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Patient Name Date

1. Describe your symptoms

a. When did your symptoms start?

b. How did your symptoms begin?

2. How often do you experience your symptoms? Indicate where you have pain or other symptoms
® Constantly (76-100% of the day)

@ Frequently (51-75% of the day) Cam { )
® Occasionally (26-50% of the day) Joi 2 3 ) .
@ Intermittently (0-25% of the day) ( \ (™ : )

3. What describes the nature of your symptoms? f J) w
® Sharp @ Shooting | [/
@ Dull ache ® Burning k N
® Numb ® Tingling w ! o A
4. How are your symptoms changing? / j | ) ' I_
® Getting Better ( | k f / \\ ) // '.
@ Not Changing ‘] Iu" H ] ¥ |
® Getting Worse C S bee) \o# &
5. During the past 4 weeks: None Unbearable
a. Indicate the average intensity of your symptoms © @ @ ® ® 6 6 0 ® ©
b. How much has pain interfered with your normal work (including both work outside the home, and housework)
@ Not at all @ Alittle bit ® Moderately @ Quite a bit ® Extremely

6. During the past 4 weeks how much of the time has your condition interfered with your social activities?
(like visiting with friends, relatives, etc)

® All of the time @ Most of the time  ® Some of the time @ Allittle of the time  ® None of the time

7. In general would you say your overall health right now is...

® Excellent @ Very Good ® Good @ Fair ® Poor
8. Who have you seen for your symptoms? ® No One ® Medical Doctor ~ ® Other
@ Chiropractor @ Physical Therapist
a. What treatment did you receive and when?
b. What tests have you had for your symptoms ® Xrays date: ® CT Scan  date:
and when were they performed?
@MRI date: @ Other date:
9. Have you had similar symptoms in the past? @ Yes @ No
a. If you have received treatment in the past for ® This Office ® Medical Doctor ® Other
the same or similar symptoms, who did you see? @ Chiropractor @ Physical Therapist
, , ® Professional/Executive @ Laborer @ Retired
10. What is your occupation?
s you Upatt @ White Collar/Secretarial ® Homemaker Other
® Tradesperson ® FT Student
a. If you are not retired, a homemaker, or a ® Full-time ® Self-employed ® Off work
student, what is your current work status? ® Part-time @ Unemployed ® Other

Patient Signature Date




Today’s Date: File #:

Patient Name:

LAST FIRST Mi
What You Prefer To Be Called: Q Male O Female
Birthdate: 1 / Age: SS#:
Mailing Address:
o
CITY STATE ZIP o
Home Phone #:
INSURANCE. INFO
Work Phone #: Ext:
Other Phone #s: .| Co. Name:
E-Mail Address: | Address:
Referred By:
CITy STATE ZIP
Employer: How Long?
Phone #:
Employer’s Address:
Insured’s SS#:
CITY STATE zip Group # (Plan, Local, or Policy #):
Occupation:
P Insured’s Name:
Status: Q Minor Q Single O Married 0 Divorced 1 Separated 1 Widowed | . .
Relation: Date of Birth: AN,
Spouse’s Name:
) n , Insured’s Employer:
Do you have children? [ Yes W No How many? Please inform front desk of 2nd. Insurance source.

REASON FOR VISIT

The reason for this visit is a result of (Please circle): work, sports, auto, trauma or chronic.

(Explain what happened ):

Please describe the pain & its location:

When did condition begin? / /
Is this condition getting worse? Yes 1 No [ Constant (1 Comes and goes

Is this condition interfering with your (Please Circle ): work, sleep, or daily routine.

If so, please explain:

Have you had this or similar conditions in the past? U Yes U No

If so, please explain:
Have you been treated by a Medical Physician for this condition? 1 Yes U No

If so, where?

Have you ever been treated by a Chiropractor before? QYes QNo

If so, whom? Phonet#:

thiee

I

PLEASE CONTINUE ON BACK



Who should we contact?

N CVENT oF EMERCENCY

r ,

Relation:

Home Phone #:

Who is your Medical Doctor?

