Total Spine Chiropractic and Wellness Registration and History

Date:

Last Name:

First Name: .

Street Address:
City:
State:

Zip Code;

Email:

Cell Phone:

Other Phone:

Birthdate:

Sex; Male  Female

Occupation:

Work Phone:

- Marital Status:

Please complete the following information if you have insurance in someone else’s
name

Name:

Relationship:

Birthdate:

Phone Number:




Patient History
Chief complaint? neck pain  mid back pain lower back pain headache

Rate the severity of you pain on a scale from 1 (least) to 10 (most)
1 2 3 4 5 6 728 ¢ 10

Describe your pain: Cramping Buming Sharp Dull ache Shooting Throbbing Tightness
Tingling Numbness '

How often are you in pain? Constantly, Comes and goes, only with movement

Does anything decrease the pain? Pain meds laying down sitting standing ice heat

Does the pain interfere with : work sleep exercising household duties taking care of children
Does anything make the pain worse? S;canding Sitting Walking Bending Lifting Lying down
Please circle any of the followiﬁg condition(s) that you have had

Spinal Surgery Pacemaker Fracture Cancer Epilepsy Stroke
Bulging disc Diabetes - Gout Arthritis Heart disease

Bleeding Disorder ~ Headache  Neuropathy — Osteoporosis Multiple Sclerosis

Psychiatric Care Parkinson's Disease Rheumatoid Arthritis

Occupation:

Work Activities: Sitting S’candiﬁg Light labor Heavy labor

Pregnant: yes no

List surgeries: List all current medications/Allergies:

List family history of Cancer, Stroke, High blood pressure, diabetes, heart disease, osteoporosis




Auto Accident Information

Where you involved in a collision? Yes

Date of collision;

No

Do you have an aitorney?  Yes

Attormey name:

No

Attorney phone #:

Do you have health insurance?  Yes

Insurance name and plane #

No

Position in vehicle: Driver  Passenger
Wes the vehicle: Stopped Moving
Were you wearing your seat belt? Yes
Did the airbags deploy? Yes No
Did you hit your head? Yes No

Did you lose consciéusrress? Yes No
Did you have immediate pain? Yes No
Did you go to the hospital? Yes No

If yes, which hospital?

front rear

Turning

No

Left Middle Right

Backing up

Date(s) you went fo the hospital?

Where you transported by ambulance? Yes

‘No

Have you had any X-rays, CAT Scans, or MRI'S? Yes

If so where were they performed?

No




Assignment of Proceeds,l Contractual Lien, and Authorization
(“Agreement”)

I, the undersigned, hereby authorize and direct any and all insurance claims, attorney, agencies,
governmental departments, companies, individuals, and/or other legal entities (“payers”), which may elect
or be obligated to pay benefits to me for any medical conditions, accidents, injuries, or illnesses, past,
present, or future (“conditions”) to pay directly to and exclusively in the name of Total Spine Chiropractic
and Wellness (“office”) such sums as may be owing to Total Spine Chiropractic and Wellness with respect
to my charges, applicable to all payers, however, | understand that nothing in this agreement shall be
construed as an election of Total Spine Chiropractic and Weliness to claim protection under any statutory
lien law. For the purposes of this Agreement, “benefits” shall include, but not be limited to, proceeds from
any settlement, judgement, or verdict, as well as any proceeds relating to commercial health or group
insurance, lost wage benefits, lost services benefit, attorney retainer agreements, medical payments
benefits, personal injury protection, no-fault coverage, uninsured and underinsured motorist coverage,
third party liability distributions,-disability benefits, malpractice proceeds, and any other benefits or
proceeds payable to me for the purpose stated herein, regardless of whether such proceeds are related
to my charges or not.

I further agree that, in the event a payer refuses to pay Total Spine Chiropractic and Wellness, | hereby
assign, insofar as permitted by law, all of my rights, remedies, and benefits to Total Spine Chiropractic
and Weliness to the extent of my charges, as well as any and all causes of action that | might have
against such payer, to prosecute such cases or action either in my name or in the Office's name, and to
settle or otherwise resolve such cases of action as the Office sees fit.

In the event that | retain one or more attorneys to represent me in this matter, | will direct each attorney to
issue a letter of protection to this office regarding my charges. Upon issuance, | hereby agree that such
letter(s) of protection cannot be revoked or modified without the expressed written consent of this office. |
further authorize Total Spine Chiropractic and Wellness to apply any credit balances on charges incurred
by me to any other outstanding charges still owed by me, my spouse, or my dependents, regardless of
whether these other charges are related to my condition.

I understand that | remain personally responsible for the total amount due Total Spine Chiropractic and
Wellness for their services. This Agreement and Lien does not constitute any consideration for this Office
to await payments and it may demand payment from me immediately upon rendering services at its
option. If this Office must take any action to collect and outstanding balance on my account, 1 will be
responsible for the payment and will reimburse Total Spine Chiropractic and Wellness for all costs of such
collection efforts, including, but not limited to, all court costs and all attorney fees.

This Assignment and Lien shall not be modified or revoked without the mutual written consent of Total
Spine Chiropractic and Wellness and myself. | hereby revoke any previously signed authorizations that
conflict with the terms of this Assignment and Lien.

I agree that each and every provision of this Agreement is reasonably necessary for the protection of the
rights and interest of Total Spine Chiropractic and Wellness and myself. However, should any provision of -
this Agreement be found to be invalid, illegal, or unenforceable, or for any reason cease to be binding on
any party hereto, all other portions and provisions of this Agreement shall, nevertheless, remain in full
force and effect

Patient Name:(Please Print)

Patient Signature: Date:
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Gansert for Use of disclosure of healih informedion

. , i tve you This
Ne are very concermed witf prolecting your privacy, Wiile fire law reduives Us 1o gve ¥

5 i our heelth
Fisclosure, please understand el we have, and elways will, respect fie privacy oty
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. : il
1. We may heve 1o disclose your heeltt tifoymetion 10 another heatth care provider o hospite

7 1t s niesessary o refer you to fhem for the diagros's, assessmer, oF weatmert of your
health condition.

2. We may heave o disdlose yéur health inforrmation and bilfing records ko another party T they
are potertially responsitle for s paymert of your services.

3. We may need to Use your health information within our practive Yor qualiy gorff of offier
operafionel purposes. |
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L ' X ~
Signature _ : Date
Designated Parly Releass

ou may give Totel Spine Chiropractc and Wellness Ghiropractic wiitten autforization 10
disclose your protested health information to anyone that you desigrate. ¥ you would fike 10
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Nearmes




Total Spine Ghiropractic and Wellness

Authotization Yor relsase of Information

;h erebygtﬁhoftze the below heelth care faciity/physt chan to velease by hedln triformetion fo
otal Spine Chiropragtc and Welness, inciuding e Sresimerittesing for pycielic problems;
sexual assault, drug sbuse and/or alsanolisT,
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< Palient Nams:

,\B?Tﬂﬁd&e: “ .

Persons/organtzations providing informetion:

Personsfovganizecﬁons recelving frformation: —
PLEASE FAX REGORDS TO ’

Informetion requested:

Imeaging Reports

All Regords Daté:

%

Signature of palientpafients representeative ’ ﬁa’ce

sonfidential informetion
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¥
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fhe retum of hese documents without sost o you.



