
Lctt Chiropractic Center I 509 llardv Street

PATIENT INFORTVIATION AND FINAI\CIAL POLICY

Haniesbury, MS 3%01

ABOUT YOU

Name Soc ial Security N um ber__/__/

D O B I I fl Male U Female Marital Status: U Married fJ Single Q Separated C Divorced C Widow'cd

Home Address
City Stde Zip

Mailing Address

Telephone Numbers: Home Work
City Stare Zip

Ext Other

fl Employed n Student lFull-T'ime) J Student (Part-Time)

Employer

DOB I I Social Security Number / I

Spouse's Employer

LJ Yellow Pages Ll Location U MD/DC J CIher

0ccupation

Spouse

Spouse's Occupation

Referred By

F'INANCIAL POLICY

The purpose of this agreement is to clarifu your financial responsibilities so we can dwote our efforts to
helping you get the best results in the shortest amount of time.

Pleare chtck the appropriate metfiod of payment:

O Private Pay - Paynrent is expcctcd at the time of service. We accept cash, ciecL, Vua, Discover and MaseCard . Wc ofirr r lSifrnc of
Scrvicc dircount for fecr pcid at timc of rcnicc (rupplicdDME not indudcd). Thir dirount crcludcr Fdcr.l E itlcocot rccipi.nt
rnd qplicr to nc illcd rcrricg only.

O Inrunnce - As a senice o you, this office will file your insurance daim for you. Plcase prwide the neescary inhnnation prior to ts€a!rcnl
Please note, if you tale advantage of our Time of Serrice Discount, w€ will h,e unable to file your inrunncc daim. Health inrurance policicr
are an arangement betureen an insurance carrier and your*lf. Though we file your claim, you an personally rcsponriblc for payment for
all services rcndeled . We will not become-invohrcd in disputes with 1'our insunnce company rcgarding deductiblcs, co-paymcns, corcrtd
chargco, "urual and customary" charger, etc, otlrer than to supply Actual information. In thc event your inrurarce company dirputes or
rtjece the claim, it will be your rcrponsibili6i to pay the charges and punue rtimbunement from thc inrunnce company. Ptyrncot for
doductiblcr, copayr, ald non coverred rcrvfur;a ir opcctcd at thc timc of rcrvicc.

O Mcdicar,o/Mcdic.aid - This office acceps arsignment on Medicare and Medicaid corrd s€rvic€5. Horrtrr, you rrc repouriblc for
noncovcrcd rcrricct, copayr and dcductiblct.

O Pcnonel \iury - We will be willing to wait up to 3 months for payrnent (e:rcluding supplie/DME, which mrut bc paid at tirne of rcnicc)
prwided there ir a rcasomble clarce that payment will be made ftom insurance proceds, or senlement of a liabilitv dairn. Hquu, if ik
inwoncc cr,mpny or altwney tdwes lo protu, rte intcrl,r,t al lhe doctw, ot if it appa.t thst therr' it ao rd,mncy u intvlrgf/t(r. M)qqc, you mt!4

pg fot teflkes on a cutrunl bosis, Alrc, the balancc nut bG pdd in fuIl withir ,f8 houn of rcclcmcot o[ yoqr' .l.i-

Q Worlcr'r Compcnratiou - Ifyou an reeLing treatment for an injury cceived un the iob, please providc tlre necorary inbruation
concerning your employer'r WorLefa Compensation insunnce prior to h?atmenL

Iruurance and/or Attorney tnformation

Insurance Company

Insured's Name Employer

Insured's Date of Birth I / Insured's SSN I .l

If rn rttorncy repr$ents you in this health matter, plerse complete thc following:

Attornev Name Telephom t (_

I harc rerd' undcrrt nd, .nd .grc. to rhir finnncid policv rnd orintria rh.t dl inforoetioo L ocrcd to tb ld drr bddr:.

tD# Gr@Poliq I

Patieny'Guarrdian Signature Date Saff Sigranrc hE
RddOYUD



CONFIDENTIAL CASE HISTORY

Name

Past Chiropractic Care? fl No 0 Yes Doctor's Name Results

Major Complaints & Symptoms:

This onsct: Bqfj ln I I lsthis problem duetoan injury? ONo OYes... OOntheJob B Auto Acaident O Oth€r

Same or Similar Condition in the Past? o No D Yes Explain

I Dr./sraffNotes

I

Rate your discomfort on the pain scelcs below. (-l*ro = no pain, l0 = worst prin possiblc)

Neck"$houlder'Arrl.-"Htnd.P.ryI 0 I 2 3 4 5 6 7 8 9 t0
Since onset, pain is: fl Bener D Worse Q Unchanged

