Lovett Chiropractic Pain Relief Clinic
REQUIRED FOR YOUR CASE HISTORY FILE

NAME DATE

ADDRESS CITY STATE ZIP

HOME PHONE CELL PHONE WORK PHONE

AGE DATE OF BIRTH SEX: MALE FEMALE

CIRCLE IF YOU ARE: MARRIED SINGLE WIDOWED DIVORCED SEPARATED

EMPLOYER OCCUPATION

ADDRESS

NAME OF SPOUSE NUMBER OF CHILDREN

EMERGENCY CONTACT TELEPHONE

EMAIL ADDRESS May we send you our monthly newsletterPYES [ ]No

On a scale of 0 to 10, please rate your pain for each of the following area PAIN SCALE
Neck: ~ Shoulder/Arm: _ Headaches: 0123456 789 10

. NONE LITTLE MEDIUM SEVERE
Mid back: Low back: Leg:

Please markwhere you are hurting on thebody below: MAIN COMPLAINT TODAY:

HOW LONG HAS THE PAIN BEEN THERE?

THE PAIN IS: (please circle all that apply)
Numbness Tingling Pins & Needles Weakness Stabbir

Aching Stiffness  Throbbing Burning Radiating

Sharp Dull Constant Comes & Goes

COMPLAINTS OTHER THAN ABOVE:

CHECK SYMPTOMS YOU HAVE NOTICED

Q Headaches O Numbness in Legs or Toes Q Pins & Needles in Arms
O Neck Pain O Shortness of Breath O Pins & Needles in Legs or Toes
a Neck Stiff O Fatigue O Numbness in Fingers

Q Back Pain O Depression Q Loss of Smell

Q Sleeping Problems O Lights Bother Eyes Q Loss of Taste

O Nervousness O Loss of Memory 0 Diarrhea/Constipation
Q Tension O Ears Ring Q Feet Cold

Q Irritability O Face Flushed 0 Hands Cold

O Chest Pain O Loss of Balance O Stomach Upset

Q Dizziness O Buzzing in Ears Q Cold Sweats

QO Head Seems Too Heavy O Fainting a Fever

WHO CAN WE THANK FOR REFERRING YOU TO OUR OFFICE?
IF YOU ARE FEMALE, ARE YOU POSSIBLY PREGNANT? Yes No

SIGNATURE DATE




HIPAA Release
I understandhatsomeof my healthinformationmay be usedand/ordisclosedby Lovett ChiropracticPainRelief Clinic to carry
out treatment payment,or healthcareoperationsandthat for a more completedescriptionof suchusesanddisclosures] car
request copy of your privacy noticeentitled OOutPrivacy PoliciesOandthatdisclosuref my healthinformationfor any othe
reason must be agreed upon by me in writing.  Initial;

Health Insurance/Payment Information
I understan@ndagreethathealthandaccidentpoliciesareanarrangemenbbetweeraninsurancecarrierandmyself. Furthermore
I understandhatthis Office will prepareany necessaryeportsandformsto assistme in makingcollectionfrom the insuranc
companyandthatanyamountauthorizedo be paid directly to this Office will be creditedto my accountuponreceipt. However,|
clearly understancdindagreethat all servicesrenderedo me arechargeddirectly to me andthatl am personallyresponsibldor
payment. | alsounderstandhatif | suspendr terminatemy careandtreatmentany feesfor professionakervicesrenderedme
will be immediately due and payable. Initial:

Informed Consent to Chiropractic Treatment

The Nature of Chiropractic_Treatment: Chiropractichealthcareseeksto restorehealththroughnatura
meanswithout the useof medicineor surgery. Chiropractorccommonlyusetheir handsor a mechanice
devicein orderto restoremobility andfunction of joints thatare not moving or functioningoptimally. For
many patients certain therapies or exercises may also be used to maximize healing and pain relief.

PossibleRisks: The chiropracticadjustmenbr otherclinical proceduresre usually beneficialandseldon
causeany problem. In rare casesunderlyingphysicaldefects,deformitiesor pathologiesnay renderthe
patientsusceptibleto injury. The doctor, of course,will not give a chiropracticadjustment,or othel
treatmentjf he/shes awarethat suchcaremay causeproblems. It is the patient'sresponsibilityto inform
the doctorof any known pathologicaldefects,linessespr deformitieswhich would not otherwisecometo
the attentionof the doctor. The mostcommonadverseeffectsareminor andtemporaryandincludestiffnes:
or sorenessgfterthefirst few daysof treatmentsimilar to startinga new exerciseregimenor havingbrace
putonyour teeth).Otherrarebut potentialcomplicationgncludemuscularstrain,fracturesof bone injury to
intervertebrakiscs nervesor spinalcord or stroketerebrovasculanjury (estimated to be less than 1 in 2
million to 5.8 million cervical manipulations). Complicationsfrom therapiesusedin additionto your
adjustment are rare but may cause skin irritation, bgorenessor other minor complications.

Risks of remaining untreated: Delay of treatmenbftenresultsin furtherdeterioratiorof the conditionanc
may lead to chronic pain and disability, or spine surgery.

| have read the aboveexplanation of chiropractic treatment. | have had the opportunity to have any
guestionsansweredto my satisfaction. | have fully evaluatedthe risks and benefits of undergoing
treatment. | have freely decidedto undergo the recommendedtreatment and hereby give my full
consent to treatment. Initial:

Patient Name (printed): Date:

Patient Signature:




