’ ‘ For office use:
Height:
Weight:

BPM:
DYNAMIC
DEMOGRAPHICS
Patientname SSN
Last First MI
| would prefer to be called Date of Birth /] Age MO FOI
When was the last time you saw a Chiropractor?
Street Address
City State ZipCode
CellPhone WorkPhone Home Phone
Email
Occupation How Long?
Employer/Address
Status:  Minor Single Married Divorced Separated  Widowed
Spouse’sName Number of Children?
Who may we thank for yourreferral? Primary CarePhysician

HEALTH HISTORY

Are you currently taking any medications? Please list them below

Medication Name Dosage and Frequency

Doyouhaveanymedicationallergies? YES/NO Ifyespleaselistbelow

Medication Name Reactions/Onset Date

Placeamarkon“Yes”or“No”toindicate ifyou’ve had any of the follow:

AIDS/HIV Yes No Fractures Yes No Osteoporosis Yes No
Allergies Yes No Gout Yes No Pacemaker Yes No [
Anemia Yes No Heart Disease Yes No Parkinson’sDisease Yes No ]
Arthritis Yes No Hepatitis Yes No Pinched Nerve  Yes No[]
Asthma Yes No Hernia Yes No Prostate Issues Yes No[]
Backaches Yes No Herniated Disk Yes No Rheum. Arthritis Yes No[]
Cancer Yes No Migraine Headache Yes No Sinus Condition Yes No[]
Concussion Yes No Other Headaches Yes No Stroke Yes No[]
Diabetes Yes No Multiple Sclerosis Yes No Thyroid Issues  Yes No[]
Digestive Disorders Yes No Muscular Dystrophy Yes No Tuberculosis Yes No[]
Dizziness/Vertigo Yes No Neuritis Yes No Tumors Yes No[]
Emphysema Yes] No[] Numbness Yes No Ulcers Yes No[]
Epilepsy Yes[] Noll Other:

Exercise Work Activity Habits

None [ Sitting O Alcohol ] Drinks/Week

Moderate [] Standing O Caffeine Il Cups/Day

Daily I Light Labor [l High Stress [l Reason

Heavy [ Heavy Labor O Smoking O Pack/Day

Areyoupregnant? yes [] No [] Smoking StartDate:

Please describe anyinjuries orsurgeries you have had:

FAMILY Hx : (for office use)




CONCERNS

What is your major complaint or concern?

When did your symptoms appear?
Areyoursymptoms: gettingworse?[] gettingbetter? [1 staying thesame?[]
What treatment have you already received for your condition?

Medications[] PhysicalTherapy [l Chiropractic [1 None [J Other:

Ratethe Severity of yourpainonascale from 1 (leastpain)to 10 (mostpain): /10

Type of pain:

Sharp [ Dull O] Throbbing [ Aching [ Shooting [J
Burning [ Numbness L[] Tingling [ Stiffness [ Other ]

Place appropriate highlighted letters to mark the areas of discomfort

!

How often does this pain occur? Constant (+75%) [1 Frequent (50-75%) [ Occasional (25-50%)J Intermit(<25%) [
Does itinterfere with: Work [ Sleep L] Daily Routine [] RecreatlonEl

Activitiesormovementsthatare painful: Sitting [ StandingL]  Walking [ Bending [J  LyingDown [
Other comments or concerns regarding this condition:

INFORMED CONSENT WAIVER & AUTHORIZATION TO TREAT
| the undersigned, acknowledge by my signature that | am aware of the participating treating Doctor of Chiropractic (D.C.) listed
belowthatsheisalicensed chiropractor,andthoughrare,injury resultingfrom manipulation mayinclude sprain/strain, disc
herniation, stroke, death and other injuries or complications.

| agree to hold Dr. Dillon Martinek; any and all associated co-sponsorships of any level or participation; free and harmless fromany
liability, claims, demandsorsuitsfordamages fromanyinjury orcomplications whatsoever, whichmayresultfrom such
treatment. Thisdocumentisbindingandthe partiesheretointend this Informed ConsentWaiverand Authorizationto Treat to be
binding on and insure to the benefit of their respective principals, heirs, executors, administrators, successors, and assigns;
includesanyandallmysuccessorsand/orheirs. | further state thatshould complications arise from such agreed treatmentwith
thetreating Doctorof Chiropractic, thatsuchindividualand myselfwillbe the only partiestoengageinanyand all recourse
should that need arise foregoing any and all others.

