Live Oak Chiropractic Health Profile

[bookmark: _Hlk54170830]Name: __________________________________________            		     Today’s Date: ____/____/____ 
Age ____ Male____ Female____     Date of Birth ___/___/___    	              Active-Duty Military YES/NO                  SSN # ______________________   
Address: ________________________________City: ______________ State______ Zip___________
Email: ________________________________ Phone: Home _______________ Cell ______________
May we include you in our weekly wellness text messages: Yes No (you can stop anytime)
Occupation: __________________________ Employer: ________________________________
[image: A picture containing icon

Description automatically generated]Single / Married / Divorced / Widowed        Spouse’s name: _____________________________
Number of Children: ___ Names, Ages & Gender __________________________________________
__________________________________________________________________________________
Are you currently pregnant?    YES/NO      How many weeks? _______     OBYN _______________________
Who may we thank for referring you? ___________________________________________________
LIST YOUR HEALTH CONCERNS BELOW
	Health Concerns:
(List according to severity)
	Severity on scale of 1-10
	When did episode begin?
	If you had the condition before, when?
	Did the problem begin with an injury?
	Are symptoms constant or intermittent

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


HAVE YOU EVER SEEN OTHER DOCTORS FOR THESE CONDITIONS?  YES / NO
CHIROPRACTOR? _____    MEDICAL DOCTOR? _____   OTHER? ______
WHO AND WHEN? ____________________________________________________________________________
CIRCLE ANY PROBLEMS YOU HAVE HAD:
DIZZINESS	   MIGRAINES		MENSTRUAL DISORDERS	     NUMBNESS IN LEGS    LUPUS       
HEADACHES	   ANXIETY		HEART DISORDERS	     NUMBNESS IN FEET    FIBROMYALGIA
VERTIGO	   THROAT ISSUES	STOMACH DISORDERS	     LOW BACK PAIN          CHEST PAIN
EAR INFECTIONS   THYROID PROBLEMS	KIDNEY PROBLEMS   	     HIP PAIN   LEG PAIN    ARM PAIN
NAUSEA	   ASTHMA		BLADDER PROBLEMS            SHOULDER PAIN	ADD/ADHD     
TMJ		   ULCERS		IRRITABLE BOWEL	     LIVER DISEASE	KNEE PAIN
NECK PAIN	   NUMBNESS IN HANDS	DISC PROBLEMS                      CHRONIC FATIGUE      NERVOUSNESS
EPILEPSY                 DISC PROBLEM	INFERTILITY	                     GASTRIC REFLUX         MID BACK PAIN 
CHRONIC SINUS     OTHER: _____________________________________________________________________________
CIRCLE ANY CONDITION YOU HAVE NOW/HAVE HAD:
STROKE       CANCER       HEART DISEASE       SEIZURES       SPINAL BONE FRACURE     SCOLIOSIS      DIABETES

LIST ALL SURGICAL OPERATIONS AND YEARS:  ______________________________________________________________________________________
______________________________________________________________________________________
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Description automatically generated]LIST ALL OVER THE COUNTER & PRESCRIPTION MEDICATIONS YOU ARE ON:
______________________________________________________________________________________
______________________________________________________________________________________

WHEN WAS YOUR MOST RECENT AUTO ACCIDENT? _____________________________________________________________________________________
HAVE YOU HAD PREVIOUS CHIROPRACTIC CARE?     YES / NO
IF YOU HAVE, WHO DID YOU SEE AND WHEN? _____________________________________________________________________________________
HAVE YOU EVER BEEN KNOCKED UNCONCIOUS OR SUFFERED A CONCUSSION?       YES / NO
FRACTURED A BONE?      YES / NO
IF YES, PLEASE DESCRIBE: _____________________________________________________________________________________
OTHER TRAUMA OR HOSPITALIZATIONS: _____________________________________________________________________________________

DO YOU VIEW YOUR HEALTH AS AN INVESTMENT OR AN EXPENSE? ___________________
HOW COMMITTED ARE YOU TO LIVING A HEALTHIER LIFE ON A SCALE OF 1-10 WITH 10 BEING THE HEALTHIEST LIFE POSSIBLE? _____________
HOW WOULD YOUR LIFE CHANGE IF YOU DIDN’T HAVE THE HEATLH CONDITIONS YOU INDICATED ON THIS FROM? __________________________________________________________



CHIROPRACTIC INFORMED CONSENT
You have the right, as a patient, to be informed about the condition of your health and the recommended care and treatment to be provided so that you may make the decision whether or not to undergo chiropractic care after being advised of the known benefits, risks and alternatives.

CHIROPRACTIC
Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the spine) and function (primarily the nervous system) as that relationship may affect the restoration and preservation of health. Health is a state of optimal physical, mental and social well-being, not merely the absence of disease or infirmity.  Chiropractic healthcare seeks to restore health through a natural means without the use of drugs or surgery.  This gives the body maximum opportunity to utilize its inherent healing powers.

