Active Edge Chiropracic and Rehab

Notice of Privacy Practices Acknowledgement & Authorization

| understand that under the Health Insurance Portability and Accountability Act (HIPAA), | have certain rights to privacy
regarding my protected health information. | acknowledge that | have received or have been given the opportunity to
receive a copy of Active Edge Chiropractic and Rehab Notice of Privacy Practices (NPP). | also understand that this
practice has the right to change its Notice of Privacy Practices and that | may contact the practice at any time to obtain a
current copy of the Notice of Privacy Practices.

Patient Name (print) Patient’s Date of Birth

Patient Signature Date

If signed by a personal representative or legal guardian:

Name of Personal Representative:

(Print) Date

Signature of Personal Representative:

Relationship to Patient: Drivers License Number: State

Signing the NPP Acknowledgement does not mean that you have agreed to any special uses or disclosures (sharing) of your health
records. Refusing to sign the acknowledgement does not prevent a provider or plan from using or disclosing health information as
HIPAA permits. If you refuse to sign the acknowledgement, the provider must keep a record of this fact.

Office Use Only

We have made the following attempt to obtain the patient’s signature acknowledging receipt of the Notice
of Privacy Practices:

Attempt 1: Date Staff:
Attempt 2: Date Staff:
www.kmecuniversity.com (855) 832-6562 ©2017 KMC University All Rights Reserved

1



PHI Use and Disclosure Authorization

PHI Use and Disclosure Authorization
If you wish to have your medical or billing information released to family members you must fill out the information and sign below.
| hereby authorize Active Edge Chiropractic and Rehab disclosure of my individually identifiable health information to
the individuals listed:

1. Name Relationship to Patient

Authorization to:

Disclose treatment plans and test results

Billing information including statement balances
Past and future Appointments

Receive phone messages and/or email regarding appointments or test results
Other
Name Relationship to Patient

NOODOOD

Authorization to:

O Disclose treatment plans and test results

Q Billing information including statement balances

QO Past and Future Appointments

O Receive Phone Messages or email regarding appointments or test results
Other

O

We have permission to (please check all that apply):

O Leave messages on home phone or with household members
O Leave messages on work phone

QO Leave messages on cell phone

O Confirm appointments by phone or text

This authorization is effective through (check one):

Q A

O NO EXPIRATION unless revoked or terminated by the patient or the patient’s personal representative

| understand that | may revoke this authorization to disclose information at any time by notifying Active Edge
Chiropractic and Rehab in writing (Termination of Disclosure Form provided on request). If | choose to do so, | am aware
that my revocation will not affect any actions taken by Active Edge Chiropractic and Rehab until the termination request
is received in writing and processed.

Authorization to Disclose:

Patient Name (print) Patient’s Date of Birth

Patient Signature Date

Signature of Personal Representative Date

Relationship to Patient: Drivers License Number: State

www.kmcuniversity.com (855) 832-6562 ©2017 KMC University All Rights Reserved
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CQNF|DENT|A|_ 'Active Edge Chiropractic/Rehab
1024 Maine Street
HEALTH INFORMATION Guincy, il s2503
 Please aflow our staf to photocopy your driver's license and insurance details. activ Mgeﬁmﬁ
All information you supply is confidential. We comply with all federal privacy standards. website: aechiro.com
Please print clearly.
Today’s Date (MM/DD/YYYY) Have you consulted a chiropractor before? Patient Number (otico uso onty)
ONo Oes
Whom may we thank for referring you? When? If so, whom?
Gender Race Ethnicity
Age OMale O Female O American Indian - O Alaskan Native O Asian O Black or African American O Hispanic or Latino
O Native Hawailan O Other Pacific Islander O Other O White O Not Hispanic or Latino
Birth Date (MM/DD/YYYY) O Decline to answer O Decling to specify
Smoking Status (age 13 and over)
Your Last Name Your Social Security Number O Never A Smoker O Former Smioker
O Current Every Day Smoker O Current Some Day Smoker
Your First Name Your Middle Name (or Initial) O Heavy Smoker - O Light Smoker
Address Marital Status O Married
Osingle O Divorced
City State/Province ZIP/Postal Code OWidowed O Separated  proferred Language
Home Phone Cell Phone Spouse’s Name
Email Address Child’s Name and Age
Emergency Contact Emergency Contact’s Phone Child’s Name and Age
Your Occupation Child’s Name and Age (@)
(@)
Your Employer Work Phone 'Iz1
O
Address May we contact yoo at work? m
OYes ONo §
City State/Province ZIP/Postal Code Preferred method of contact?
OHome Phone O Cell Phone F
Primary Care Provider's Name OWork Phore - O Emal L
lnsurance'carrler Policy Number E
XL
Insured’s Last Name Birth Date (MM/DD/YYYY) Who carries this policy? E
Oself OSpouse O Parent 3
Insured’s First Name Insured’s Middle Name (or Initial) o
Insured’s Employer g
(o]
Address P4
PAGE
City State/Province ZiP/Postal Code Employer's Phone — 1/4
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Please describe your Primary Complaint in the space below. Use the Secondary and Additional Complaint boxes if they apply.

