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Patient Information

Today’s Date:  _____________________

Legal First Name: ___________________________​​__ MI: ________ Last Name: ______________________________________

Street: ___________________________________________________________________________________Apt: ______________ 
City: _____________________________________________________ State: ___________ Zip: ____________________________ 

 Marital Status:  S   M   W   D  Spouse:​​__________________________
Language: _____English _____ Spanish _____ Indian _____ Japanese _____ Chinese _____ Korean _____ French 

_____ German _____ Russian _____ Other_______________
Race: _____ White _____American Indian or Alaska Native _____ Asian _____Native Hawaiian/Other Pacific Islander
_____ Black or African American _____ Hispanic or Latino _____ Decline to Answer _____Other____________________
Ethnicity: _____ Hispanic or Latino _____Not Hispanic or Latino _____ Decline to Answer

DOB: ____________________ Home Phone: _______________________________ Work Phone:_________________________
Cell Phone: ____________________________________ Cell Carrier (if you would like appt text reminders)____________________ 

Please check your contact preference: _____Hm _____ Wk _____ Cell _____Email _____ Postal Mail

Email hm: _________________________________________ Email wk: ______________________________________________
Emergency Contact:___________________________ Relationship:______________ Phone Number: ____________________
Occupation: _______________________________________ Employer: ______________________________________________

Whom may we thank for referring you to our office? ___________________________________________________________
Employer Address: _________________________________________________________________________________________
Insurance Information
We will make a copy of your insurance card/s.  However, please complete the following information.

Are you the policy holder?    Y     N     If no, who is policy holder:    Spouse   Parent   Employer   Other

Policy Holder's Name:

First Name: ________________________________________ M.I. __________ Last Name: ______________________________

Policy Holder's Date of Birth: ______________________  

Policy Holder's Employer: ___________________________________________________

Do you have secondary insurance coverage?  Y   N  If yes, please complete the following:

Policy Holder's Name:

First Name: ______________________________________ M.I. ___________ Last Name: _______________________________

Policy Holder's Date of Birth: ____________________  

Policy Holder's Employer: ___________________________________________________________________________________
Health History
Patient History
Are you seeing anyone else for other problems or health conditions? 
□ Yes □ No

What treatment have you already tried for your current condition?   □ Medication ______________________

□  Surgery  Date __/__/__
      □  Physical Therapy      □  Chiropractic       □  Other  ___________
Please list all Doctor’s that have previously treated or are now treating you for a current condition:
Doctor__________________________Treatment_____________________________Result_____________________

Doctor__________________________Treatment_____________________________Result_____________________

Doctor__________________________Treatment_____________________________Result_____________________

Have you… 



             Yes         No 
If yes, include date & describe episode

had previous surgeries?


□ 
□           ​​​​​​​​​​​​​​​​​​​​​​​_____________________________________________

had broken bones? 



□ 
□           ​​​​​​​​​​​​​​​​​​​​​​​_____________________________________________
had previous major illnesses/injuries? 

□ 
□           ​​​​​​​​​​​​​​​​​​​​​​​_____________________________________________
Have you had any of the following?                               Please check YES or NO for each condition
	AIDS/HIV
	□Yes □No
	Diabetes
	□Yes □No
	Liver Disease
	□Yes □No
	Psychiatric Care
	□Yes □No

	Alcoholism
	□Yes □No
	Emphysema
	□Yes □No
	Measles
	□Yes □No
	Rheumatoid Arthritis
	□Yes □No

	Allergy Shots
	□Yes □No
	Epilepsy
	□Yes □No
	Migraines
	□Yes □No
	Rheumatic Fever
	□Yes □No

	Anemia
	□Yes □No
	Fractures
	□Yes □No
	Miscarriage
	□Yes □No
	Scarlet Fever
	□Yes □No

	Anorexia
	□Yes □No
	Glaucoma
	□Yes □No
	Mononucleosis
	□Yes □No
	Stroke
	□Yes □No