Patient Signature Date
If patient is under 18:
Guardian Signature Date




Financial and Insurance Disclaimer
Financial Policy
Paymentinfullisexpectedatthetimeserviceisrendered. Ifyouhaveinsurance coverageforchiropracticcarein
ouroffice, youwillbe responsible foryour co-payment, deductible, and/or co-insurance payment atthe time of
eachvisit. Ifyoudonothaveinsurance coverageforchiropracticcare, youwillberesponsible forpaymentinfull at
thetime serviceisrendered. In orderto make this convenient, we accept mostmajor credit cards, cash and
personalchecks.If,onoccasion,itisnotpossibletopayinfull, we arewillingtoestablisha paymentschedule with
you. However, the balance may notexceed $250.00 and the full balance mustbe paid within30 days. Personal
balancesover30daysoldmaybehandled by anattorneyforcollection. Costsofcollectionswillbe addedtoyour
accountandwillbe yourresponsibility. A$20.00fee willbe applied toappointments notcanceled within 12 hours
ofthe scheduled appointmenttime. Appointments Monday mustbe canceled Friday before closing.

Insurance Policy

Ourofficeworkswithinsurance companiestoacceptyourcoverage. Ourstaffwill calltheinsurance companyto
verifyyourcoverageandwillexplaintoyoutheinformationtheyobtain. Uponreceiptofpaymentand Explanation
of Benefits (EOB)fromyourinsurance company, we willknow yourfinal patientresponsibility. We willthen notify
youofany changesordifferencestothe original verification quotedus. NOTE: Verificationisnotaguarantee of
benefits. Weassumenoresponsibilityfortheinformationwe receive fromyourinsurance company, concerning
how much or what your insurance company will pay for. The final financial responsibility is yours. Should you have
questions at any time, do not hesitate to contact the staff or office manager.

lunderstandandagree that healthandaccidentinsurance policiesareanarrangement betweenaninsurance carrier
andmyself. lunderstand that Dr. Dillon Martinek will submitservicesrendered for my care for payment under the
contract!havewithmyhealthand/oraccident carrier. However,lunderstand and agree that verification of
insuranceisnotaguarantee of benefitsonallservicesrenderedtomeandlamultimatelyresponsible for payment. |
alsounderstandif|suspendorterminate mycareand treatment, anyunpaidfee for professional servicesrendered
to me will be immediately due and payable.

Patient Signature Date
If patient is under 18:
Guardian Signature Date

Patient Acknowledgement and Receipt of Notice of Privacy Practices Pursuant to HIPAA and Consent for
Useof Health Information

The undersigned does hereby acknowledge that he or she has received a copy of this office’s Notice of Privacy
Practices Pursuantto HIPAA and has been advised that a full copy of this office’s HIPAA Compliance Manual is
available uponrequest.

Theundersigndoeshereby consenttothe use ofhisorherhealthinformationinamannerconsistentwiththe
Notice of Privacy Practices Pursuant to HIPAA, the HIPAA Compliance Manual, State law and Federal law.

Patient Signature Date
If patient is under 18:
Guardian Signature Date

CMS requires providers to report both race and ethnicity:

Race (Circle One): American Indian or Alaska Native/ Asian/Black or African American
White(Caucasian)/Native Hawaiian or Pacific Islander/ | Decline to Answer

Ethnicity: Hispanic or Latino/ Not Hispanic or Latino /| Decline to Answer Preferred Language: Eng Spanish Other




