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Welcome to Integrated Chiropractic!                                                                 











Integrated Chiropractic Statement of Privacy Practices 


We are very concerned with protecting your privacy.  While the law requires us to give you this disclosure, please understand that we have, and always will respect the privacy of your health information.  There are several circumstances in which we may have to use or disclose your private healthcare information (PHI).  We may have to disclose your PHI to another healthcare provider or hospital if it is necessary to refer you to them for diagnosis, assessment, or treatment.  We may have to disclose your health information and billing records to another party if they are potentially responsible for the payment of your services.


We may need to use your PHI within our own practice for quality control or other operational purposes.  We may need to use your PHI to remind you of appointments, send you a birthday card, send you a thank you, acknowledge your referral, send you a welcome letter to the office, invite you to participate in office workshops, or send promotional information.  


We have a more complete notice that provides a detailed description of how your PHI may be used or disclosed.  You have the right to revise that notice before you sign this consent form.  We reserve the right to change our privacy practices as described in that notice.  For the complete description of how we may use your PHI, please review our Private Practice Notice (3 pages). Copies of our Private Practice Notice are available at the front desk.





 No    Yes





Do you have health insurance?











Name of subscriber:





Member ID Number:





Name of company:











Subscriber Date of Birth:

















Signature of Patient, Parent, Guardian or Personal Representative





Or, how did you hear about us?











Whom may we thank for referring you to us?





Website		Yellow Pages		Newspaper Ad	Street Sign		Health Class


Direct Mail 		Brochure		Attorney		Physician		Other 


		


			


		





Phone





Emergency Contact Name





Occupation





Employer





 S    M    D    Other





Marital Status:





Your email is used for occasional office announcements and promotions, and will NOT be shared with any 3rd parties.





Email 





Cell Phone





 No   Yes





May we contact you at work?





Work Phone





Home Phone





Zip





State





City





Address





S.S. Number





Birthdate





Last Name			First			Middle Initial
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Today’s Date





Patient Health Questionnaire


 

















Please list other professionals and/or treatments you have received for this injury/condition:





Have you ever had this same condition?











What activities aggravate your symptoms?





 No      Yes





 No      Yes





Are your symptoms worse during certain times of the day?





Does your pain wake you up at night?





 No      Yes





Do your symptoms interfere with daily life?





 Constantly (76-100% of the day)	


 Frequently (51-75% of the day)


 Occassionally (26-50% of the day)


 Intermittently (0-25% of the day)


 





How often do you experience your symptoms?





 No      Yes





Do you experience pain every day?











 No      Yes





If yes, when?











Worst  Pain





No Pain











  0          1          2          3          4          5          6          7          8          9          10                    





Please rate your current pain level:					           					        	


 











Please use the following letters on the chart provided to indicate the TYPE and LOCATION of the symptoms you are currently experiencing.


	A = Ache			P = Pins & Needles


	B = Burning		S = Stabbing


	N = Numbness		O = Other





 Other











 Automobile   Work  





What is the nature of the injury?





 No     Yes





Are the symptoms due to an injury?











When did your symptoms start?











Please describe your current problem and/or symptoms:











What tests have you had for these symptoms?











 X-Rays			Date:


 MRI			Date:


 CAT Scan		Date: 


 Other 		  	Date:


 























			





 No      Yes





Is there a chance you could be pregnant?
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

















Past





   Stress			















































Heavy





Moderate





Light





None







































































   Appetite			





   Sleep			

















































































































   Exercise			















































































































































   Dieting/Cleansing			





   Tobacco			





   Soft Drinks





   Artificial Sweeteners			





 Sinus Infections





 Sciatica





 Ringing in Ears





 Prostate Trouble





 Poor Posture





 Nervousness





 Neck Pain or Stiffness

















   Salty Foods			























   Organic Foods			











 Menopause





 Miscarriage/Infertility





 Menstrual Issues





 High Cholesterol





 High Blood Pressure





 Hot Flashes





   Sugary Foods			





 Irregular Heartbeat





 Loss of Memory





 Hemorrhoids



































   Fruits/ Vegetables			





 Heartburn/Reflux





 Headaches





 Frequent Urination





 Frequent Constipation





   Water			





 Fatigue





 Eye/Vision Problems





 Dizziness





 Digestion Problems





 Diabetes





























 Depression/Anxiety





   Coffee			





 Cold Extremities





 Cancer





 Bruise Easily





















































Please list all vitamins, minerals and herbs you are currently taking:





Please list all medications you are currently taking (prescription & OTC):









































 Bronchitis





 Back Pain





 Asthma





 Arthritis





 Allergies





 Have you ever suffered from (check all that apply):











Family History: please list any past or present health conditions of your family members. (Examples: Heart Disease, Cancer, Arthritis, Diabetes, etc.)





Have you ever:						Briefly explain:


 





   Fast Food			





 Thyroid Condition





 Sleep Problems























Had surgery?





Been struck unconscious?





Had sprains/strains?





Been in an auto accident?





Been hospitalized?





Broken bones?





 No  Yes





 No  Yes





 No  Yes





 No  Yes





 No  Yes





 No  Yes





Medical Health History





    Alcohol
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