HARBOR CHIROPRACTIC
&
PHYSICAL THERAPY

PATIENT APPLICATION FORM

WELCOME and THANK YOU for applying as a patient in our clinic. We are a very
unigque team specializing in researched-based rehabilitation. These methods
have enabled our patients to achieve their optimal health; even when many
other systems have failed. Because of this specialized approach, we may not
accept you as a patient until we are absolutely certain we know the cause of
your condition, that we can perform the necessary tests to establish an optimal
rehab program for you, and are completely confident we can help you recover
your health. Please know if we do accept you as a patient , we will then make
specific recommendations based upon our understanding that your health will
become your TOP PRIORITY. Thank you again for applying as a patient in our
clinic.

Patient Name

Date Completed
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Patient Iﬁformation

Name:

Home Addressy

City, State, Zip:

Emaif Address:

{Age) Gender: M F
Horha Phone: {

Work Phone: {

}

)

Cell Phone: { }

Birth Date: ' / ' / M'

Social Security #: . - - Marital Status: & D W
* QOceupation: Employer Name:
Spo.use‘s Nam;a: Work Pht.me: { ) - CeltPhone: | )
Spouse’s Emplayer: Occupation:
How were you referred to this offica?
Purpose ForT hlS Visit
Reason for this visit: i ‘ :
Is this related to an accident or specific injury {othar than anto c;r wark-related)*? ..Q Yes O Mo [fyes, when: / /

*If your symploms are the result of ap outo accident or work-relatad infury, pleose ask the front-desk person for the coresponding application.

) v

Descrlbe'

Please use the General Symptams Chort an the next page to provida a detalled nntatton of your symptoms.

When dld these symptoms beg[n? / . l Arethey: O Constant O Intermittent O Actmty—related

- Are they getting worse? O Yes O No Da they Interfere with: CI.Work Q Sleep QO Hobbies 1 baily Routine

EJ-:pla_In:

What activitles aggravate your symptoms?

. lIsthere anything that refieves your symptorns? O Yes €] No  ifyes, explam'

Have you experfenced these symptoms before {if notac:tdent/lmury related)? 0 Yes O No

If yes, explain.

Have you been treated forthis? 0.Yes 03 No  When were you last lt.reatef.i? / /

Wha did you see?

What treatment was performed?

How did you respand?

* Experience with Chiropractic and Pﬁ\gsrc;a,l “Taer apys
'_Havé you seeni D-OCTGR [}efore? OYes O No  Who?

Reason for viski(s):

Did your previous' D(}u‘o ejtake hefore’ and ‘after’ x-rays? O Yes O No Whatwas the diagnasis? i
Did he or she recommend a specific course of reatment? O Yes O No  Did they recommend 2 Home Health Care program? 0 Yeg a No
How fong were you treated?

If yes, what? Last treatment: | / /

How-did you respond?
" Are you aware of any poor posture habits? 'O Yes 0O No ﬁre H(\e(e w\\) hgaﬁ-h Pmb ICWIS A \’ ouf—famglxi 7

If yes, explain:

PA-Cr041216
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GENERAL SYMPTOMS CHART

Please use the following notations on the figures below to Indicate the type and focation
of your symptoms, as it relates to the purpose of your visit today.

NUMBNESS

A = ACHE R .. G = STABBING .. N =
B = BURNING . " M. = SPASMS ) T = TINGLING - -
- P = PINS & NEEDLES F = STIFENESS - . . 0 = OTHER -

! by
FRONT ' ' . BACK

If you marked “0” for Other on-any part, please explain below:

| PALID41216
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- Health & Lifestyle

Do you exerclse? OYes QNo- Howoften? day(s) per week;

DW&IkEng O Running/logging O Welght Tralning O Cycling OVYoga (1 Pllates O Swimming Q Other:

Other:

What activities?
Do you smoke? OYes DONo  Howmuch? /How often?
Do you drink alcohof? O Yes EINo  How much? /How often?