Primary Complaint
The primary symptom that prompted me to seek care
today is:

Secondary Complalnt
The secondary symptom that prompted me to seek care
today is:

Additional Complaint
The additional symptom that prompted me to seek care
today is:

And are the result of (darken circle):
O An accident or injury
OWork O Auto O Cther

And are the result of (darken circle):
O An accident or injury
OWork O Auto O Other

And are the result of (darken circle):
O An accident o injury
OWerk O Auto O Other

O A worsening long-term problem
OAninterestin: O Wellness O Other

O Aworsening long-term problem
O Aninterest in: O Wellness O Other

O Aworsening long-term problem
O Aninterestin: O Wellness O Cther

Onset (When did you first notice your current
symptoms?)

Prior intervertions (What have you done to refieve
the symptoms?)

O Prescription medication O Acupunciure

O Overthecounerdrugs O Chiropractic

QO Homeopatiic remedies O Massage

O Physical therapy Ole
O Surgary O teat
O Other

Onset (When did you first notice your current
symploms?)

Prior interventions (What have you done to refieve

the symptoms?)

O Prescripion medication O Acupunchure
O Over-the-counterdugs O Chiropractic
O Homeopathicremedies O Massage

O Physical terapy Olee

O Surgary OHeat
O Cher

Onset (When did you first notice your current
symptoms?)

Prior interventions (What have you done to relieve
the symptoms?)

O Prestription medication O Acupunchure

O Owerthecounter dugs O Chiropractic

O Homeopathic remedies O Massage

O Physical therapy Ol
O Surgery O Heat
O Other

1. What else should Active Edge Chiropractic/Rehab know about your current condition?

2. How does your current condition interfere with your.

Work or career:

Recreational activities:

Household responsibilities:

Personal relationships:

3. Review of Systems

Chiropractic care focuses on the integrity of your nervous system, which controls and regulates your entire body. Please darken the circle beside any condition that you've

Had or currently Have ard initial to the right.

a. Musculoskelelal

Had Havo . Hed Hawe Had Have Had Have . Had Have Had Have NONEQ

O QUOstesporosis O O Arthritis QO O Scoliosis QO O Neckpain O OBackproblems O O Hip disorders

O OfXneeinjuries O OFootfankle pain O O Shoulder problems O O Elbowwrist pain O O TMJissues O OPoor posture  fials

b. Netrological

Hed Hav Had Have . d Have Had Have Had Have Had Hava NONEQ

O OAnxiely O Ofepression O OHeadache O O Diziness O OPinsand O ONumbness

¢. Cardlovascular needles s —

Kad Have Had Havo Had Have Had Have Had Have Had Have NONE

O Otighblood O O Lowblood O OHighcholesteol O O Poorcirculation O O Angina O Okxcessive ©
pressure pressure bruising Initials ___

d. Resplratory

Had Have Had Have Had Have Had Have Had Have Had Have NONEQ

O OaAsthma O Opnea O Emphysema O OHayfever O Ostotness O OPneumonia

. Digestive of breath Inials

Had Have . - Had Have Had Have Hed Have Had Have Had H

O O Anorexiabulimia O O Uleer O OFood sensitivities O O Heartburn O OConstipation O 80 Diarrhea HoKEQ

