doctor

Other History

Do you smoke O Yes 0O No If yes, how many per day
-_—
Do you d.rink O Yes 0O No If yes, how much
\
Do you4exercise O Yes 0O No If yes, how often
\\
Do you take Medication O Yes 0O No If yes, list type and amount taken per day

Ist Past Major Hinesses, Injuries, Surgeries, and Hospitalizations -




General Symptoms

SR

Dental
problems
Depression

—

Difficulty
sleeping
Dizziness

S——

Feinting

Fever

Forgetfulness
Headache

Loss of sleep

| Loss of weight |
Nervousness
Numbness
Sweats

Tiredness

Weight gain

Conditions

E Anemia

|| Appendicitis
Arthritis
Asthma

Please (V) condition

Bronchitis

Diabetes
Emphysema
Epilepsy

Sleep

Exercise

Do you wear 0 heel lifts 0 shoe lifts [

Bruise easily
—_—

—

Cardiovascular

Eyes, ears, nose, and Women
throat
Blood in urine Chest pain Vision changes

| only

Breast lump

|

T
Gastrointestinal

Poor circulation

Change in appetite
Bloating

Bowel changes
Excessive hunger
Excessive thirst

]

Gas
Indigestion i
Nausea

Stomach pain

: Bleeding disorders

Cancer (list type)

Vomiting

Rapid heart beat,

Swelling of
ankles
Varicose veins

S

|
Abdominal pain

Go
Go

t———

S

——

—

e

[ Skin

Frequent urination high blood | Difficulty swallowing
pressure

Lack of bladder ] Irregular heart ] Earache

control beat

Painful urination ] Low blood B Hoarseness
pressure

Loss of hearing
Nosebleeds
Ringing in the ears

| Poricose veins ||
Hives
ltching

Charo
Change in moles

——— ]

——

Sinus problems

Respiratory

Persistent couogh .

Difficulty breathing

Wheezing

Rash
Scars

Sores that won't
heal

Fractures

iter
ut

Heart disease
Hernia

High cholestero)
Kidney disease

Liver disease
Migraine headaches
Multiple sclerosis

bruises

—
—

f——

hrs/week [ light O moderate O intense

Asthma
M

en Only

Reproductive changes ]

Changes in sexual desire

|

S you have or have had in the past.

[ Osteoporosis :
‘\x

Pacemaker

Prostate problem
Rheumatoid arthritis
Stroke

Thyroid problems
Tumors, growths

Ulcers '

hrs/night Do you sleep on your back O side 0 stomach

arch supports [ orthotics

What type of pillow do you use 0 thick O medium 0 thin O none . cervical support

Age of mattress

—_—————

—_— ]

Extreme menstrya| pain

] Hot flashes

Changes in sexual desire

Reproductive changes

Date of last menstrual cycle:

—_——

Are you pregnant: yes or no

Number of children:

— ]




tests, diagnostic X-rays, physio therapy, physical medicine physical thera
doctor(s) of Sands Chiropractic and/or other assistants an

| understand, as with any health care procedures
chiropractic treatments. Those complications include but are not limited to:
muscle strain, Homers’ syndrome, diaphragmatic paralysis
‘Separations. Some types of manipulation of the neck have been associated
leading to or contributing to complications including stroke

If‘there is any dispute about my care, | agreeto a resolution b
Arbitration Assaciation guidelines.

- I have decided that it
- I hereby give my consent to that treatment. Iintend for
this consent to cover the entire course of treatment for my present condition(s) and for any future conditions(s)

Sign only after You understand and agree to the above,

Printed name of Patient
x

_\\, : —_—
Signature of Patient

Date

X .
\. : D ——
Signature of Representative

Date
(if patient is a minor or is handicapped)

X
: - ‘_\. - -
Witness to Patient's Signature .

Date
1



Services are due in full at the time service is provided, unless other arrangements have been made.

Insurance Patients:

We bill many insurance carriers for you
due at time of service. ‘

AMedicare Patients: .
We will bill Medicare and any secondary insurances for Payment, and will balance bill the patient. Medicare
Pays 80% of the allowable charge for Spinal Manipulation o

necessity. Medicare does not cover any therapy, supports, supplements, x
office, i

o

Worikers Compensation:
If your injury is work related, we will need the claim number and insurance
treatment. It js necessary to verify authorization before treatment is rendered.

Personal Injury/Auto:

We will bill for auto accidents or other liability or lawsuit rela

information relative to filing an insurance claim prior to treat
basis, and at the Doctor’s discretion.

Patient Signature
(If patient is a minor, person with financial responsibility)




Pompano Beach. FL 33064 « (954) 942-840>

Health Care Privacy Notjce
Patient’s Rights

Name of Doctor or Clinic Compliance Officer

£ Yy A .

. - .
. Oui‘l staff is committed to naintaining the privacy of your protected health information known as (PHI).
PHI is information about you, including demographic information, that may identify you and that may

relate to your present, future and past physical or mental health or conditi

\:This office is required by law to abide by the terms of this health care
applicable federal and state laws governing privacy practices in health care. Qyr offic

Useland Disclosure of PHY

Our office use and disclose your PHI f(_)r'hea]th ¢are deh’vgry purposes. Your PHI may be used by
-doctors and staff of this office for the purposes of your care and treatment; |



- "Health Care Privacy Nolice-Pagé 2

Treatment: For the coordination or management of your health care sery
may consult with another health care provider, a third party, or for the ref:

ices, your health care provider

erral to another health care
provider.

Worlers Compensation: State laws may permit disclosure of your PHJ to comply with workers’
compensation laws without your authorization and no minimum necessary standacd is required.

Miscellaneouns: We may use or disclose your PHI in the normal course of Qperations, notifying you of
appointments, services, and clinic news. o . -

health care. The request must be in writing, allowing your doctor 30 days to respond. Your provider
may deny your request if jt will cause harm to your or to another person. Your doctot may charge a
copy fee, which will not exceed the amount permitted by state Jaw. '

Your doctor must comply with any reasonable request to have confidential communication by
alternative means or at an alternative location if not doing so endan gers you.

You have a right to receive your doctor’s Notice of Privacy Practices.

Your may revoke 'authorization, in writing, at any tim_e; except in the event that the doctor has acted as
indicated in the doctor’s Authorization Notice,

You bave the right to file a written complaint with our Compliance Office if you believe that any of
your privacy rights have been violated. You can obtain a complaint form from the Compliance Officer,
- and it must be filed with 180 days of when you knew or should have known that the violation occurred.
- You may also oontact a written complaint, ejther o paper or electronically'with_ the Office of Civil

Rights (OCR). The Privacy law prohibits our office from' taking any retaliatory actions against anyone
who files a complaint. :