Occurs: O Occasional fl Interminent f,l Frequent fl Constant

Lasts: 0 Minutes C Few Hours D All Dav B

Pain Type: O Dull Q Throbbing Q Sharp E Grabbing O Shooting
tl lluming O Stitlhess 3 Numbness O Tingling O Spasm

Mid,BackFain 0 | 2 3 4 s 6 7 8 9 f0

Since onset, pain is: Q Better C Worse O Unchanged

Occurs: fl Occasional D Interminent fl Frequent O Constant

Lasts: E Minutes O Few Hours tr All Day O

Pain Type: E Dull Q Throbbing O Sharp O Grabbing Q Shooting
Q Burning C Stiffness O Numbness tr Tingling O Spasm

Lo,wF-ack-Hip'I,eg*FootFil! 0 | 2 3 4 5 6 7 8 9 l0
Since onset, pain is: O Bener O Worse O Unchanged

Occurs: B Occasional C Intermittent fl Frequent O Constant

Lasts: fl Minutes O Few Hours Q AII Dav D

Pain Type: 0 Dull O Throbbing tr Sharp O Grabbing O Shooting
O Burning Q Stiflhess E Numbness O Tingling D Spasm

Indicate your areas of pain on the diagrams below:

Dr./Staf Notes

Condition interferes with:

lVlakes pain worse to: O Sit

Makes pain better to: I Sit

Previous treatment received for this condition: D None O Chiropractic

Doctor/Practitioner's Na me

O Work Q Sleep tr Daily Routine fl Recreation

O Stand Q Walk C Bend Q Lie Down O Twist

Q Stand O Lie Down C

u
E Rise from seat O O N/A

O N/A

u Physical Therapy O Medications D Surgery
IDate of Last Visit /

Results of prior treatment:

. l  /  \  l .

' iid_h*foffi#j,r'.:;n i j{,, i rl,tt;,r'ij.,i', :r- : j,,;;', i$eU+X fUS
Indicate M *y family history of the following conditions:

Mother
Father
Brother(s)
Sister(s)

Back Problems
a

Diabetes
o
o
o
o

Arthritis
o
o
o
il

Stroke
o
c
o
o

o
B
E

o
0
tr

e
o
a

Cancer Heart AttacVDisease
A D

Dr./Staff NoresI
I
I



tndicate M if you now have (within the past 6 months) or if you have ever had these conditions in the past.

NOW PAST
tr n Alcohol/Drug Abuse
D O Anxiety
tr D Arm Pain
C tr Arthritis
E O Artificial Bones or Joints
D tl Asthma
A D Back Pain
D tr Bleeding Disorder
O D Bursitis
tr tr Cancer

NOW PAST
tr tl Diabetes
O D Fibromyalgia
n B Heart Disease/Attack
n D Hepatitis
tl tr Hernia
tl B High Blood Pressure
[ tr HIV Positive/AIDS
D tr Implants
O tl Leg Pain
tl A Mental Disorder

NOW PAST
tr O Migraines
tr tr Neck Pain
tr tr Osteoporosis
A O Pacemaker
D O Seizures
O O Severe/Frequent Headaches
O O Shoulder Pain
tr O Sinus Problerns
tl O Stroke
O C Ulcer/Colitis

Menopause OYes QNoWomen: Lastperiod _J__J_ Pregnant [No QYes...DueDate / / BirthControlPills OYes ONo

List other serious or chronic conditions:

List broken bones, fractures, or dislocations:

List past injuries:

fl None

Q None

E None

O NoneList surgeries:

Are you presently taking any medication - prescription or over the counter? tr No D Yes...List:

List any allergies: E None

Dr./StaffNotesi Dr./StaffNot
I
I
I

I
l-........,...,,.,....,....,...,.....,..,

Smoking: D Never tr Quit or, indicate packs per day

Alcohol: C Never D Quit or, indicate drinks per week

Caffeinated Beverages: D None or, indicate cups/cans per day

Exercise: fl Never or, indicate times per week & type of exercise

VitaminsAlutritional Supplements: D None or, list type & dosage

Describe vour level of stress: C None D Minimal tr Moderate E Extreme

Dr./StaffNotes

I hercby authorize the Doctor to oxamirc and treat my condition as he deems appropriEte through the usc of Chircpractic Hcaltt Caq aod I givc
suthority for these procedures to be perfomed. I slso agree that I am responsible for all bills incurr€d at this offcc.

I understand the above and guarantee this form was complcted to the best ofmy knowlcdge and understand it is my r€sponsibility !o inftan this
ofrce ofany changes in my medical status.

PatienVGuardian S ignature DAIE-J-J-

We invite you to discuss with us any questions regarding our services.
The best health services are based on a friendly, mutual understanding between provider and patient.

I-ett Chiropractic Center Rcit*imlm3