1. Sensory s —

Had Have Had Have Had Have Had Have Had Have Had Have NE

O OBlumedvision O ORinginginears O OHearingloss O O Chronicear O Olossofsmell O OlLossof taste KO

3. Skin infection Inftials

Had Have Had Have Had Have Had Have Had Have Had Ha NONE

O Oskincancer O O Psoriasis O Eczema O O Acne O OHair loss 6 OwRash ©

Inltials

Lacation

(Where does it hurt?)
Circle the area(s) on the
illustration.

“0" for current condition

“X" for conditions experienced
inthe past

Patient name

Patient Number
(office usa only)

Dactor’s [nitials

Active Edge ChirspracticRehab

PAGE
2/4
No. 400851997
Progoct A
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(Continued from previous page)

h. Endocrine
Had Have Had Have
O OThyroid issues O O Immune

i. Genitourinary disorders
Had Have Had Have
O Ockidneystones O O Infertilty

j. Constitutional
Had Have

O OFainting

Had Have
© O Hypoglycemia

Had Have
O O Bedwelting

Had Have
O O Low libido

Had Have
O O Poor appetite

Past Personal, Family and Social History
Please identify your past health history, including accidents, injuries, illnesses and

4, llinesses
Check the illnesses you have Had in the past or Have now.

9. Family History

Had Have Had Have Had Have NONE(D
O O Frequent O O Swollen glands O O Low energy )

infection Initials _____
Had Have Had Have Had Have NONEC
O O Prestateissues O O FEreclile O OPMS symptoms

dysfunction Inials .

Had Have Had Have Had Have NONEO
O O Faligue O O Sudden weight O O Weakness

gain/loss (circle one)

treatments. Please complete each section fully.

5. Operations
Surgical interventions, which may or

Initials

6. Treatments
Check the ones you've received in the

Had Have Had Have may not have included hospilalization. Past or are receiving Currently.
O O ADs O O Tuberculosis O  Appendix removal Past  Currently

- O O Acoholism O O Typhoid fever O  Bypass surgery O O Acupuncture

. O O Alergies O O Uler O Cancer O O Antibiotics
O O Aeriosclerosis O O Other: O Cosmetic surgery O O Bitthcontrol pills

- O O Cancer O FElective surgery: O O Blood transfusions
O O Chicken pox AT O O Chemotherapy
OEC) Dla.ibeles A}eyuuraglrergic oy didatine? O Eyesurgery (@) C‘hirogramic care
O O Epilepsy Sl O Hystersctomy O O Dialysis
() Glgucoma O" O3 e s (O Pacemaker O O Herbs
O O Goiter O Spine O O Homeopathy
O O Gout Fesar s O (O Hormone replacement
OF- () (Heattdisease —————————— = = O O Inhaler
O O Hepatitis QO Tonsillectomy O O Massage therapy
8 8 HIV Posilive 8 Vasectomy O O Physical therapy

Malaria ther: Medication,

O O Messles =y ?_77_7777 e (Polmlimbcl(o%aﬂpresﬁiptiinjo;r-tm-mnm
O O Multiple Selerosis n;”ﬁ:.::mm'm'mmm
O O Mumps 8. Injuries
O O Polio Have you ever...
O O Rheumatic fever (O Had afractured or broken bone (O Used a crutch or other support
O O Scarlet fever O Hadaspine ornerve disorder (O Used neck or back bracing s TR T
O O Sexuallyransmitied disease O Been knocked unconscious O Received a tattoo i e e
O O Sloke O Beeninjuredinanaccident (O Had a body piercing

Some health issues are hereditary. Tell Active Edge Chiropractic/Rehab about the health of your immediate family members.

