[bookmark: OLE_LINK1][bookmark: OLE_LINK2]ABOUT THE PATIENT                                            Elevate Chiropractic Wellness Center   
																														  Name ___________________________________________Today’s Date____________  Birthdate ____________ Age________
Address ____________________________________________ City __________________________ State ______ Zip  _______
Home Phone ____________________ Cell Phone ____________________  Work Phone ____________________Gender   M    F
Your Employer ______________________________________  Type of Work  ________________________________________
e-Mail Address ________________________________________________Have you been to a chiropractor before? □ No   □ Yes
Emergency Contact ______________________________________________  ph #  ____________________________________
Name of Medical Doctor(s)______________________________________________________________________________________ 
· I authorize the doctor or his staff to render care as deemed appropriate for me and / or my child.
· I authorize Elevate CWC to release and / or request records to or from other providers as may be necessary. 
· I understand I am responsible for all bills incurred in this office. 
· I authorize assignment of my insurance benefits (if applicable) directly to the provider. 		
· Person responsible for this account if other than the patient?______________________________
· I understand that after any initial promotional services all care is rendered at usual and customary fees.
· For my balance my preferred payment method is:    Cash     Check     Credit Card     Car/Work Ins.    

________________________________________________________________________         _____________________________
Patient / Parent Signature	                  (This represents a long term authorization for all occasions of service)          Date
 














REASON FOR SEEKING CARE	
PRESENT COMPLAINTS                      		                              
1. ______________________________________________________    How long has this been an issue? ______
  Is it:    Dull    Sharp    Ache    Numb / Tingle   Stabbing    Constant    Occasional    Staying the same    Getting worse     
   Mild    Moderate    Severe    Worse in the morning    Worse in evening    Pain radiates to__________________________
2. ______________________________________________________    How long has this been an issue? ______
  Is it:    Dull    Sharp    Ache    Numb / Tingle   Stabbing    Constant    Occasional    Staying the same    Getting worse     
   Mild    Moderate    Severe    Worse in the morning    Worse in evening    Pain radiates to__________________________
3. ______________________________________________________    How long has this been an issue? ______
  Is it:    Dull    Sharp    Ache    Numb / Tingle   Stabbing    Constant    Occasional    Staying the same    Getting worse                  Mild    Moderate    Severe    Worse in the morning    Worse in evening    Pain radiates to__________________________
4. ______________________________________________________    How long has this been an issue? ______
  Is it:    Dull    Sharp    Ache    Numb / Tingle   Stabbing    Constant    Occasional    Staying the same    Getting worse     
   Mild    Moderate    Severe    Worse in the morning    Worse in evening    Pain radiates to_____________________	
5.  Does your condition affect:  Sleep    Work    Daily Routine   Sitting    Driving  
6.  What makes it better?___________________________________________________ 
7.  What makes it worse? __________________________________________________ 
8.  What Doctor’s have you seen for this?______________________________________   
_______________________________________________________________________
9.  Type of treatment:______________________________________________________ 
10.  Results: ____________________________________________________________
NOTES:  _______________________________________________________________
_______________________________________________________________________
_________________________________________________



PAST HISTORYPlease mark all areas of concern.
[image: ]

Are you pregnant?
  Yes	  No







GENERAL HEALTH HISTORY	                         Elevate Chiropractic Wellness Center
																														  
Patient Name__________________________________________   Mark the conditions that apply to you.

Past    Present			             				Past    Present                                                  
	    Headaches		  					    Urinary Problems  		
	    Migraines  		  					    Easy Bruising  		
	    Shortness of Breath						    Tobacco Use	
	    Allergies / Asthma						    Dental Problems			
	    Medication Side Effects					    Fibromyalgia
	    Diabetes							    Blood Thinner use
	    Hands or Feet cold						    HIV Positive			
	    Muscle aches							    Cancer
	    Trouble Walking						    Depression			
	    Leg / Foot Numbness						    Alcohol Use
	    Fainting							    ___High or ___Low Blood Pressure	
	    Gall Bladder Trouble						    Stroke History
	    Ringing in Ears 						    High Cholesterol		
	    Ear Problems 						    TMJ  	
	    Sleeping Problems						    Digestive Problems
	    Vision Problems 						    Pain all Over			
	    Thyroid Problems						    Tension / Irritability			
	    Liver Disease							    Chest Pains
	    Kidney Problems						    Heart Pacemaker  
	    Light Bothers Eyes						    Heart Problems		
	    Other _____________________________________________________________________________________________________								
1.  List any medications you are taking: __________________________________________________________________________________________________
2.  Please list all doctors you are currently seeing: ___________________________________________________________________
3.  Has any Doctor or other professional advised you to “Go to a Chiropractor “:   No      Yes, Name ______________________
_______________________________________________________________________________________________________























