          Carolina Clinic of Chiropractic

CONFIDENTIAL PATIENT INFORMATION 

Please answer ALL the questions in detail to the best of your ability. (All information you give is confidential) 
Today's Date: ___________________________ 

Last Name:__________________________________ First Name_________________________ MI_____ 

Date of Birth: _______/______/________ Social Security No._________/________/__________  

If under 18 list parent’s name___________________________Height: _____ft _______in         Weight: _____

Address: _____________________________________________________  City: _______________________ 

State: _________ Zip: ___________  Home No. (_____)_____________Cell No. (______)________________

Work No. (_____) ________________     Your employer___________________________________________

Complete e-mail address: ________________________________________Spouse’s name________________

Have you been to a chiropractor before? ______Heard about our office through ________________ 

Insurance Company __________________________________________(please present card and picture ID)

Insured’s Name (if different from above): __________________________  Insured’s Date of Birth:_________
___________________________________________________________________________________________________________________ 
Are you currently taking any medications (circle one):   YES    NO    

If yes, please list  prescriptions: 

	                                       DRUG   NAME                                                         
	
	Strength (i.e. mg)
	      Dosage per day
	                        How you take (i.e. oral, rectal, etc)
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


If additional room is needed for medications, please use the back of this page.

IN CASE OF EMERGENCY, CONTACT 

Name__________________________________________________ Relationship_________________________________________ 

Home No. (____)__________________ 
Cell No. (_____)____________________ 
Work No. (____)____________________ 
Please circle the problems you are having right now. 
Head                               Groin                                        List below other health problems you have at this
Ear                                  Shoulder                                   time:________________________________________

Face                                Arm                                         _____________________________________________
Neck


   Forearm                                   _____________________________________________

Chest                             Hand                                         _____________________________________________

Abdomen                       Posterior leg                              

Upper back                    Anterior leg                            List any previous falls, surgeries, and accidents,etc: 

Lower Back                    Knee                                        _____________________________________________ 
Sacroiliac                       Foot                                         ______________________________________________

                                                                                         ______________________________________________

Circle any related complaints;
Asthma                          Wrist tendonitis                                                              (least)                  (most)                                                

Bronchitis                       Carpal tunnel                                       List Pain Scale 1 2 3 4 5 6 7 8 9 10

Chest pain                       Leg numbness/tingling

Cold                                 Leg weakness                             It hurts when I: lift, stand, sit, bend, walk or

Dizziness                         Calf pain                                    _________________________________________

Flu                                    Foot numbness/tingling             _________________________________________

Headaches                         Wrist pain                                __________________________________________
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Indigestion                        Tennis elbow

Lightheadedness                Elbow pain

Nervousness                      Finger numbness/tingling

Night Sweats                     Arm numbness/tingling

Bloating                             Upper back spasm

Burning urination              Lower back spasm

Constipation                      Bursitis

Diarrhea                            Shoulder stiffness

Tendonitis                         Frequent urination

                                                                                                     Please mark any area of pain/numbness                                                       

Doctor Notes:

Onset:_______________________                             RX:___________________________________________

How: ________________________                                   ___________________________________________

Duration:______________________                                  ___________________________________________

Reoccurrence: Y  N  _____________                                  ___________________________________________

Radiating Pain  Y   N  ____________


Informed Consent to Treatment

INFORMED CONSENT TO TREATMENT

CONSENT TO TREATMENT

I hereby request and consent to the performance of chiropractic adjustments (also known as spinal manipulations) and other chiropractic procedures, including various modes of physical therapeutic, massage therapy, and diagnostic X-rays, on me (or on the patient named below, for whom I am legally responsible) by Dr. Greg Shirley or other licensed doctors of chiropractic or licensed message therapists who now or in the future work at Carolina Clinic of Chiropractic and/or any other office or clinic.

I have had an opportunity to discuss with the doctor of chiropractic named above and/or with other office or clinic personnel the nature and purpose of chiropractic adjustments and other procedures. I understand the results are not guaranteed.

I understand and I have been informed that, as in the practice of medicine, in the practice of chiropractic there are some risks to treatment, including but not limited to fractures, disc injuries, strokes, dislocations and sprains. I do not expect the doctor to be able to anticipate and explain all risks and complications, and I wish to rely upon the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known to him or her, is in my best interest.

I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions about its content, and by signing below I agree to the above-named procedures. I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.

Patient/Guardian _________________________________________ Witness _____________________________

​​​​​​​​​​​​​​​​​

PAYMENT IS EXPECTED AT TIME OF VISIT
Assignment of Insurance Benefits: In the event the undersigned is entitled to Insurance benefits of any type whatsoever arising out of any policy of insurance insuring patient or any other party liable to patient, said benefits are hereby assigned to Carolina Clinic of Chiropractic for application on patient’s bill, and it is agreed that Carolina Clinic of Chiropractic may receipt for any such payment and such payment shall discharge the said insurance company of any and all obligations under the policy to the extent of such payment, the undersigned and/or patient being responsible for the charges not covered by this assignment.