Relalive Age (If living) State of health llinesses Age at death Cause of death
Good Poor Natural Iliness
Mother [IEC) @) @
Father O O (isC)
Sister 1 OL®) @10
Sister 2 = s e e (VR 8@
Brother 1 i ) @ B e sl s ik Jau )
Brother 2 @@ e
(ORO) 0=
10. Are there any other hereditary health issues that you know aboutz B
11. Social History
Tell Active Edge Chiropractic/Rehab about your health habits and stress levels.

. Alcoholuse O Daily OWeekly How much? Prayer or meditation? OYes ONo
Coffee use Opailly OWeekly How much? Job pressure/stress? QOYes ONo
Tobaccouse O Daily OWeskly How much? Financial peace? OYes ONo
Exercising ODaily OWeekly How much? Vaccinated? OYes ONo
Pain relievers O Daily OWeekly Howmueh? Mercury fillings? QOYes ONo
Softdrinks O Daily OWeekly How much? Recreational drugs? OYes ONo
Water intake (O Daily (OWeekly How much?

Hobbies:

Patient Number
(office use only)

OAll other systems negative

Consultation Notes

Doctor’s Initials

Active Edge Chiropractic/Rehab

PAGE
B /4
Varsion No. 40085 1687
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12. Activities of Daily Living
How does this condition currently interfere with your life and ability to function?

No Ml Modorate  Severe Ko Mild  Modersts  Severe | Patientname
Etfect Eifect Etfect Etfect Effest Effect Effect Eifsct
Sitting Grocery shopping O O——0—0
Rising out of chair O—0 O—0 Household chores O—C O—0 m:g&'!mhef
Standing O———CO O~ O Lifting objects —O O- O—0
Walking O—L O——C Reaching overhead O—{O— O
Lying down O O——0O0—=0 Showering or bathing -O O O—10
Bending over — oo O——O——0O——0 Dressing myself O O -O0——O
Climbing stairs ——————eod Qe O—O0——O Love life O -O———0 'S
Using a computer O O—-~QO—0 Getting to sleep —O0—0 O—0
Getting infout of car O O——=0O—0 Staying asleep —O O O—=0
Driving a ¢af ———————oa O——_O—00—0 Concentrating —O O—"_C0——0
Looking over shoulder O O O O Exercising — O O—0
Caring for family O——_C—0—0 Yard work g O O—O0
13. What is the major stresser in your life? 14. How much steep do you average per night? Hours
15. What is the type and approximate age of your mattress and pillow? 16. What is your preferred steeping position?
17. Describe your typical eating habits: O Skip breakfast (O Two meals aday O Three mealsaday (O Snacking between meals
18. What would be the most significant thing that you could de to improve your health?
19. In addition to the main reason for your visit today, what additienal health goals do you have? ;'g
=
S
2
=
g
Acknowledgements 8
To set clear expectations, improve communications and hetp you get the best resuits in the shortest amount of time, please read each statement and initial your agreement.
| instruet the chiropractor to deliver the care that, in his or her professional judgement, can best help me in the
s restoration of my health. | also understand that the chiropractic care offered in this practice is based on the best
T available evidence and designed to reduce or correct vertebral subluxation. Chiropractic is a separate and distinct
healing art from medicine and does not proclaim to cure any named disease or entity.
s | may request a copy of the Privacy Policy and understand it describes how my personal health information is
" 7 protected and released on my behalf for seeking reimbursement from any involved third parties.
nitals | realize that an X-ray examination may be hazardous to an unborn child and | certify that to
T the best of my knowledge | am not pregnant. Date of last menstrual period (MM/DD/YYYY):
s | grant permission to be called to confirm or reschedule an appointment and to be sent occasional cards, letters,
~  emails or health information to me as an extension of my care in this office.
i | acknowledge that any insurance | may have is an agreement between the carrier and me and that | am responsible
~  for the payment of any covered or non-covered services | receive.
s To the best of my ability, the information | have supplied is complete and truthful. | have not misrepresented the
presence, severily or cause of my health concern.
Doctor’s Initials
Active Edge Chiropractic/Rehab
Patient (or Guardian's) signature Date (MM/DD/YYYY)
Varsion No. 40065 1987 4/4
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