Do yau drink coffee? -

OYes QONo Howmuch? /How often?

Do yau take any supplements {Le; vitamins, minerals, herbs)?

Ifyes, please Hist:

Health Conditions

. Your spine Is the foundation of health and core strength in your body.

ultimately causing weakness and distortian to ALL the areas of the spine. These distortions are reflected in abnormal posture. Research -
- shows abnormal posture.[eads to chronie pain, disease and possibly a shortened fife span.! Please answer the following questions -

accurately so we may determine the full extent of your condition.

"CERVICAL SPINE (NECK) " - -
Misallgnment of the Individual vertebrae or distortion of the complete ce
from postural distortions In other areas of the spine may result in many b
symptams presently or in the past? ‘

' Please indicate {N}= Now, (P} = Past next to all canditions you've experfenced or both if applicable..

. NeckPain .___Hendaches

. Pain In shoulders/arms/hands __Dizziness’
. Numi:ne‘ss/tingllng in arms/hands
" Hearlng disturbances ©

W’eékness ingrlp

. Visual disturbances
" Coldnessinhands - .

- Thyroid canditions

shifts In the vertebrae or sections of the spine will spread

rvical curve (neck) originating In the neck or a compensation
ealth conditions. Have you experlenced any of these

_— Sinusitis

N Alferglés/ Hay fever
____ Recument coldlelu'l‘ ’
o La@ Enargy/Fatigue

' ___TM/Pain/Clicking

Plesse explaini

THORACIC SPINE (UPPER BACK) | |
Misallgriment of the individual vertebrae or distortion of the upper tho

of these symptoms presently-or In the past?
Please indicate (N} = Now, {P) = Past next to- all

. Heart Palpitations

Heart Murmurs Asthma/Wheezlhg
. Tachycardia Shortness Of Breath
. Heart Attacks/Angina Paln On Deep Inspiration/Explration

racic curve {upper back) originating In the upper back ora
compensation from postural distortions in other areas of tha spine rnay result in many health canditions. Have you experienced any

conditions you've experienced or both if applicable. -

Recurrent Lung Infections/Bronchitls

‘Please explaiﬁ: P

"4, pasturnl and Degenersative Kyphosls: Freeman J7, posture In the Aging and Aged body. JAMA 1957, Oct 13 B43-848,

@ Elite Coaching, LLC. All rights reserved,
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Health'_Conditions continued...

THORACIC SPINE (MID BACK) . .
‘Misalignment of the individual vertebrae or distortion of the mid thoracic curve {mid back) originating In mid back or a compensation

from postural distortions In other areas of the spiie may result in many health conditions. Have you experlenced any of these
-symptoms presently or in the past? . :

Please Indicate (N} = Now, {P) = Past next te all conditions you've experienced or both if appfir:abie.'

Mid Back Pain - - " Mauséa . Disbetes
Pain in Ribs/Chest 7 : o Ulcers/Gastritis v Hypoglycemia[Hype%gEycemla
[ndlgestion/Heartburn - Reflux '

Tired/trritable after eating or when not having eaten for a while

Please explaint

LUMBAR SPINE (LOWBACK) -~ --- - - . T .
Misalignment of the individual vertebrae or distortion of the lumbar curve {low back} orlginating In the jow back or a compensation
from postural distortions In other areas of the spine may result In many health conditions, Have you experienced any of these
symptoms presently or in the past? - ' ' '

Please indicate (N} = Now, (P} = Pust next to all conditions you've experienced or 'bot_hvij' applicable.

__.Paln In-hips]légs/feetl' : S '__WgaknESS/injqriesln hipsfkneesfankles - o Llowback ;)aln '
_ _-_ﬂumbn,ess/tinélirig In legs/feet . _;_Re"cufrentbladd_er‘infections S e Coldniess in Iegs/feetl ‘
: _mFrequént/qiifﬁcultvufi'natir'wg' T ;.__M_Uscle“-'ﬁmpﬂnlegs)’feet' - - -;__'.._Saxuaidvsmncﬂon
_BCohs.tlpaticn/DIarrheaiA_ T _ L 'Meﬁstruél. Ircegularities/cramplirig {females) » :

Please explain!