	Appendicitis
	□Yes □No
	Goiter
	□Yes □No
	Multiple Sclerosis
	□Yes □No
	Suicide Attempt
	□Yes □No

	Arthritis
	□Yes □No
	Gonorrhea
	□Yes □No
	Mumps
	□Yes □No
	Thyroid Problem
	□Yes □No

	Asthma
	□Yes □No
	Gout
	□Yes □No
	Osteoporosis
	□Yes □No
	Tonsillitis
	□Yes □No

	Bleeding Disorder
	□Yes □No
	Heart Disease
	□Yes □No
	Pacemaker
	□Yes □No
	Tuberculosis
	□Yes □No

	Breast Lumps
	□Yes □No
	Hepatitis
	□Yes □No
	Parkinson's
	□Yes □No
	Tumors, Growths
	□Yes □No

	Bronchitis
	□Yes □No
	Hernia
	□Yes □No
	Pinched Nerve
	□Yes □No
	Typhoid Fever
	□Yes □No

	Bulimia
	□Yes □No
	Herniated Disc
	□Yes □No
	Pneumonia
	□Yes □No
	Ulcers
	□Yes □No

	Cancer
	□Yes □No
	Herpes
	□Yes □No
	Polio
	□Yes □No
	Vaginal Infections
	□Yes □No

	Cataracts
	□Yes □No
	High Cholesterol
	□Yes □No
	Prostate Problem
	□Yes □No
	Venereal Disease
	□Yes □No

	Chicken Pox
	□Yes □No
	Kidney Disease
	□Yes □No
	Prosthesis
	□Yes □No
	Whooping Cough
	□Yes □No

	
	
	
	
	
	
	Other  
	


Medications you are currently taking:
□ High Blood Pressure ___________________□ Cholesterol _________________□ Pain
__________________□ Arthritis ___________________
□ Depression ____________________□ Anxiety ____________________ □ ADD/ADHD ______________□ Other ______________________
Family History- Please answer the following:
Associated health problems of relatives:  _______________________________________________________________________

Deaths in immediate Family




FEMALES:  number of children_______
Cause of Parents or Siblings death:    Age of death

Pregnancies/Date of Delivery
             Outcome

______________________________          _______


__________________________       ____________________

______________________________          _______


__________________________       ____________________

______________________________          _______


__________________________       ____________________

Social History- Please answer the following:  
Exercise:  □none   □occasional   □daily   □weekly






    Education:
Work Activities:   □ sitting   □standing   □light labor    □heavy labor   □retired     


□ High School
Habits:  □ none  









□ Some College

□ smoking-packs per day ____







□ College Grad

□ alcohol- times per week ____







□  Post Grad

□ caffeine- coffee, sodas, tea….cups per day ____

Hobbies:  ____________________________________________________________
Symptom(s) Questionnaire
Tell the Doctor about your symptoms:_________________________________________________________________________

____________________________________________________________________________________________________________

My pain/symptom(s)  are getting:     □  Better  □  Worse  □  About the same  □  Other _______________________________

Please mark on the diagram areas of pain/discomfort:

[image: image1.png]



Pain/Discomfort Scale:  (Please circle)                                      Least     0   1   2   3   4   5   6   7   8   9   10+    Worst
Assignment and Release 
Insurance Information
I understand and agree that health and accident insurance policies are an agreement between an insurance carrier and myself.  Furthermore, I understand that this office will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any amount authorized to be paid directly to this doctors office will be credited to my account upon receipt.  However, I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment.  I also understand that if I suspend or terminate my care and treatment, any fees or outstanding balances for services I have received will be immediately due and payable.

Patient's/Parent's/Guardian's Signature: _____________________________________________Date: ___________
Consent of Professional Services and Release of Information

I herby authorize and release the doctor and whomever he/she may designate as his/her assistants, to administer treatment, physical examination, x-ray studies, laboratory procedures, chiropractic care or any clinic services that he/she deems necessary in my case; I furthermore authorize him/her to disclose all or any part of my patient record to any person or corporation which is or may be liable under a contract to this office or to the patient or to a family member or employer of the patient for all or part of the clinic's charge, including, and not limited to hospital or medical service companies, insurance companies, worker's compensation carriers, welfare funds, or the patient's employer.