Work Phone #:

Phone #:

HEALTU HisTorY

Are you taking any of the following medications?
[ Nerve pills [ Pain killers (including aspirin) [ Muscle relaxers [ Stimulants

(d Blood Thinners [ Tranquilizers [ Insulin [ Other(s)

Do you have or ever had any of the following diseases or conditions?
Y N Heart Attack / Stroke Y N Heart Surg./Pacemaker Y N Heart Murmur

Y N Congenital Heart Defect Y N Mitral Valve Prolapse Y N Atrtificial Valves
Y N Alcohol / Drug Abuse Y N Venereal Disease Y N Hepatitis

Y N HIV+/ Aids Y N Shingles Y N Cancer

Y N Frequent Neck Pain Y N Emphysema / Glaucoma Y N Anemia

Y N High/Low Blood Pressure Y N Psychiatric Problems Y N Rheumatic Fever
Y N Severe/Frequent Headaches Y N Kidney Problems Y N Ulcers / Colitis

Y N Fainting/Seizures/Epilepsy Y N Sinus Problems Y N Asthma
Y N Diabetes / Tuberculosis Y N Difficulty Breathing Y N Chemotherapy
Y N Lower Back Problems Y N Artificial Bones / Joints Y N Arthritis

Please list any other serious medical condition(s) you have or ever had:

Please list anything that you may be allergic to:

List previous surgeries/treatments with dates:

List any past serious accidents with dates:

Family Health History:

Do you: Take Supplements or Vitamins? (dYes (1 No / Exercise? dYes (1 No

Are you on a special diet: [ Yes [ No / Since: / /

Do you smoke? [ No 1 Yes / How Much? How Long?
Are you wearing: [ Heel Lifts 1 Sole lifts Q Inner soles 4 Arch supports

What is the age of your mattress? Is it comfortable? [ Yes [ No
For women: Are you taking Birth Control? 1 Yes O No

=

Are you Pregnant? [ No 1 Yes/How long?_____ Nursing? 1 Yes 1 No

"

| ACCOUNT INFo
Person ultimately responsible for account

Name:

Relation:
Billing Address:

CITY STATE ZIP
SSN:

D.L.#:

Work Phonet#:

Payment method: [ CASH [ Check

/
[ Credit Card - Enter card # above (if accepted)

| hereby authorize assignment of

Initials

dered. | fully understand | am solely respon-
sible for any balance not paid by my insur-
ance company (if offered at this office).

.

my insurance rights and benefits |
directly to the provider for services ren- |

e

L\

&

LC LeALTU oF OUR PLANCT.

understanding between provider and patient.

Signature

B We invite you to discuss with us any questions regarding our services. The best health services are based on a friendly, mutual |

B Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have been made with
the business manager. If account is not paid within 90 days of the date of service and no financial arrangements have been
made, you will be responsible for legal fees, collection agency fees, and any other expenses incurred in collecting your account.

B | authorize the staff to perform any necessary services needed during diagnosis and treatment. | also authorize the provider
and or managed care organization, to release any information required to process insurance claims.

B | understand the above information and guarantee this form was completed correctly to the best of my knowledge and
understand it is my responsibility to inform this office of any changes to the information | have provided.

Date [/

(J Adult Patient 0 Parent or Guardian 1 Spouse

PLEASE RECYCLE 50 THAT WE MAY PRE SCRVE:

First Impression Forms, Inc. 1-800-99FORMS FORM # 1MCA1.6 Copyright ©2001—’




Patient

BUTLER CHIROPRACTIC & ACUPUNCTURE, LTD.
RONDA L. BUTLER, D.C.
2536 N. Halsted Street

Chicago, IL 60614
773.529.6530

Social Security #

PATIENT CONSENT (HIPPA)

FOR USE AND/OR DISCLOSURE OF PROTECTED HEALTH INFORMATION TO CARRY
OUT TREATMENT, PAYMENT AND HEALTHCARE OPERATIONS

7.

8.