PAST HISTORY
4.  List any past auto collisions:___________________________________________  Was any care received?_______________
5.  List any past work injuries: ____________________________________________  Was any care received?_______________
6.  List any past sport, recreational, or home injuries______________________________________________________________
7.  Please describe any past conditions and treatment received:  ____________________________________________________
______________________________________________________________________________________________________
8.  Please list any past hospitalizations and surgeries: ____________________________________________________________
_________________________________________________________________________________________________________











FAMILY HISTORYFather’s side:  □ Heart Disease   □ Cancer   □ Diabetes   □ Heavy Medication use   □ Arthritis   □ Other__________________________
Mother’s side: □ Heart Disease   □ Cancer   □ Diabetes   □ Heavy Medication use   □ Arthritis   □ Other__________________________
Is there any other family history you want us to know?_____________________________________________________________











Patient Goals & Expectations Questionnaire
What would you like to accomplish through chiropractic care?



What activities or daily tasks are most limited by your condition?
☐ Work
☐ Exercise/Gym
☐ Sitting
☐ Standing
☐ Walking
☐ Sleeping
☐ Driving
☐ Household activities
☐ Other: __________________________________

What activity would you most like to return to or perform more comfortably?



If your condition improved, what would you be able to do more comfortably or confidently?



How long has this issue been affecting your quality of life?
☐ Less than 1 month
☐ 1-6 months
☐ 6-12 months
☐ 1-5 years
☐ More than 5 years

What are your goals for care? (Check all that apply)
☐ Reduce pain
☐ Improve mobility/flexibility
☐ Return to exercise/sports
☐ Improve posture
☐ Sleep better
☐ Avoid medications
☐ Avoid surgery
☐ Improve work performance
☐ Improve overall wellness
☐ Other: __________________________________

On a scale of 1-10, how motivated are you to improve this condition?
1  2  3  4  5  6  7  8  9  10

Are you willing to follow home care recommendations if recommended as part of your treatment plan?
☐ Yes
☐ No
☐ Unsure








NOTICE OF PRIVACY PRACTICES
Elevate Chiropractic Wellness Center
Kingston, Pennsylvania
Phone: ____________________

THIS NOTICE DESCRIBES HOW YOUR MEDICAL INFORMATION MAY BE USED AND DISCLOSED AND HOW YOU CAN ACCESS THIS INFORMATION.
Elevate Chiropractic Wellness Center is committed to protecting the privacy and confidentiality of your protected health information (“PHI”) in accordance with the Health Insurance Portability and Accountability Act (HIPAA).
We May Use or Disclose Your Health Information For:
· Treatment: To provide and coordinate your chiropractic care. 
· Payment: To bill and collect payment from you or your insurance company. 
· Healthcare Operations: For scheduling, quality improvement, staff training, and clinic operations. 
· Appointment Reminders: We may contact you by phone, voicemail, text, or email regarding appointments or care. 
· Individuals Involved in Your Care: With your permission, we may share relevant information with family members or caregivers. 
· Legal Requirements: When required by federal or state law. 
Your Rights
You have the right to:
· Request access to your records 
· Request corrections to your records 
· Request confidential communications 
· Request restrictions on certain disclosures 
· Receive a copy of this notice 
Our Responsibilities
We are required by law to:
· Maintain the privacy and security of your health information 
· Provide you with this notice 
· Notify you if a breach affecting your information occurs 
· Follow the privacy practices described in this notice 
Complaints
If you believe your privacy rights have been violated, you may file a complaint with our office or the U.S. Department of Health and Human Services without penalty.