Patient's/Parent's/Guardian's Signature: _____________________________________________Date: ___________

Informed Consent to Chiropractic Treatment
The nature of chiropractic treatment: The doctor will use his/her hands or a mechanical device in order to move your joints. You may feel a "click" or "pop", such as the noise when a knuckle is "cracked", and you may feel movement of the joint. Various ancillary procedures, such as hot or cold packs, electric muscle stimulation, therapeutic ultrasound or dry hydrotherapy may also be used.

Possible Risks: As with any health care procedure, complications are possible following a chiropractic manipulation. Complications could include fractures of bone, muscular strain, ligamentous sprain, dislocations of joints, or injury to intervertebral discs, nerves or spinal cord. Cerebrovascular injury or stroke could occur upon severe injury to arteries of the neck. A minority of patients may notice stiffness or soreness after the first few days of treatment. The ancillary procedures could produce skin irritation, burns or minor complications.

Probability of risks occurring: The risks of complications due to chiropractic treatment have been described as "rare", about as often as complications are seen from the taking of a single aspirin tablet. The risk of cerebrovascular injury or stroke, has been estimated at one in one million to one in twenty million, and can be even further reduced by screening procedures. The probability of adverse reaction due to ancillary procedures is also considered "rare".

Other treatment options which could be considered may include the following:

· Over-the-counter analgesics. The risks of these medications include irritation to stomach, liver and kidneys, and other side effects in a significant number of cases.

· Medical care, typically anti-inflammatory drugs, tranquilizers, and analgesics. Risks of these drugs include a multitude of undesirable side effects and patient dependence in a significant number of cases.

· Hospitalization in conjunction with medical care adds risk of exposure to virulent communicable disease in a significant number of cases.

· Surgery in conjunction with medical care adds the risks of adverse reaction to anesthesia, as well as an extended convalescent period in a significant number of cases.

Risks of remaining untreated: Delay of treatment allows formation of adhesions, scar tissue and other degenerative changes. These changes can further reduce skeletal mobility, and induce chronic pain cycles. It is quite probable that delay of treatment will complicate the condition and make future rehabilitation more difficult.

Unusual risks: I have had the following unusual risks of my case explained to me.

I have read the explanation above of chiropractic treatment. I have had the opportunity to have any questions answered to my satisfaction. I have fully evaluated the risks and benefits of undergoing treatment. I have freely decided to undergo the recommended treatment and herby give my full consent to treatment.

PATIENT:

____________________________________         ________________________________________          _______________

Printed Name                                                        Signature                                                                         Date

 

WITNESS:

