CHIROPRAC_IC REGISTRATION A7JD HISTORY

' PATIENT INFORMATION 1 INSURANCE INFORMATION

Date

Who is responsibie for this accounl‘?

SS/HIC/Patient ID # Relationship to Patient, _
Patient Name Insurance Co. = )
Last Name T e TG, b
Group # RREL e
GsENEmS prielinmal Is patient covered by addmonal msurance'?
Address
Subscriber's Name i e
E-mail
Birthdate
City.
Reilationship to Patient
State Zip 5 ’ .z
Insurance Co.
Sex [IM [OF Age Ot £
Group # - ot e 2
Birthdate 1)
3 : % ASSIGNMENT AND RELEASE - AN
-] Married [ Widowed [1 Single 1 Minor I certify that I, and/or..my dependenl(s) have'msurance coverage with,
[0 Separated ‘(1 Divorced L1 Partnered for. years

Patient Employer/School

Dr. ! i __all instrance beneltts,
Occupation any, otherwise ‘payable to;me!for'services: rendered. |- understand that i am i
financially responsrble for all charges whether or not pald by i msurance A au
Egnployer/School Address lhe use of my signature on all i msurance submlssuons

The above-named docior may use my health care rnl‘ormamon and dlsclose 7-
“such mformatlon to the above-named lnsurance Company(les) and their agents

for the .purpose of: obtaining payment for servrces and delermrmng insurance -
Employer/School Phone ( ) benefits or the benefits payable for | related servrces :This consent will end when
== my current treatment plan is completed or one year from the date srgned below
Spouse’s Name ‘ ¥

Birthdate LA R bR L 2 N TR .;_’i.-__;.;
Signature of lf'atient,‘ Parent, Guardiah or Personal Representative .
SS# 7 SRRt

Spouse’s Employer

"Whom may we thank for referring you?

ia PHONE NUMBERS ACCIDENT INFORMATION

Cell Phone ( ) ~:Home Phone ( ) Is condition due to an accrdent’l EIYes l:] No Dater

Best time and place to reach you Type of accldent C1Auto [JWork,, DHome DOther

e EME;B AU To whom have you made a report of your accndent'7

Name Relationship [ Auto Insurance [ Employer I:I Worker Comp.* I:l Other

Home Phone ( TES Work Phone ( ) Al‘lorne_y,Name (if appllcable) Lo ;‘g},,

3PATIENT CONDITION

Reason for Visit

When did your symptoms appear?
Is this condition getting progressively worse? [ JYes []1No [JUnknown
Mark an X on the picture where you continue to have pain, numbness, or tingling.

Rate the severity of your pain on a scale from 1'(least pain) to 10 (severe pain)

Type of pain: [] Sharp ] Dull {1 Throbbing [T Numbness [] Aching [] Shooting
[ Burning [1Tingling [<]Cramps [ Stiffness [] Swelling [J Other

How .often do you have this pain?.

Is it constant or does it come and 'go?

Does it interfere with your T} Work [ Sleep [ ] Daily Routine [ ] Recreation =

Activities or movements that are painful to perform [} Sitting '[z] Standing [] Walking [ Bending~ | Ly|ng Down
{Vars C28]804) -0OVER -
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@ [ ] i HEALTH HISTORY

e

What treatment have you already received for your condition? [] Medications
[ Chiropractic Services [] None [ Other

Name and address of other doctor(s) who have treated you for your condition

] Surgery

{7 Pnysical Therapy

Date of Last: Physical Exam Spinal X-Ray Blood Test
Spinal Exam Chest X-Ray Urine Test
Dental X-Ray MRI, CT-Scan, Bone Scan

