Thank you for selecting CREEKWOOD CHIROPRACTIC PC.,

We will girive to provide you with the best possible care. To help ug meet your entite healtheure needs, please
fill out this form gompletely, 1F you have eny questions or need assistance, please ask & we will be happy to
help, :

Date

Patient/Guarantor Information

Check Appropdate Box O Minor 0O Single U Marmried 0O Divorced (1 Widowed  [) Separated

Name _ pos - [

S0 Sec# /- / )

Home Phone Cell Phone -
Address City =t Zip

Patient’s or Parent’s Employer o Work Ph

Bmployer Address City St Zip

Spouse, Parent or Cthey . Do/
Soc Sco #; / /

Home Phone Cull Phone

Address City 81 Zip

Employer Waork Ph

Eraployer Address City &t Zip

If Patient is a Student, Name of School/College _
City State

Person to Contact in Case of Emergency

Phaone Address
Nem Family Member Contact

Phons Address

Wha ig responsible for the patient’s medical care?
Whom May We Thank for Referring You?

~ OVET -




{nsurance Information

Nare of [agured Relationship to Patient 3
poB Soc Seo # ! L Date Employed

Name of Employer | Work Phone

Empioyer Address o City St Zap

Tnsutance Company Chogp # Unionor Local
Ins. Co Address City St Zip .

Insuranee Company Phone #

DO YOU HAVE ANY ADDITIONAL INSURANCE?  Yes No IFfYES, Compliete the following:

Names of Insured _ . Relationship to Patient

DOB ‘ SocSec# !/ / Date Employed

Name of Employer Work Phone o
Emplover Addreys ‘ City St Zip

Ingurance Company Group #  UnionorlLocal L
Ins, Co Address City _, St Zip

Insurence Company Phone #

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The nbove
questions have been accurately answered. | understand that providing incorrect information can be dungerous
to my health Iauthorize the physician to release awy information including the diagnosts and the records of
any {reatment or examination rendered (o me or my child during the period of such care to thivd party payors
and/or health practitioners. I authorize and request my insurance company to pay directly to the physiciuns
affice, insurance benefits otherwize puyable to me. [ understand that my insurance carrier may pay less than the

actual Bill for services. I understand I awm responsible for all copays, deductibles, co-instrance and balances.

X

Signature of Patient (or Parent if niihor)

This form needs to be filled out completely tn order for our services to be provided.




Fatient Name : Date
Reason for today's visit: O Emergency [ Mew Injury  CLOWkkInury O Chronie Pain [ Wallness Visit
Are youin peim: O Yes L1 Ne  Ratg your pain with tha following acale
Disogmigit, 1 2 .3 A4 & g 7 8 .9 10 \jenss
D yaur Injury nocur guring: [0 Wark I3 Sporisf play [ Auto Accident £ Routing/ Holsehnid activity
Whan did your coricdition/ sosidént ocour? Y / Whgrte did your Injury ooour-
Please explain what happenad
is your oondltion fettiog worea? L) Yes {1 No L] Constant [ aﬁmm ang gons
5 your condifion interfering with your: [ Weork [0 Sleep or [ Daiy routing? F 8o, how

Has this or sometiing similar Mappened [n the past? Eﬂ“)
[ Yeu [ Na Explainc___

Using the adjacent body charts, please elrely all affected
Arans.

Mave you been treatad by a madlcat physician for this

Pain? O Yes [ No  If so, whare?

Have you ever haatt treated by & chirepractor? 1 Yes [l No
Glinie or Dr's Maime:

Olinis Phones: ‘ Left Back Front Right

Are you taking any of the following medications? [1 Nerve Pils O Pain klliers (including aspirin) 0 Muscle relaxes LI Blood
thinnsrs . : ' ’
Ll Tranguilizers 1) Insulin 13 Othar(s)
Do you hive or have you had any of the following disaases, medical conditions or procedures?

Y N Hgart dltack! Stroke YW Hoans g Pacomaker N Heart Murmur WON o Conganie) Medr Deleo Y N iial valve Profapss
¥ N Adificial Vel ¥ ON Alsehall Drug Atyse N Vernonsal Disease ¥ N Hopatitis Y M Angmisd Diatelps
¥ N Shingles Y M Gancar YW Fraglant Maek Pain ¥ N Blausoms ¥ N Hidngy Froblars

¥ N Highd Low Biood Prassurg 0 N Paychistie groblems ¥ M Rheumnatio Fever Y W Sevarss Freguent Headeohus ¥ N Tubarculosia

¥ N Uicers! Colilis Y W Fainting! Seizures! Eptepsy Y N Biews Problemns ¥ N Emphysemas Asthims ¥ om Adhriis

YN leﬂéulty Hreathing ¥ M Ghemotharapy ¥ N Lower Bagk Problams YN Avlficlal Boresd Jolnte! implanis

Plaase list any surgeries with dales and/ or any athar sefolus medical condition(s) not listed above:

List any past serious accidents with dates:

Plaase list anything that you may ba allergle to;




Patient Name L Drafe

Family Health Mistory: Y

+

Do you take ﬁupplmments 6r Vitaming? [ Yes O No Do you exercisa? [l No [ Yes hers per week
Do you simoke? £ No T Yes How much? How Leng?
Are youwearing: (1 Shoa difts O Ineer soles [ Arch suppoits Ase you dieting: O No [ Yes . Since / /

For Women: Arg you taking Birth Cartenl? 11 Yes £ Mo
Areyou nursing? O Yes D No A you pregnant? [1 Yes [ Mo if s bow many weeks?

o Wa invite you 1o discuss with us any questions regarding our services, Thea best services are based on a friendly, mutual
undarstanding between provider end patient,

o Our policy requires payment in full for all services rendered af the ma of vizit, untess other arrangements have been
miace with the business ranager. If account is ntt paid within 90 days of the dats of service and no financial
srrandements have been made, you will be responsitle for legal fees, collection agancy fees, interest chargss and any
other expenses theurrad In collecting your account.

o 1 authorize the staff to perform any Gecessary services noeded during dlagnosis and treatment. | aiso authorize the
provider to release any information required to process insurancs elaims,

o Junderstand the abovs information and guarantas this form was conpleted correctly to the best of my knowlsdge and
understand it is my responsibifity o inform this office of eny changes to the information | have provided,

Bignature ) Diate / /

DY Adutt patient [0 Paremt or Guardian  {Z Spouse

AP - 2-



PRIVACY NOTICE WRITTEN ACKNOWLEDGEMENT

Patient Nm@ _ Patient#
G.au) (Pt (Middie)
—_ Vl T have received tha Notice of Privacy
Practioes,
* Sipnabore of PatientParent/Legal Gooardizn ’ Drate
Telationship to Patient ' Privacy Nofioe Version #
Witrrss T {ovation Privacy Motice Written Acknowledganent was obbsined
(i more thin one oljide leowion)

Docmeontation of Good Fadth Effert

O Attempred to disibnre the Notice of Privacy Practices to the paticot/pareot flegsl goardisn, bot the
patient, parent, lowsl guardian dedlived 1o sclmowledgs the receipt of the Wotice of Privacy Practives,

O  Patient/Parent/Leged Guardian stated they had already received the Privacy Notice,

0 Patieni/Parent/)egal Soardian divected ouy elinic’s website to<dow the Notice of
Privacy Practices,

0 TheNotice of Privacy Practices was mafled to the patient/parent/legal musrdian.
0 (aher

Witness Date