____________________________________         ________________________________________          _______________

Printed Name                                                        Signature                                                                         Date
                                              Notice of Privacy Practices                             Effective date:  08/01/08
As required by the privacy regulations created as a result of the Health Insurance Portability and Accountability Act of 1996 (HIPAA).
This notice describes how health information about you (as a patient of this practice) may be used and disclosed and how you can get access to your individually identifiable health information. Please review this notice carefully.
A. Our commitment to your privacy:
Our practice is dedicated to maintaining the privacy of your individually identifiable health information (also called protected health information, or PHI). In conducting our business, we will relate records regarding you and the treatment and services we provide to you. We are required by law to maintain the confidentiality of health information that identifies you. We also are required by law to provide you with this notice of our legal duties and the privacy practices that we maintain in our practice concerning your PHI. By federal and state law, we must follow the terms of the Notice of Privacy Practices that we have in effect at the time. We realize that these laws are complicated, but we must provide you with the following important information:                                                                                                                          • How we may use and disclose your PHI,
• Your privacy rights in your PHI,
• Our obligations concerning the use and disclosure of your PHI.                                                                                                                                                 The terms of this notice apply to all records containing your PHI that are created or retained by our practice. We reserve the right to revise or amend this Notice of Privacy Practices. Any revision or amendment to this notice will be effective for all of your records that our practice has created or maintained in the past, and for any of your records that we may create or maintain in the future. Our 35 practice will post a copy of our current Notice in our offices in a visible location at all times, and you may request a copy of our most current Notice at any time.                                                          B. If you have questions about this Notice, please contact:  Dr. Daniel Brown, 817-763-8301                                                                                           C. We may use and disclose your PHI in the following ways:
The following categories describe the different ways in which we may use and disclose your PHI.
1. Treatment. Our practice may use your PHI to treat you. For example, we may ask you to have laboratory tests (such as blood or urine tests), and we may use the results to help us reach a diagnosis. We might use your PHI in order to write a prescription for you, or we might disclose your PHI to a pharmacy when we order a prescription for you. Many of the people who work for our practice – including, but not limited to, our doctors and nurses – may use or disclose your PHI in order to treat you or to assist others in your treatment. Additionally, we may disclose your PHI to others who may assist in your care, such as your spouse, children or parents. Finally, we may also disclose your PHI to other health care providers for purposes 5 related to your treatment.
2. Payment. Our practice may use and disclose your PHI in order to bill and collect payment for the services and items you may receive from us. For example, we may contact your health insurer to certify that you are eligible for benefits (and for what range of benefits), and we may provide your insurer with details regarding your treatment to determine if your insurer will cover, or pay for, your treatment. We also 10 may use and disclose your PHI to obtain payment from third parties that may be responsible for such costs, such as family members. Also, we may use your PHI to bill you directly for services and items. We may disclose your PHI to other health care providers and entities to assist in their billing and collection efforts.
3. Health care operations. Our practice may use and disclose your PHI to operate our business. As examples of the ways in which we may use and disclose your information for our operations, our practice 15 may use your PHI to evaluate the quality of care you received from us, or to conduct cost-management and business planning activities for our practice. We may disclose your PHI to other health care providers and entities to assist in their health care operations.
4. Optional Appointment reminders. Our practice may use and disclose your PHI to contact you and remind you of an appointment.
5. Optional Treatment options. Our practice may use and disclose your PHI to inform you of potential treatment options or alternatives.
6. Optional Health-related benefits and services. Our practice may use and disclose your PHI to inform you of health-related benefits or services that may be of interest to you.
7. Optional Release of information to family/friends. Our practice may release your PHI to a friend or 25 family members that is involved in your care, or who assists in taking care of you. For example, a parent or guardian may ask that a baby sitter take their child to the pediatrician’s office for treatment of a cold. In this example, the baby sitter may have access to this child’s medical information.
8. Disclosures required by law. Our practice will use and disclose your PHI when we are required to do so by federal, state or local law.                                         D. Use and disclosure of your PHI in certain special circumstances:
The following categories describe unique scenarios in which we may use or disclose your identifiable health information:                                                                     1. Public health risks. Our practice may disclose your PHI to public health authorities that are authorized by law to collect information for the purpose of:                    • Maintaining vital records, such as births and deaths,