Financial Agreement and Payment Guarantee: Both undersigned patient and the guarantor(s) agree that in consideration of the services to be rendered to the patient, they hereby individually obligate themselves to pay the charges to Carolina Clinic of Chiropractic in accordance with the regular rates and terms of Carolina Clinic of Chiropractic. Should the account be referred to an attorney for collection, the undersigned shall pay reasonable attorney’s fee and collection expenses. All delinquent accounts bare interest at the legal rate.

The undersigned certifies that he/she has the foregoing, and is the patient or duly authorized by the patient as patient’s general agent to execute the above and accept its terms. All guarantors certify that they read the foregoing and accept its terms.

Patient/Guardian _________________________________________ Witness _____________________________

TERMS OF ACCEPTANCE

When a patient seeks chiropractic health care and we accept a patient for 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 obtain 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 function and interfere to the transmission of mental impulse, 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 these 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 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 subluxation.

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)

Consent to evaluate and adjust a minor child

I, ___________________________________________ being the parent or legal guardian of ________________________________

have read and fully understand the above terms of acceptance and hereby grant permission for my child to receive chiropractic care.

_____________________________________________________________                               _________________________

                            (Signature)                                                                                                                         (Date)

Patient Name:





            ID#

 
         Carolina Clinic of Chiropractic
          Date:





HIPAA NOTICE OF PRIVACY PRACTICES

PATIENT ACKNOWLEDGMENT FORM

To the Patient:  Please complete the following acknowledgment and sign below.

 I acknowledge that I have received the Notice of Privacy Practices of this health 


     care provider.

This form has been signed by (please check one):



Patient



Patient’s Representative



Facility Employee

I attest that the above information is correct.

Signature: patient/parent/legal guardian      Date                          Witness                              Date


FOR OFFICE USE ONLY

Carolina Clinic of Chiropractic:  If the patient refuses or is unable to sign an acknowledgement that he or

 she received our Notice of Privacy Practices, please check the appropriate box below and sign the form.

Patient refused or was unable to sign an acknowledgment that he/she received our 

   Notice of Privacy Practices.  The following good faith efforts were made to obtain his/her 

signed acknowledgement (include the reason you were unsuccessful):






     



  
Patient received our Notice of Privacy Practices in connection with an emergency




treatment situation.  We are, therefore, not required to obtain acknowledgement.


               










CHART NUMBER: ______________

Financial Policy

Our experience has shown that it is wise to have an understanding with our patients as to our office policies and fees.  This form has been prepared for your convenience and information.  This will enable us to better serve you and help us to avoid misunderstandings in the future.

Insurances:

Currently Dr. Shirley is only in network as a provider with Blue Cross Blue Shield and Medicare. HOWEVER, Medicare will NOT cover the new patient exam ( $85.00) and not every Blue Cross policy covers chiropractic.

If you have any MEDICAID policy, we are unable to file your insurance on your behalf. You will be a cash patient.

We are able to file most out of network insurances on your behalf, however you still  must pay upfront. If you have any out of network chiropractic benefits, your insurance company can reimburse you.

Our Fees are as follows:

Exams:

New Patient Exam (General)             


85.00



New Patient Exam (auto accident)           


125.00


Adjustments:

Adjustment (one to two regions)             

35.00

Adjustment (three to four regions)          

40.00

Adjustments (five regions)                      

45.00

Additional Policy:

*Payment is expected at the time service is rendered.  We accept cash, check, MasterCard, Visa,

  American Express and  Discover.

* We do not allow a balance to be carried of more than 75.00.  If your balance does exceed 75.00, we will            be unable to continue your care until the balance is brought down to 75.00.

* If a payment plan is needed then let the front desk know and they can go over your options.

I acknowledge financial responsibility for all services rendered and if necessary, any collection cost including attorney fees.  I also understand that if I should terminate my care, any professional services rendered me, will be immediately due and payable.

Patient’s Signature_________________________________     Date______________________________
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**LUMBAR ORTHOPEDIC


All + findings must describe location of provoked pain, radiation and intensity on a 1-10 scale
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If any of these tests are positive, then the patient is a candidate for an NCV.  Please fill out the Premier Patient Information Form and fax it to Premier





**CERVICAL / THORACIC ORTHOPEDIC


All + findings must describe location of provoked pain, radiation and intensity on a 1-10 scale
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Weight_________





Height_________





DIAG:


_____________________________________________
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