'OTHER .

Please list any he_aith:cqﬁc'lltions not mentioher_:[:

Please Hst any madications {include name, dose,.fbr what condition, and how long you've been taking it): A i

Please list any surgeries (include type of surgéry and date It was performed}):

)

© Elite Coaching, LLC. All fights reserved. I ‘ ‘ © PACI041216
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Family Health History

Have any of your family members ever been diagnosed with the following {please indicate “Y* for You, and “0” for Other than you, or both if
" applicable}.

____ Diabates -~ __ \Varicose Velns R Neuroioglﬁi Probiems ____lung Disease
__--Rheumatic fever . Cireulatory Problems : . Stroke ... - Heart Murimur
____High Blood Pressure _‘ . _..__HeartDisease - ._Cénr-:_er - | J _Os‘teopoi'osis
___ Kidney Diseass . " Paralysis o o ___ Migraine Headaches : ___ Arthritis
__ lver Disease — MetalImplants . . . _Infectious Disease ____ GallBladder .
____Braken bones/fractures ____Appendectory : _,__fo nslliectorny .~ __ Hemia -
. Pneumonta/Bronchitis ___ Polio o _ " Tuberculosts o ___ Anemia
___Whoaplng Cough __Chicken Pox/Shingles’ © . Mumps . _ Measles
- Thyrold Problems - — SmallPox D Influenza | © - Pleurlsy .
_ - Blood Sugar Problems . Epilepsy/Seizures "+ " . EcemafPsoriasls ___ Lumbago
__'.Other:" : o - . - :
Pregnancy Relense - o e S .

This Is to certify that to the best of my knowledge | am not pregnant and the above doctor and hls/her assoclates have my permission
"ta perform an %-ray evaluation, | have been advised that x—ray can be hazardolis to an unhotn chl[d

Date oflastmenstrualcyc!e' o AR |

'Pahaﬂts‘Slgnat_ure S : ‘ — — e’ Date " /

: Authorlzatlon of Care

" | autharize and agree to allow the doctor and/or hls/har desrgnated staff to take ¥-rays and wark with my Splne or the spine of the :
charge | répresent through the use of spinal adjustments and rehabllitatrve exercises for the sole purpose of postural and structural
: restoratmn of normai blo- mechanrcai and neuro!og!cal funchon. . :

0 understand that f arn responsib!e for aH fees lncurred forthe services prowded and agree to ensure full payment of all charges.

: The Doctor and/or hls/her staff will not be he|d responslble for any heaEth condmons or d(agnoses which are pre—existmg, glven by :
another healthcare practitioner, or are not re%ated to the spinal structurai condmons dlagnosed at this clinlc,

talso cleariy understand that If | donot follow the doctors and/or staff’s specrﬁc recommendations at this clinlc that | will not recewe‘
© ..the full bénefit from these programs, and that if terrninate my care prematurely that all fees Incurred will ba due and payable at that
‘time, . . -

'.Patient’sSign'ature : - . . . . . pate .- -/ /
. patient’s Name Printed ‘ ' o ' '

L 1f patientisa !egal charge of Ilmlted capadty requiring guardiansh{p for treatment, please complete the followmg

Date Guardianship Awarded : L ' County,Stateof Guardianship - - .- - .o

i hereby authonze the doctor to adm!nlster care as deemed necasary to my charge as appomted to by the courts

_ Guardlan Slgnature e - : - . K Date . 4y
I.u Caso of Ermergency

- Name S - ' __ Relationship

Work Phane ¢t
Home Fhohe { ' |
~CeltPhone” ~ )

© Ehite Coaching, LLC, All rights reserved. - : . : . . : ' PA-CrO41246
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| hereby request and consent to the performance of chiropractic adjustments and other
chiropractic procedures, including various modes of physical therapy, massage therapy,
physiotherapy and diagnostic X-rays and diagnostic testing, on me (or on the patient names
below, for whom | am legally responsible) by the Doctor named below and/or other licensed
Doctors who now or in the future work at the clinic or office listed below or any other office or
clinic.

| have had an opportunity to discuss with the Doctor named below and/or with other office or
clinic personnel the nature and purpose of chiropractic adjustments and other procedures. |
understand that results are not guaranteed.