ACKNOWLEDGMENT OF RECEIPT
I acknowledge that I have received or been offered a copy of the Notice of Privacy Practices from Elevate Chiropractic Wellness Center.
Patient Name: ______________________________________
Signature: _________________________________________
Date: ____________________





















INFORMED CONSENT TO CHIROPRACTIC CARE
Elevate Chiropractic Wellness Center
303 Market Street, Kingston, PA 18704
Consent for Evaluation and Treatment
I hereby request and consent to the performance of chiropractic examination and treatment procedures, including but not limited to:
1. Chiropractic spinal adjustments/manipulation
1. Extremity adjustments/manipulation
1. Physical examination procedures
1. Range of motion testing
1. Orthopedic and neurological testing
1. Soft tissue therapy techniques
1. Flexion-distraction therapy
1. Instrument-assisted adjusting procedures
1. Therapeutic exercises and rehabilitation recommendations
1. Other chiropractic procedures deemed appropriate based upon my condition
[bookmark: consent-for-evaluation-and-treatment]Expected Benefits
The purpose of chiropractic care is to improve joint motion, reduce pain, improve function, and support the body’s natural ability to heal. While many patients experience significant improvement, results cannot be guaranteed.
[bookmark: expected-benefits]Possible Risks
As with any healthcare procedure, there are potential risks associated with chiropractic care. These may include:
1. Temporary soreness, stiffness, or discomfort
1. Muscle spasm
1. Increased symptoms for a short period of time
1. Bruising or irritation of soft tissues
1. Sprain or strain
Serious complications associated with chiropractic care are considered rare but may include worsening of a disc injury, fracture, or neurological injury. Stroke associated with neck manipulation has been reported in the medical literature; however, current evidence suggests such events are extremely rare and may occur independently of chiropractic treatment.
[bookmark: possible-risks][bookmark: alternatives]Alternatives
Alternative treatment options may include:
1. Medical care
1. Physical therapy
1. Medication
1. Observation without treatment
1. Referral to another healthcare provider
No Guarantee
I understand that no guarantees or assurances have been made regarding the results of treatment.
[bookmark: no-guarantee]Patient Responsibilities
I understand that successful outcomes often depend upon my participation in recommended treatment plans, home care instructions, rehabilitation exercises, and follow-up evaluations.
[bookmark: patient-responsibilities]Opportunity for Questions
I have had the opportunity to discuss my condition, proposed treatment, risks, benefits, and alternatives with the doctor. All questions have been answered to my satisfaction.
[bookmark: opportunity-for-questions][bookmark: consent]Consent
I have read (or had read to me) the above information. I understand the nature and purpose of chiropractic care and voluntarily consent to examination and treatment by Elevate Chiropractic Wellness Center.
Patient Name: __________________________________________
Patient Signature: _______________________________________
Date: __________________
If Minor, Parent/Guardian Name: ___________________________
Parent/Guardian Signature: _______________________________
Date: __________________
Doctor/Witness: _________________________________________
Date: __________________



Financial Policy
Elevate Chiropractic Wellness Center
Insurance Benefits
As a courtesy, our office may verify insurance benefits on your behalf. Verification of benefits is not a guarantee of payment. Final determination of coverage is made by your insurance carrier. The patient remains responsible for all charges not paid by insurance.
Copays, Coinsurance, and Deductibles
Copays, coinsurance amounts, deductibles, and any patient responsibility are due at the time of service unless other arrangements have been made. Failure to collect payment at the time of service does not waive the patient's financial responsibility.
Non-Covered Services
Services deemed non-covered, denied, maintenance/wellness care, or otherwise not reimbursed by insurance remain the responsibility of the patient. Patients will be informed when services are expected to be non-covered whenever possible.
Medicare Patients
Medicare patients may be asked to sign an Advance Beneficiary Notice (ABN) when services are expected to be non-covered by Medicare. Services determined to be non-covered may become the financial responsibility of the patient.
Missed Appointments and Late Cancellations
Please provide at least 24 hours notice if you need to cancel or reschedule an appointment. Missed appointments or late cancellations may be subject to a $20 fee at the discretion of the office.
Returned Checks
A fee of $35 may be assessed for returned checks or insufficient funds.
Collections
Accounts that become significantly past due may be referred to a collection agency or attorney. The patient may be responsible for any reasonable collection costs, court costs, and attorney fees permitted by law.
Refund Policy
Any unused prepaid balances or credits remaining on a patient's account will be refunded upon request or when care is discontinued, less any outstanding balances owed to the office.
Assignment of Benefits
I authorize payment of insurance benefits directly to Elevate Chiropractic Wellness Center for services rendered. I understand that I am financially responsible for all charges regardless of insurance coverage.
Acknowledgment
I have read, understand, and agree to the Financial Policy of Elevate Chiropractic Wellness Center.

Patient Name: __________________________________

Patient Signature: ______________________________

Date: __________________

Parent/Guardian (if applicable): __________________

Relationship to Patient: _________________________

Date: __________________
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