• Reporting child abuse or neglect,
• Preventing or controlling disease, injury or disability,
• Notifying a person regarding potential exposure to a communicable disease,
• Notifying a person regarding a potential risk for spreading or contracting a disease or condition,
• Reporting reactions to drugs or problems with products or devices,
• Notifying individuals if a product or device they may be using has been recalled,
• Notifying appropriate government agency(ies) and authority(ies) regarding the potential abuse or neglect of an adult patient (including domestic violence); however, we will only disclose this information if the patient agrees or we are required or authorized by law to disclose this information,
• Notifying your employer under limited circumstances related primarily to workplace injury or illness or medical surveillance.                                                               2. Health oversight activities. Our practice may disclose your PHI to a health oversight agency for activities authorized by law. Oversight activities can include, for example, investigations, inspections,
audits, surveys, licensure and disciplinary actions; civil, administrative and criminal procedures or actions;
or other activities necessary for the government to monitor government programs, compliance with civil rights laws and the health care system in general.
3. Lawsuits and similar proceedings. Our practice may use and disclose your PHI in response to a court or administrative order, if you are involved in a lawsuit or similar proceeding. We also may disclose your PHI in response to a discovery request, subpoena or other lawful process by another party involved in the dispute, but only if we have made an effort to inform you of the request or to obtain an order protecting the information the party has requested.
4. Law enforcement. We may release PHI if asked to do so by a law enforcement official:                                                                                                               • Regarding a crime victim in certain 5 situations, if we are unable to obtain the person’s agreement,
• Concerning a death we believe has resulted from criminal conduct,
• Regarding criminal conduct at our offices,
• In response to a warrant, summons, court order, subpoena or similar legal process,
• To identify/locate a suspect, material witness, fugitive or missing person,
• In an emergency, to report a crime (including the location or victim(s) of the crime, or the description, identity or location of the perpetrator).                                    5. Optional Deceased patients. Our practice may release PHI to a medical examiner or coroner to identify a deceased individual or to identify the cause of death. If necessary, we also may release information in order for funeral directors to perform their jobs.
6. Optional Organ and tissue donation. Our practice may release your PHI to organizations that handle organ, eye or tissue procurement or transplantation, including organ donation banks, as necessary to facilitate organ or tissue donation and transplantation if you are an organ donor.
7. Optional Research. Our practice may use and disclose your PHI for research purposes in certain limited circumstances. We will obtain your written authorization to use your PHI for research purposes except when an Internal Review Board or Privacy Board has determined that the waiver of your authorization satisfies all of the following conditions:                                                                                                                                                                                                                (A) The use or disclosure involves no more than a minimal risk to your privacy based on the following: (i) an adequate plan to protect the identifiers from improper use and disclosure; (ii) an adequate plan to destroy the identifiers at the earliest opportunity consistent with the research (unless there is a health or research justification for retaining the identifiers or such retention is otherwise required by law); and (iii) adequate written assurances that the PHI will not be re-used or disclosed to any other person or entity (except as required by law) for authorized oversight of the research study, or for other research for which the use or disclosure would otherwise be permitted;
(B) The research could not practicably be conducted without the waiver,
(C) The research could not practicably be conducted without access to and use of the PHI.                                                                                                               8. Serious threats to health or safety. Our practice may use and disclose your PHI when necessary to reduce or prevent a serious threat to your health and safety or the health and safety of another individual or the public. Under these circumstances, we will only make disclosures to a person or organization able to help prevent the threat.
9. Military. Our practice may disclose your PHI if you are a member of U.S. or foreign military forces (including veterans) and if required by the appropriate authorities.
10. National security. Our practice may disclose your PHI to federal officials for intelligence and national security activities authorized by law. We also may disclose your PHI to federal and national security activities authorized by law. We also may disclose your PHI to federal officials in order to protect the president, other officials or foreign heads of state, or to conduct investigations.
11. Inmates. Our practice may disclose your PHI to correctional institutions or law enforcement officials if you are an inmate or under the custody of a law enforcement official. Disclosure for these purposes would be necessary: (a) for the institution to provide health care services to you, (b) for the safety and security of the institution, and/or (c) to protect your health and safety or the health and safety of other individuals.
12. Workers’ compensation. Our practice may release your PHI for workers’ compensation and similar programs.                                                                          E. Your rights regarding your PHI:
You have the following rights regarding the PHI that we maintain about you:                                                                                                                                  1. Confidential communications. You have the right to request that our practice communicate with you about your health and related issues in a particular manner or at a certain location. For instance, you may ask that we contact you at home, rather than work. In order to request a type of confidential communication, you must make a written request to Dr. Brown @ 6040 Camp Bowie Blvd Ste 2, FTW, TX 76116 specifying the requested method of contact, or the location where you wish to be contacted. Our practice will accommodate reasonable requests. You do not need to give a reason for your request.
2. Requesting restrictions. You have the right to request a restriction in our use or disclosure of your PHI for treatment, payment or health care operations. Additionally, you have the right to request that we restrict our disclosure of your PHI to only certain individuals involved in your care or the payment for your care, such as family members and friends. We are not required to agree to your request; however, if we do agree, we are bound by our agreement except when otherwise required by law, in emergencies or when the information is necessary to treat you. In order to request a restriction in our use or disclosure of your PHI, you must make your request in writing to Dr. Brown @ 6040 Camp Bowie Blvd Ste 2, FTW, TX 76116. Your request must describe in a clear and concise fashion:                                   • The information you wish restricted,
• Whether you are requesting to limit our practice’s use, disclosure or both,
• To whom you want the limits to apply.                                                                                                                                                                                      3. Inspection and copies. You have the right to inspect and obtain a copy of the PHI that may be used to make decisions about you, including patient medical records and billing records, but not including psychotherapy notes. You must submit your request in writing to Dr. Brown, 6040 Camp Bowie Blvd. Ste 2, FTW 76116 in order to inspect and/or obtain a copy of your PHI. Our practice may charge a fee for the costs of copying, mailing, labor and supplies associated with your request. Our practice may deny your request to inspect and/or copy in certain limited circumstances; however, you may request a review of our 20 denial. Another licensed health care professional chosen by us will conduct reviews.
4. Amendment. You may ask us to amend your health information if you believe it is incorrect or incomplete, and you may request an amendment for as long as the information is kept by or for our practice. To request an amendment, your request must be made in writing and submitted to Dr. Brown @ 6040 Camp Bowie Blvd Ste 2, FTW, TX 76116. You must provide us with a reason that supports your request for amendment. Our practice will deny your request if you fail to submit your request (and the reason supporting your request) in writing. Also, we may deny your request if you ask us to amend information that is in our opinion: (a) accurate and complete; (b) not part of the PHI kept by or for the practice; (c) not part of the PHI which you would be permitted to inspect and copy; or (d) not created by our practice, unless the individual or entity that created the information is not available to amend the information.
5. Accounting of disclosures. All of our patients have the right to request an “accounting of disclosures.” An “accounting of disclosures” is a list of certain non-routine disclosures our practice has made of your PHI for purposes not related to treatment, payment or operations. Use of your PHI as part of the routine patient care in our practice is not required to be documented – for example, the doctor sharing information 35 with the nurse; or the billing department using your information to file your insurance claim. In order to obtain an accounting of disclosures, you must submit your request in writing to Dr. Brown @ 6040 Camp Bowie Blvd Ste 2, FTW, TX 76116.  All requests for an “accounting of disclosures” must state a time period, which may not be longer than six (6) years from the date of disclosure and may not include dates before April 14, 2003. The first list you request within a 12-month period is free of charge, but our practice may charge you for additional lists within the same 12-month period. Our practice will notify you of the costs involved with additional requests, and you may withdraw your request before you incur any costs.
6. Right to a paper copy of this notice. You are entitled to receive a paper copy of our notice of privacy practices. You may ask us to give you a copy of this notice at any time. To obtain a paper copy of this notice, contact Dr. Brown @817-763-8401.
7. Right to file a complaint. If you believe your privacy rights have been violated, you may file a complaint with our practice or with the Secretary of the Department of Health and Human Services. To file a complaint with our practice, contact Dr. Brown @817-763-8401. All complaints must be submitted in writing. You will not be penalized for filing a complaint.
8. Right to provide an authorization for other uses and disclosures. Our practice will obtain your written authorization for uses and disclosures that are not identified by this notice or permitted by applicable law. Any authorization you provide to us regarding the use and disclosure of your PHI may be revoked at any time in writing. After you revoke your authorization, we will no longer use or disclose your PHI for the reasons described in the authorization. Please note: we are required to retain records of your care.
I understand and agree to the following:  
* The privacy practices have been satisfactorily explained to me and I have received a copy of the Notice of Privacy Practices or had an opportunity to receive a copy 
* I understand the purpose of today’s visit 
* The doctor may use my confidential health information in the manner previously described
Patient's/Parent's/Guardian's Signature: __________________________________________________Date:________________