, hereby states that by signing this Consent, | acknowledge and agree as

follows:

The Practice’s Privacy Notice has been provided to me prior to my signing this Consent.

The Privacy Notice includes a complete description of the uses and/or disclosures of my
Protected Health Information (“PHI”) necessary for the Practice to provide treatment to me, and
also necessary for the Practice to obtain payment for that treatment and to carry out its health care
operations. The Practice explained to me that the Privacy Notice will be available to me in the
future at my request. The Practice has further explained my right to obtain a copy of the Privacy
Notice prior to signing this Consent, and has encouraged me to read the Privacy Notice carefully
prior to my signing this Consent.

The practice reserves the right to change its privacy practices that are described in its

Privacy Notice, in accordance with applicable law.

I understand that, and consent to, the following appointment reminders that will be used by the
Practice: a) a postcard mailed to me at the address provided by me; and b) telephoning my home
and leaving a message on my answering machine or with the individual answering the phone.
The Practice may use and/or disclose my PHI (which includes information about my health or
condition and the treatment provided to me) in order for the Practice to treat me and obtain
payment for that treatment, and as necessary for the Practice to conduct its specific health care
operations.

| understand that | have a right to request that the Practice restrict how my PHI is used

and/or disclosed to carry out treatment, payment and/or health care operations. However,

the Practice is not required to agree to any restrictions that | have requested. If the Practice agrees
to a requested restriction, then the restriction is binding on the Practice.

I understand that this Consent is valid for seven years. | further understand that | have the right to
revoke this consent in writing, at any time for all/future transactions, with the

understanding that any such revocation shall not apply to the extent that the Practice has

already taken action in reliance on this consent.

I understand that if | revoke this consent at any time, the Practice has the right to refuse to

treat me.

I understand that if I do not sign this Consent evidencing my consent to the uses and

disclosures described to me above and contained in the Privacy Notice, then the Practice will not

treat me.

| have read and understand the foregoing notice, and all of my questions have been answered to my full
satisfaction in a way that | can understand.

Signature Date

LATE CANCELLATION NOTICE

We ask that you give 12 hours notice when needing to cancel an appointment. Patients who miss two
appointments without 12-hours notice will be charged a $25 fee.

Signature Date



ASSIGNMENT OF BENEFITS

| hereby instruct and direct Insurance Company to pay by check
made out and mailed to:

Butler Chiropractic & Acupuncture, Ltd.
2536 N. Halsted Chicago, IL 60614

for the professional and/or medical expense benefits allowable, and otherwise payable to me under my
current insurance policy as payment toward the total charges for the professional services rendered. THIS
IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. This
payment will not exceed my indebtedness to the above-mentioned assignee, and | have agreed to pay, in a
current manner, any balance of said professional service charges over and above this insurance payment.

A photocopy of this Assignment shall be considered as effective and valid as the original.

I also authorize the release of any information pertinent to my case to any insurance company, adjuster or
attorney involved in this case. | authorize the provider to initiate a complaint to the Insurance
Commissioner for any reason on my behalf.

Signature of Policyholder Date

Informed Consent

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic
procedures, including various modes of physical therapy, and/or acupuncture treatment on me (or on the
patient named below, for whom I am legally responsible) by the Doctor of Chiropractic named above
and/or other licensed Doctors of Chiropractic who now, or in the future, work at the clinic or office listed
above or any other office or clinic.

I understand that I will have an opportunity to discuss with the Doctor of Chiropractic
named above 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. With acupuncture treatment, adverse reactions
can be minor bleeding, pain or soreness, nausea, infection, shock, convulsions and stuck
or bent needles. | have been advised that only sterilized needles will be used and that the
needles are properly disposed after each and every use. | do not expect the doctor to be
able to anticipate and explain all risks and complications, and | wish to rely upon the
doctor to exercise judgment 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.

I have read, or have had read to me, the above consent. | understand that I will have the
opportunity to ask questions about its content, and by signing below I agree to the above-
named procedures if indicated. | 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.

Patient Signature Date

Witness Signature Date
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