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Confidential Patient Information
Name: 





 Hm Phone: 


   Wk/Cell Phone:
 

       
Address: 





 City:

  

 St: 

 Zip:


Date of Birth: _________ 
Marital Status (circle one) 
M
S
D
W   

Age


Social Security Number 
     -
   -
       
E-mail Address 






Occupation: 





 Employer:







Work Address: 






 City, St, Zip: 





Spouse’s Name: 







 # of Children: 



Who may we thank for referring to our office: 








 
Have you ever had Chiropractic care before?  
Yes □

No □  

Date: 
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[image: image2.jpg]Is this injury/illness related to:
Automobile Accident  □  Workers Comp  □
Date/Time: 






  Location:






Your Auto Insurance Co: 




  Phone:







Third Party Auto Insurance Co:



  Phone: 
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Due to changes in health insurance fees, patient self billing has become a much more cost effective way for you, the patient, to get reimbursement for your care. Self billing allows us to keep our fees low so you can get the care you need without any added cost. Therefore, our policy is that all payment is due at the time of service and bills will no longer be sent to your insurance provider. Statements will be provided for individuals to submit their own bills ensuring that as your insurance provider pays for your care, they will send the reimbursement check directly to you. Statements will show Platinum Medical Group of AZ, LLC, D.B.A Life Chiropractic.
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All charges are due when services are rendered…
Method of payment 

(  ) Check 
(  ) Cash 
(  ) Credit Card
(  ) Care Credit
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Why Chiropractic? People go to Chiropractors for a variety of reasons. Some go for symptomatic relief of pain or discomfort (Relief Care). Others are interested in having the cause of the problem as well as the symptoms corrected and relieved (Corrective Care). Your Doctor will weigh your needs and desires when recommending your treatment program.


I authorize Life Chiropractic, to render necessary services to me and understand that I am responsible for ALL charges incurred.

Patient Signature: 









 Date: 



Parent or Legal Guardian Authorizing Care: 










What hurts and how long has it hurt?
1. 








2. 








3. 









4. 








When do you think these problems originally started?
1. 








2. 









3. 









4. 








List other Chiropractic or Medical Doctors you have consulted for these conditions.

1. 








2. 









3. 









4. 








Check any of the following you have had in the six months:

(    ) 
Headaches




(    ) 
Numbness
(    ) 
Sinus Congestion/ Allergies


(    ) 
Frequent Nausea/ Vomiting
(    ) 
Vision Problems



(    ) 
Abdominal Cramps
(    ) 
Ear Aches




(    ) 
Constipation
(    ) 
Dizziness




(    ) 
Diarrhea
(    ) 
Heart Problems



(    ) 
Poor / Excessive Appetite
(    ) 
Lung Problems / Congestion


(    ) 
Excessive Thirst
(    ) 
Blood Pressure Problems


(    ) 
Painful / Excessive Urine
(    ) 
Ankle Swelling



(    ) 
Discolored Urine
(    ) 
Prostate/ Sexual Dysfunction


(    ) 
Diabetes
(    ) 
Menstrual Cycle Dysfunction


(    ) 
Cancer
Are you pregnant?  
(    ) Yes
   (    ) No 
  (    ) Not Sure

Patient Signature: 









 Date: 



Parent or Legal Guardian Authorizing Care: 











PATIENT CONSENT

FOR USE AND/OR DISCLOSURE OF 

PROTECTED HEALTH INFORMATION 

TO CARRY OUT TREATMENT, PAYMENT AND HEALTHCARE OPERATIONS

​​​​​​​__________________________________, hereby states that by signing this Consent, I acknowledge and agree to the following:
1. The Practice’s Privacy Notice has been provided to me prior to my signing this Consent.  The Privacy Notice includes a complete description of the uses and/or disclosures of my protected health information (PHI) necessary for the Practice to provide treatment to me, and also necessary for the Practice to obtain payment for that treatment and to carry out health care operations.  The Practice explained to me that the Privacy Notice will be available to me in the future at my request.  The Practice has further explained my right to obtain a copy of the Privacy Notice prior to signing this Consent, and has encouraged me to read the Privacy Notice carefully prior to my signing this Consent.