ANALYSIS
A Doctor of Chiropractic conducts a clinical analysis for the express purpose of determining whether there is evidence of Vertebral Subluxation. A subluxation occurs when one or more of the 24 vertebrae in the spinal column become misaligned and/or do not move properly. This causes alteration of nerve function and interference to the nervous system. This may result in pain and dysfunction or may be entirely asymptomatic. Subluxations are corrected and/or reduced by an adjustment. An adjustment is the specific application of forces to correct and/or reduce vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the spine. Adjustments are usually done by hand but may be performed by handheld instruments. In addition, ancillary procedures such as physiotherapy and/or rehabilitative procedures may be included.

DIAGNOSIS
The success of the Chiropractic Doctor’s procedures often depends on environment, underlying causes, physical and spinal conditions.  Due to the complexities of nature, no doctor can promise you specific results.  This depends on your body’s healing mechanism. If during the course of care we encounter non-chiropractic or unusual findings, we will advise you of those findings and recommend that you seek the services of another health care provider.

BENEFITS AND RISKS
Chiropractic treatment, including spinal adjustment, has been the subject of government reports and multi-disciplinary studies conducted over many years and has been demonstrated to be a highly effective treatment for spinal pain, headaches and other similar symptoms. Chiropractic care contributes to your overall well-being. The risk of injuries or complications from chiropractic treatment is substantially lower than that associated with many medical or other treatments, medications, and procedures given for the same symptoms.

All questions regarding the doctor’s objective pertaining to my care in this office have been answered to my complete satisfaction. The benefits, risks and alternatives of chiropractic care have been explained to me to my satisfaction. I have read and fully understand the above statements above. I consent to the chiropractic treatments offered or recommended to me by my chiropractor, including spinal adjustment. I intend this consent to apply to all my present and future chiropractic care.

______________________________   __________________________________   _______________
                         Print Name                                       Signature                                                     Date

Consent to evaluate and adjust a minor child:

I, _________________________ ,being the parent or legal guardian of ______________________________ have read and fully understand the above Informed Consent and hereby grant permission for my child to receive chiropractic care.

______________________________   __________________________________   _______________
                         Print Name                                       Signature                                                     Date




Consent for Use or Disclosure of Protected Health Information for Payment, Treatment and Healthcare Operations
By signing below, you hereby consent for Live Oak Chiropractic to use or disclose information about you (or person for whom you have the authority to sign) that is protected under federal law, for the sole purpose of treatment, payment and health care operations to: INSURANCE COMPANY, ATTORNEY, OR ADJUSTER for the purpose of determining eligibility, available benefits and obtaining payment for services provided. 
________________________________________________________________________________________________________________________
AUTHORIZATION TO RELEASE MEDICAL/FINANCIAL INFORMATION (VERBAL AND COPIES) 
In accordance with federal government privacy rules implemented through the Health Insurance Portability and Accountability Act of 1996, in order for the doctors or staff of Colleton Chiropractic to give copies of and/or discuss your condition/exam/procedures/x-rays or finances with members of your family or other individuals, we must obtain your authorization prior to doing so. In the event of a critical episode or if you are unable to give your authorization due to the severity of your medical condition, the law stipulates that these rules may be waived.
I authorize Live Oak Chiropractic to release any and all information (including verbal information, copies of x-rays and medical paperwork, and/or financial information) concerning to the following individuals:
________________________	________________________	________________________	________________________
Name (please print)			 Relationship 			Name (please print)			 Relationship 	

_____ I DO NOT authorize Live Oak Chiropractic to release any information concerning my care to any individual.		 
________________________________________________________________________________________________________________________
____ I authorize Live Oak Chiropractic to leave a message at the numbers listed in my patient information regarding appointment times.
____ I authorize Live Oak Chiropractic to send correspondence to me at the address listed in my patient information.
____ I understand that I need not supply address or phone numbers provided I do not wish to be contacted.  In such case, I agree to pay for all charges incurred at the time of service.  
_____ I hereby give my permission to publish my name and picture(s) in whole or part in any of the publications of Live Oak Chiropractic.
____ I understand that I can refuse for my picture to be on file with the office if I do not wish for my picture to be published by Live Oak Chiropractic.
____ I choose to decline receipt of my clinical summary after every visit (These summaries are often blank as a result of the nature and frequency of chiropractic care.  If you would like a copy of this, please initial here _____. 
By signing below, I have read and understand this form and acknowledge receipt of the Notice of Privacy Practices.  My signature represents agreement with these practices.
_______________________________________________________________		______________________
Patient/Legal Guardian Signature							    Date
You have the right to revoke this authorization in writing at any time.  However, your written request is not effective to the extent that we have already provided services or taken actions based on your prior authorization.  Revocation is not effective until it is received by the privacy official.  If I refuse to sign this authorization, Live Oak Chiropractic will not refuse treatment, however, it will not be possible for Live Oak Chiropractic to file third party billing on my behalf and I will be responsible for payment at the time services are provided to me and scheduling my own appointments.  Any collection activity as permitted by law is not waived by refusal to sign the authorization.  