I understand and am informed that, as in the practice of medicine, in the practice of chiropractic
there are some risks to treatment, including but not limited to fractures, disc injuries, strokes,
dislocations and sprains. | do not expect the doctor to be able to anticipate and explain all risks
and complications, and I wish to rely upon the doctor to exercise judgement during the course of
the procedure which the doctor feels at the time, based upon the facts then known to him or her,
is in my best interest.

| have read, or have had read to me, the above consent. | have also has an opportunity to ask
questions about its content, and by signing below I agree to the above-names procedures. | intend
this consent form to cover the entire course of treatment for my present condition and for any
future condition(s) for which I seek treatment.

Provider Signature Date / /
Patient Signature Date / /
Witness Signature Date / /
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. Insurance

We may accept assignment of insurance benefits, By signing this policy, you agree te assign your insurance benefits to this clinic. In
cases where benefits are not assignable or in any case where your benefit Is processed directly to you regardless of assignment, you
agree to submit any payments received along with the explanation of benefits to this clinic within 10 days of receipt unless you have
paid for the services represented by said payment in full at the time of service. In no case will an asmgnment alleviate you of ynur a
obllganon for payment of services received, ‘ .

- Your Insurance plan is a contract between you and your insurance company.. This clinic is not a party to that contract and therefore
" cannot modify the terms of that contract. Payment for treatment you recelve from this elinic Is your responsibility whether your

insurance company pays or not. We cannet bill your insurance company unless you provide us with the necessary billing Information,
asslgn your benefits to this clinic and agree to permit us to release the necessary medical Information required to secure payment. In -
the event we do accept assignment of benefits we reqiire that you provide a credit card with authorlzation to bill that account any
balance or make other payment arrangements, We will make every effort to ensure that your Insurance carriar properly procésses your .
services for payment, In same circumstances we may require your assistance. If your insurance company has not paid your account in
full withln 60 days and you refuse to asslst us (n dealing with your carrier, the baEance will be automatically be transferred toyour credit.
card or the extended payment plan.

DECLARAT ION : : ‘

| clearly understand that all insurance coverage, whether accident wark related, or general coverage is an arrangement bet\Meen my
Ihsurance carrler and myself. if this office chooses to blfl any services to my insurance carrier that they are performing these services
"are strietly as a cohwenlence ta me. The doctar’s office will provide any necessary reports or required information to ald In insurance
reimbursement of services, but 1 understand that Insurance carriers may deny my claims and that [ am ultimately responsible for any
_unpald balances. Any ronies received will be credrted to oy account, -

N understand thera could be soma serv[ces that my Insurance company does not cover, lf this Is the case are you willlng to pay for thae
. servlces? QYes Qo - S . :

Patlent"s sighature - : e _ o Pate’ g
- Signature of Person Authorizing Care (lf dlfferent from patient) ' o ‘

Date AR

- Reiatlonshipto Insured - L S ___ Date of Birth _ : - /- S
o Employer S— R, ‘ : ' SO : L
'Prlmary Insurance Campany - S _l — i — Pp_llicy#
,'AddressPhone#( | A ‘ L _ a
" Insured’s Name - i R : ' Insured's Sor:iai,security#:_ : - -
 Secondary Insurance Cnmpan\r e — - ‘ Policy#t
' ‘Address Phune#( S N . , ~ '
.:_:InsuredsName S RR — s : __ Insured’s Sociélf_»ecuﬁty#: - .
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