2. The practice reserves the right to change its privacy practices that are described in its Privacy Notice, in accordance with applicable law.

3. I understand that, and consent to, the following appointment reminders that will be used by the Practice: a) a postcard mailed to me at the address provided by me; and b) telephoning my home and leaving a message on my answering machine or with the individual answering the phone.

4. I understand that I have a right to request that the Practice restrict how my PHI is used and/or disclosed to carry out treatment, payment and/or health care operations.  However, the Practice is not required to agree to any restrictions that I have requested.  If the Practice agrees to a requested restriction, then the restriction is binding on the Practice.

5. I understand that this Consent is valid for seven years; I further understand that I have the right to revoke this Consent, in writing, at any time for all future transactions, with the understanding that any such revocation shall not apply to the extent that the Practice has already taken action in reliance on this consent.

6. I understand that if I revoke this consent at any time, the Practice has the right to refuse to treat me.

7. I understand that if I do not sign this Consent evidencing my consent to the uses and disclosures described        to me above and contained in the Privacy Notice, then the Practice will not treat me.

OPEN DOOR ADJUSTING POLICY

It is the practice of this office to provide chiropractic care in an “open door” adjusting environment.  Open door adjusting involves patients being seen in the adjusting rooms by others in the office.  Patients are within sight of one another and some ongoing routine details of care are discussed within earshot of other patients and staff.  These are known as “incidental disclosures” of health information.  It is our view that the kinds of matters related in an “open door adjusting” environment are incidental matter.


If you choose not to be adjusted with the door open, it is your responsibility to assure the door is closed to your satisfaction.  The care you receive in our office will never be affected due to this choice.


I have read and understand the foregoing notice, and all of my questions have been answered to my full satisfaction in a way that I can understand.

​​​___________________________________


____________________________

Name of Individual (please print)



Signature of individual

___________________________________


____________________________

Signature of Legal Representative



Relationship

(eg Attorney-In-Fact, Guardian, Parent of minor)              

___________________                                          
                      ________________________

Date signed                                                                                   Witness

TERMS OF ACCEPTANCE

    When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working towards the same objective.

     Chiropractic has only one goal.  It is important that each patient understand both the objective and the method that will be used to attain it.  This will prevent any confusion or disappointment.

    Adjustment:  An adjustment is the specific application of forces to facilitate the body’s correction of vertebral subluxation.  Our chiropractic method of correction is by specific adjustments of the spine.

    Health:  A state of optimal physical, mental, and social well-being, not merely the absence of infirmity.

     Vertebral Subluxation:  A misalignment of one or more of the 24 vertebra in the spinal column which causes alteration of nerve function and interference to the transmission of mental impulses, resulting in a lessening of the body’s innate ability to express its maximum health potential.

     We do not offer to diagnose or treat any disease or condition other than vertebral subluxation.  However, if during the course of a chiropractic spinal examination, we encounter non-chiropractic or unusual findings, we will advise you.  If you desire advice, diagnosis or treatment for those findings, we will recommend that you seek the services of a health care provider who specializes in that area.

     Regardless of what the disease is called, we do not offer to treat it.  Nor do we offer advice regarding treatment prescribed by others.  OUR ONLY PRACTICE OBJECTIVE is to eliminate a major interference to the expression of the body’s innate wisdom.  Our only method is specific adjusting to correct vertebral subluxations.

I,_________________________________ have read and fully understand the above statements.

                         (Print name)

 All questions regarding the doctor’s objectives pertaining to my care in this office have been answered to my complete satisfaction.

 I therefore accept chiropractic care on this basis.

________________________________________                        ____________________ 


(Signature)                                                                                  (Date)

Corrective Care


Corrective care differs from relief care in that its goal is to get rid of the symptoms or pain while correcting the cause of the problem. Corrective care varies in length of time, but is more lasting.





Relief Care


Relief Care is that care necessary to get rid of your symptoms or pain, but not the cause of it. It is the same as drying a floor that was getting wet from a leak, but not fixing the leak.





Please mark an X on the diagram below where your problems are
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