Place a mark on “Yes” or “No” to indicate if you have had any of the following:
AIDS/HIV [JYes [JNo Diabetes [JYes [JNo Liver Disease OYes [No Rheumatic Fever [JYes [JNo
Alcoholism [OYes [ONo Emphysema JYes [JNo Measles COYes [JNo Scarlet Fever OYes []No
Allergy Shots [JYes [ONo Epilepsy [OYes [JNo Migraine Headaches [JYes [JNo  Sexually
Anemia [OYes [JNo Fractures [OYes []No Miscarriagé [dYes [ No .giaszsa?;ued CYes []No
Anorexia QYes [JNo Glaucoma [OYes [[JNo Mononucleosis [OYes {1No Stroke ClYes []No
Appendicitis [OYes [JNo  Goiter [OYes [JNo  Muitiple Sclerosis [ ]Yes []No Suicide Attempt [JYes []No
Arthritis [lYes [JNo Gonorrhea lYes [JNo Mumps OYes []No Thyroid Problems  []Yes [ No
Asthma [JYes [JNo Gout [OYes [ No  Osteoporosis {OYes [ No Tonsillitis ClYes [JNo
Bleeding Disorders [JYes [[]No Heart Disease OYes [JNo Pacemaker [JYes [JNo Tuberculosis OYes []No
Breast Lump [OYes [JNo Hepatitis [JYes ONo Parkinson's Disease [1Yes [ No Tumors, Growths  []Yes [] No
Bronchitis [CYes [INo Hernia {OYes [JNo Pinched Nerve [OJYes [ No Typhoid Fever [Yes []No
Bulimia OYes [JNo Herniated Disk [JYes [JNo Pneumonia [OYes {JNo Ulcers [JYes [JNo
Cancer [IYes [[JNo Herpes [OYes [INo Polio [Yes {C1No Vaginal Infections []Yes []No
Cataracts [OJYes [1No High Blood Prostate Problem [JYes [ No
Chemical Pressure (Yes [JNo Prosthesis [OYes [JNo Whooping Cough  [JYes []No
Dependency [OYes [JNo HighCholesterol [JYes [JNo Psychiatric Care [Yes [JNo Other
Chicken Pox [JYes [JNo Kidney Disease [dYes [INo Rheumatoid Arthritis []Yes [ No
EXERCISE WORK ACTIVITY HABITS
] None [ Sitting [[1 Smoking Packs/Day
[] Moderate [J Standing [] Aicohol Drinks/Week
] Daily [ Light Labor [[] Coffee/Catfeine Drinks Cups/Day
{1 Heavy ] Heavy Labor ] High Stress Level Reason
Are you pregnant? []JYes []No Due Date
Injuries/Surgeries you have had Description Date

Falls - — -

Head Injuries ,_ B

Broken Bones

Dislocations

Surgeries
g? MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name

Pharmacy Phone (

)




Chiropractic Consent Form

HIPAA

The undersigned does hereby acknowledge that he/she has received a copy of this office’s Notice of Privacy Practices Pursuant To HIPAA and has been
advised that a full copy of this office’s HIPAA Compliance Manual is available upon request.

The undersigned does hereby consent to the use of his/her health information in a manner consistent with the Notice of Privacy Practices Pursuant to
HIPAA, the HIPAA Compliance Manual, State faw and Federal Law.

INFORMED CONSENT

1 hereby request and consent to the performance of chiropractic examinations, adjustments, and any other associated procedures on me by
Pr__lhompson, Dr. Franconi

T understand, as with any health care procedures, that there are certain complications, which may arise during chiropractic treatments. Those
complications include but are not limited to: fractures, disc injuries, dislocations, muscle strain, Horner's Syndrome, diaphragmatic paralysis, cervical
myelopathy, and costovertebral strains and separations

1 do not expect the doctor to be able to anticipate all risks and complications, and I wish to rely upon the doctor to exercise judgement during the course
of the procedure(s) which the doctor feels at the time, based upon the facts then known, that are in my best interest.

{ have had an opportunity to discuss the nature, purpose, and risks of chiropractic care and other recommended procedures. | have had my questions
answered to my satisfaction, I also understand that specific results are not guaranteed.

If there is any dispute about my care, I agree to a resolution by binding arbitration according to the American Arbitration Association guidelines. | have
read (or have had read to me) the above explanation of the chiropractic treatments. I state that I have been informed and weighed the risks involved in
chiropractic treatment at this health care office. | have decided that it is in my best interest to receive chiropractic treatment. | hereby give my consent to

that treatment. [ intend for this consent to cover the entire course of treatment for my present condition(s) and for any future condition(s) for which I seek
treatment.

PHOTO CONSENT

We are PROUD of our patients and the progress they make while under our care! There's nothing we enjoy more than CELEBRATING our patients’
successes along with them. And when something good is happening in our lives, we feel inclined to share it with others, right?

If the moment arises, we would love to share your phato, story, or progress on our Social Media page(s) or website in the interest of showing others that
“real people” visit our office and are smiling while they're here - and most importantly, getting results!

Please check the box that applies to you:
[ sure! You can use my picture on the Straightahead Website and Social Media (i.e. Facebook, Instagram, etc.) pages, as long as I ook good in it!
[0 Nothanks! Tl pass for now.
X-RAY RELEASE AND CONSENT
It is not unusual for our office to take digital x-rays in the process of determining how we can best help you.