OFFICE POLICIES
MISSED APPOINTMENTS:
1. We strive to deliver the highest care possible to our patients.  To meet this goal, we reserve appointment times for each patient and try to keep our patients from waiting.  An appointment is a mutual agreement that we will be here to serve you and that you will be present for the appointment.  It is important to be present for your scheduled appointments so that the doctor can treat you according to his/her prescribed plan. If you are unable to keep your appointment for any reason, we request that you call us immediately to reschedule.  Please be aware that there may be a $25 broken appointment fee charged to your account for any scheduled appointments missed or not cancelled within 24 hours. 

2. We attempt to honor all appointments at the scheduled time.  If you are late, you may have to wait until the next available appointment.

3. Should more than a 6-month period elapse between office visits, a re-evaluation is necessary prior to reinstating treatment.

FINANCIAL:
4. Payment is due at the time of service unless a prior arrangement has been made. Patients with an outstanding balance 60 days or more overdue will be charged a 1.5% late fee (18% annually) on their balance each month and must make arrangements for payment prior to scheduling appointments.  Any balance over 90 days will be forwarded to a collection agency.  If the patient is referred to another specialist or discontinues care for any reason other than discharge by the doctor, the bill is due and payable in full immediately, regardless of any previous arrangements or discounts.

INSURANCE:
5. Many insurance companies cover our care; however, we do not accept assignment for Major Medical, Medicare, or Personal Injury. Please give us your insurance cards and we will happily submit your claims to your primary insurance company one time as a courtesy to you.

6. Your first visit will not be submitted to insurance if you are using a promotional gift to assist in the cost.

7. We do not submit claims for secondary insurance companies.  We will provide you with a super bill that lists all the codes, charges, and numbers required for billing that you can send to your secondary insurance once the primary has paid you.

I have read and understand the Office Policies. I agree to assign insurance benefits to Colleton Chiropractic whenever necessary. I also agree that if it becomes necessary to forward my account to a collection agency, in addition to the amount owed, I also will be responsible for the fee charged by the collection agency for costs of collections.
If you have any questions concerning this or any other matter, please speak with the receptionist prior to seeing the doctor.

Acknowledgment – Notice of Privacy Practices (on back)
I hereby acknowledge receipt of Colleton Chiropractic’s Notice of Privacy Practices. The Notice of Privacy Practices provides detailed information about how the practice may use and disclose my confidential health information. I understand that Colleton Chiropractic has reserved the right to change its privacy practices that are described in the Notice. I also understand that a copy of any Revised Notice will be provided or made available to me.

Signature ___________________________________________________Date _____________





NOTICE OF OUR PRIVACY PRACTICES
This notice describes how health information about you may be used and disclosed, as required  the Health Insurance Portability and Accountability Act of 1996 (HIPAA)
PLEASE REVIEW THIS NOTICE CAREFULLY 
We are required by law to abide by the terms of this Notice and to provide you with a copy of this notice.  We may change the terms of our notice at any time.  The new notice will be effective for all protected information that we maintain at that time.  
The following categories describe the different ways in which we may use and disclose your information:
1. Treatment:  We will use and disclose your information to provide, coordinate or manage your chiropractic care and any related services.  Any of the people who work for our practice – including, but not limited to,  our staff and any provider we refer you to – may use or disclose your information in order to treat you, or to assist others in your treatment. 

2. Payment. Our practice may use and disclose your information 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 and health status to determine if your insurer will cover, or pay for, your treatment. We also may use and disclose your information to obtain payment from third parties that may be responsible for such costs, such as family members or insurance companies. Also, we may use your information to bill you directly for services and items.

3. Health Care Operations. Our practice may use and disclose your information to operate our business. These activities include, but are not limited to: quality assessment activities, employee review activities, training of staff/students, substitute or observing chiropractors and marketing.  

In addition, we may use a sign in sheet at the registration desk.  We may also call you by name in the waiting or adjusting room.  Your name or picture may be used in our office on bulletin boards, in newsletters, or on our website or social marketing sites unless you have specifically requested for us not to do so. 
4. Appointment Reminders. Our practice may use and disclose your information to contact you or a family member who answers the phone (or to leave a recorded message) to remind you of an upcoming appointment.  We may mail appointment reminders, announcements or greeting cards to your home.

5. Treatment Options. Our practice may use and disclose your information to inform you of potential treatment options or alternatives.

6. Release of Information to Family/Friends. Our practice may release your information to a friend or family member that is involved in your care, or who assists in taking care of you. For example, a parent or guardian may ask that a babysitter take their child to our office for care. In this example, the babysitter may have access to this child’s medical information.

7. Disclosures Required by Law. Our practice will use and disclose your information when we are required to do so by federal, state, or local law.  We may disclose your information to public health authorities authorized by law to collect information for the purpose of public health risks, lawsuits, etc.
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