PATIENT INTRODUCTION CARD

No: Date:_
Name { Mr. Mrs. Miss Ms.): Phone: (Home):
Address: Cell#
(Street, City, State, Zip Code)
Married__ Single  Other_. E-Mail {for Newsletter) Date of Birth __/
Occupation: Employer; 884
Office Address; Phone {Office)
Previous Chiropractic Care: Yes No Doctor’s Name:

Name of your insurance company:

Policyholder Name: S8 # Date of Birth /

Major Complaint

Who {or what Source) referred you?

It is Usual and Customary to Pay for Services as Rendered Unless Otherwise Arranged



PATIENT PERSONAL/CONFIDENTIAL DATA

No. Date

Patient: Date of Birth:
Home Address: City: State: . Zip:
Social Security No.: Home Phone: Work Phone:
Employer: Address:

Name of Spouse _ SSNo.: No. of Children:
Spouse's Employer: Address:

How did you learn of this clinic?

Nearest relative not living with you? Phone:

Who is responsible for payment? O Self O Spouse [ Other

PatiENT'S INSURANCE SpoUSE's INSURANCE

Name of Company: Name of Company:

Address: Address:

ID & Group No.: ID & Group No.:

Phone No.: Phone No.:

Purpose of this appointment and list your complaints:

Date of iliness: Time: _____ 1 AM 3 PM Location:
How did accident occur? 2 Auto (J Onthejob 3 Other,
Dlease describe the circumstances and what makes the condition(s) better or worse:

Other Doctor seen for this condition:
Have you been treated by a Doctor for any health condition in the last year? L3Yes LiNo

if yes, please describe:

INsURANCE INFORMATION

[ understand and agree that kealth and accident insurance policies are an agreement besween an insurance carrier and myself. Furthermore, I understand thar this Chiropracric Office wi
insurance company and that any umownt authorized o be paid directiy to this Chiropractic Office will be credited 1o my account wpor receipt, However, 1 clearly
reed directly to me and that [ am personaily responsible for payment. { alsa wnderstand that if I suspend or rerminate my care and mearment. any fees for professionat

i)l prepare any recessary

reports end forms w assist me In making collection Jfrom the
understand and agrze thar all services rendered w me are cha
services rendered to me will be immediasely due and payable.

Signature Physician: Signature Patient:

CONSENT OF PROFESSIGNAL SERVICES AND RELEASE OF INFORMATION

1 hereby autharize and release the doctor and whom ever he/she may designae as nisher assistants to administer treatment, physical examination, X-Ray studics. izboraiory procedurss. chiropractic care or any
clinic services that hefshe deoms necessary in my case; and 1 further authorize him/her to disclese all er any part of my {patient's) record 10 any persen ar corporation whick Is or may be liable under a contmact to the clinig or o
the patient of W a family member or emplayer of the patient for all or pan of the clinic’s charge, including. and not limited to, hospital or medical services companies, insurance companies, workers compensation carriers. welfune

Tusds, or the paticat's employer.

Patient's Signature:

Parent's or Guardian’s Signature:

Form-0%/8



AN

HEALTH QUESTIONNAIRE

v

Prease CECk MARK EAcH oF THE CONDITIONS BELOW THAT YOU ARE CURRENTLY EXPERIENCING

Date:
Patient: No.:
MUSCULO SKELETAL GENITO-URINARY GASTRO-INTESTIONAL ~ CARDIO-VASCULAR
SYSTEM SYSTEM SYSTEM RESPIRATORY
() Low back pain {J Bladder trouble U Poor appetite (I Chest pain
1 Mid back pain () Excessive urination O Excessive hunger O Pain over heart
{3 Pain between shoulders (1 Scanty urination L Difficult chewing {J Difficult breathing
I Neck pain ) Painful urination U Difficult swallowing O Persistent cough
Q Arm problems Q3 Discolored urine O Excessive thirst £} Coughing phlegm
Q Leg problems U Nausea J Coughing blood
e (J Vomiting Blood ;
G Swollen joints FEMALE 1§ B100 (I Rapid heartbeat
Q Painful joints LI Abdominal pain O Blood pressure problems
Q Stiff joints O Vaginal discharge U Diarrhea O Heart problems
Q Sore muscles L1 Vaginal bleeding U Constipation O Lung problems
() Weak muscles (J Vaginal pain 0 Black stool LI Varicose veins
I Walking problems Q) Breast pain U Bloody stool
Ch Spasms L) Lumps on the breast 8 E?mo;*rholl)clls EYE, EAR, NOSE
iver trouble
0 Snopn bones ARE YOU PREGNANT? | @ Gall bladder problems 1 g, o vy IROAT
0 Shoulder pain S vladael p ) Eye strain
QOYES ONO U Weight trouble ( Eye inflammation
Q1 Vision problems
; NERVOUS SYSTEM (3 Ear pain
SYMPTOM LOCALIZATION O Numbness _ 0 Ear noises
7N o L Loss of feeling (1 Ear discharge
Ty (B (I Paralysis () Hearing loss
SN bY L} Dizziness J Nose pain
AN c{‘\‘, (I Fainting (I Nose bleeding
il DY U Headaches 0 Nose discharge
Gy IRy U Muscles jerking (1 Difficult breathing through nose
! !,f N (X Convulsions LI Sore gums
} ji\,:\ w (U Forgetfulness Q Dental problems
S ; ! Q COﬂfUSI_On 4 Sore mouth
b ‘i Q Depression Q Sore throat
R A { () Insomnia O Hoarseness
S Q Difficult speech
‘;{\ { ): . _ HABITS - SDlxmf}Scu t speec
e A f\) e 0 Cigarettes 0 Allergy
Vo eee? e Alcohol Abuse O Jaw Pain
T ___ Tender Q Coffee or Tea
H ___ Hypoesthesia J Excercise
d Drug Abuse
3

Pain Index
least 1 234567 89 10 Worst

Patient's Signature

0000060 DOOOCOOOOB O DONOTWRITEBELOWTI’IISLINEQ@@9Q@Bme@@%@@@@e@@@@

Patient Accepted? T Yes O No  Doctor's Signature




TERESA HAZELWOOD, D.C.

77:Charfeston Square
saint Charles, MO 63304
Telephone: (636) 939-3990
Fax: (636} 939-3909

Patient Health Information Cohsent Form

We want you to know how your Patient Health Information {(PH!} is going to be used in this
office and your rights concerning those records. Before we will begin any health care
operations we must require you to read and sign this consemt form stating that you
understand and agree with how your records will be used. If you would like to have a more
detailed account of our policies and procedures concerning the privacy of your Patient
Health Information we encourage you to read the HIPAA NOTICE that is available to you at
the front desk before signing this consent.

1.

12

The patient understands and agrees to allow this chiropractic office to use their
patient Health Information (PHI) for the purpose of treatment, payment, healthcare
operations, and coordination of care. As an example, the patient agrees to allow this
chiropractic office to submit requested PHI to the Health Insurance Company (or
companies) provided to us by the patient for the purpose of payment. Be assured that
this office will limit the release of all PHI to the minimum needed for what the
insurance companies require for payment,

The patient has the right to examine and obtain a copy of his or her own health records
at any time and request corrections. The patient may request to know what
disclosures have been made arfd submit in writing any further restrictions on the use
of their PHI. Our office is not obligated to agree to those restrictions.

A patient's written consent need only be obtained one time for all subsequent care
given the patient in this office.

The patient may provide a written request to revoke consent at any time during care.
This would not effect the use of those records for the care given prior to the written
request to revoke consent but would apply to any care given after the request has
been presented.

For your security and right to privacy, all staff has been trained in the area of patiernt
record privacy and a privacy official has been designated to enforce those procedures
in our office. We have taken all precautions that are known by this office to assure
that your records are not readily available to those who do not need them.

Patients have the right to file a formal complaint with our privacy official about any
possible violations of these policies and procedures.

If the patient refuses to sign this consent for the purpose of treatment, payment and
health care operations, the chiropractic physician has the right to refuse to give care.

| have read and understand how my Patient Health Information will be used and |
agree to these policies and procedures.

Name of Patient Date