3 suret Do whatever you feel is necessary to come up with the best care plan for me (and, NO,Iam certainly NOT pregnant).

1 attest that the information on this form, and those preceding, is true and accurate to the best of my knowledge.

Printed Name of Patient

éignature of Patient
—S-ivén;ure of Representative-(i_fpa_ticnt is a minor or has disability} Date
Consent to evaluate and adjust a minor child |, being the parent of 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




T WPSON FAMILY CHIROPR'TIC
= Patient Registration ™

PATIENT/INSURED RELEASE AGREEMENT

I, the undersigned, have insurance coverage with

{Name of Insnrance Company) .

and assign directly to .

. 2 . all medical benefits, if any, otherwise payable to me for serxi;es
rendered. '

(Signature of Insured’Guardian) N

{Date)

PATIENT/RESPONSIBLE PARTY FINANCIAL AGREEMENT

I understand that I am financially responsible for all charges whether or not paid by insurance. 1 am responsible for
finance charges for all over due balances at the rate of 1.5% per month. If my check should be returned due to insufficient
funds, I am responsible for a returned check charge of $20.00 plus the amount of the original check. Should collection
proceedings become necessary, I agree to pay all costs of collection including a reasonable attorney’s fee and waive all rights
to claim personal exemption under Alabama state law. I hereby authorize the Doctors to release all information necessary
to secure the payment of benefits. I authorize the use of this signature on all my insurance submissions.

{Signature of Insured/Guardian) (Date)

PRACTICE WITNESS {Date)

THANK YOU!

Page 2 of 2



Patient Health Information Consent Form -
. % ~
We want you to know-how your Patient Health Information (PHI) is going to be used in
this office and your rights conceming those records. Before we will begin any heaith -
care operations we must require you to read and sign this consent 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. 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 th|s
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 éssured &

that this office will limit the release of all PHI to the minimum needed for what the ~

insurance companies require for payment.

2. The patient has the right to examine and obtain a copy of his or her owni health

records at any time and request corrections. The patient may request to knew:what
. disclosures have been made and submit in writing any further restrictions on the use
of their PHI. Our office is not obligated to agree to those restrictions.

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

4. 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.

5. For your security and right to privacy, all staff has been trained in the area of patient
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.

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

7. 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



PATIENT AUTHORIZATION FORM

AUTHORIZATION TO RELEASE INFORMATION TO FAMILY
MEMBERS

Many of our patients allow family members to call and request test results,
financial information and medical information. Under the requirements for
H.L.P.P.A we are not allowed to give this information to anyone without the patient’s
consent. If you wish to have your medical information, any diagnostic test results

and/or financial information released to any family members you must sign this
form.

I authorize Thompson Family Chiropractic to release my records and any information
requested to the following individuals.

1. - Relation to Patient:

2. Relation to Patient:

3. Relation to Patient:
Patient Name (Print Please) Date

Patient Signature



HIPAA Acknowledgement of Receipt of Notice of Privacy
Practices

This authorization is prepared according to the requirements of the Health Insurance
Portability and Accountability Act of 1996 (P.L. 104-191), 42 U.S.C. Section 1320d, et. seq.
and regulations thereunder, as amended from time to time (collectively referred to as
"HIPAA"). This authorization affects your rights in the privacy of your personal healthcare
information.

By signing this authorization, you acknowledge and agree that this Chiropractic ("Practice")
or its Business Associates may use or disclose your Protective Health Information (PHI) to
provide treatment for purposes of relating to the payment of services rendered and for the
Practice's healthcare operations purposes.

Further, by signing this authorization, you acknowledge that you have been provided a copy
of and have read and understood this Chiropractor's Privacy Notice containing a complete
description of your rights and the permitted uses and disclosures under HIPAA. While this
office has reserved the right to change the terms of its Privacy Notice, copies of the Privacy
Notice as amended are available and can be received by sending a written request with the
return address to the center where you were seen.

By signing below, you are acknowledging that you have received, reviewed, understand and
agree to the Notice of Privacy Practices of this Chiropractic office, which describes the
Practice's policies and procedures regarding the use and disclosure of any of your Personzl
Health Information created, received, or maintained by the Practice.

Acknowledged and agreed to by:

Patient

By: Date:

Print Name

OR. ON BEHALF OF PATIENT

By: Date:

Print Name

112



