Active Care Chiropractic - Dr. Eric McGraw - 5814 Oleander Dr. #5 - Wilmington, NC 28403
Tel: 910.791.9130 - Fax: 910.791.9165 - info@activecarewilm.com - www.activecarewilm.com

Chiropractic Information Form

Please answer ALL questions below. When completed, please return to the front desk.

Patient Information

Date:

Name: Nickname: Email

Home Phone: Cell Phone: Work Phone:

Address: City, State: Zip:
Social Security #: Birth Date: Age:

Marital Status: Single: [0 Married: 1 Divorced: [ Widowed: (1 | Occupation:

Employer: Employer Phone:

Names and Ages of Children:

Spouse: Occupation: Employer:

Emergency Contact: Number:

How where you referred to our office:

Family Medical Doctor: May We Update Your Doctor: Yes[] NolJ

Do you have Facebook: Yes[] No[] Facebook Name:

Would you like text message appointment reminders: Yes[ 1 No[] How In advance: 2hrs[]  4hrs[]  1day[l

Provider: AT&T/Cingularl] Cricketl]1 Verizon[] T-Mobile[d Nextelld SprintCd Virgin Mobilel

Insurance Information
If we do not have a copy of your insurance card, please fill out the information below.

Insurance Company: Subscriber Name:

Subscriber #: Group #:

Provider Phone (Located on back of insurance card):

Reason for Visit

Reason For Visit Pain Scale 1-10 When did Did the issue Type of Injury
(1 Mild, 10 Worst) | this Start? | start with injury?

(Primary Concern)
1.

2.




What is your major symptom?

What does this prevent you from doing?

How frequent is the problem? [IConstant [IDaily U Intermittent LINightly
How long does it last?  [JAll Day  [JA Few Hours LIMinutes

Are there any other conditions/symptoms that are related to this problem?

Is the pain? [JSharp CIDull CONumbness CITingling CJAching CIBurning CIStabbing | Other?

What helps relieve the problem?

What makes the problem worse? [JStanding [JSitting CJLying CIBending CILifting LI Twisting | Other?

Women: Are you pregnant or may be pregnant? [IYes [INo

Additional Information that we should know:

Pain Scale- Check the box that most adequately describes your pain level

No Symptoms Extreme Symptoms

N .

0 1 2 34 5 6 7 8 9 10

Other doctors you have seen for this condition?

Type Name/Office | Date of Visit | Diagnosis Treatment Help? Y/N
Chiropractor
Physician
Orthopedist
Other
Do these conditions interfere with any part of the following?
| CIWork | [ISleep | CDaily Routine | [ISports/Exercise | Other:
Past Medical History
Please click the box indicating the conditions you have had or have now.
C1Alcoholism CICirculatory Issues [1Strokes CIHIV Positive [1Headaches
[I1Back Pain Ll Arthritis CIRuptures C1Gall Bladder ILow Blood Sugar
[IDiabetes [ISeizures [1Coughed Up Blood [1Depression IMultiple Sclerosis
CI1Gout [1Congenital Disease [1Eating Disorder CUIcers IThyroid Problems
CJAllergies [JExcessive Bleeding [(IDrug Addiction [JHeart Attack CJAnemia
[JCancer [JPace Maker CIMumps [IDiarrhea CIPlantar Fasciitis
[ICold Sores [IMalaria L1Emphysema CITrouble Sleeping U Tuberculosis
C1Arteriosclerosis [IConstipation C1Epilepsy [1Heart Disease [1Measles
[INeck Pain [IRheumatic Fever [I1Venereal Disease [1High Blood Pressure | [CIMenstrual Cramps
[INervousness [JRinging in Ears CJAsthma [1Sinus Problems




Fractured/Broken Bones

Type Region Year

Arm/Hand

Leg/Foot

Pelvis

Collar

Ribs

Spinal Vertebra

Other

Head-Please check all that apply

Headaches: How many per week? CIFront [ISide of Head [1Behind Eyes [1Back of Head

[IMorning  [JAfternoon [ Evening [IFaintness [1Vertigo [1Poor Concentration  [1Confusion

CIWhiplash  [JSluggish [Forgetfulness [Indecisive [1Poor Memory [Face Twitch [JHair Loss [LJConcussion

Other: (Please Explain)

Nose-Please check all that apply

ClAllergies  [IStuffy  [1Congested LIRunny \Drainage: CYellow L1Green LIClear

[JSinus Infection [Bleeding [Loss of Smell [1Deviated Septum [1Sneezing [1Post Nasal Drip [1Acute Smell

Does change of seasons make symptoms worse? LY ON ‘ What season? [ISpring [Summer [OFall COWinter

Other: (Please explain)

Ears-Please check all that apply

[JHearing Changes [Deafness [JHearing Aids [IRinging in Ears [Increased Ear Wax  []Ear Infections

CJSwimmers Ear [IDrainage [JAches [ltches [JPressure [JTubes in Ears | Other:

Neck-Please check all that apply

[IPain  [IStiffness [Whiplash [ISwollen Glands  [Bruit  [Carotid Stenosis ~ [1Trouble Swallowing

ClLumps  CINumbness [ITingling in Hands [IMuscle Spasms ~ [JChange in Range of Motion

Have you had any major illnesses, injuries, falls, or auto accidents?

Have you been treated for any health condition by a physician in the last year?

What medication, supplements, or drugs are you currently taking?

Are you interested in learning more about nutrition and supplements: CJYES CINO

Do you have any allergies of any kind? [CINO [JYES (Please explain):

Please list any other health problem you have, no matter how insignificant:

Surgeries

Type Body Part Year




Social History

Do you drink alcoholic beverages? If so, how many per week?

Do you use tobacco products? Do you smoke? If so, how much per day?
Do you consume caffeine? If so how much per day?

Do you exercise? If so how much per week and what type?

What are you hobbies?

What % of time during the day (at home or at work) do you spend? Lifting?
Sitting? Bending? Working at Computer?

Family History

Father | CJLiving | Current Age: (] Deceased | Cause and age at death?

Mother | (JLiving | Current Age: [ Deceased | Cause and age at death?

[ Adopted, please check if little is known about your family medical history.

Family Diseases: Please check all that apply and indicate whether family member is Father, Mother, Brother, Sister

Tuberculosis Cancer Mental IlIness
Diabetes Asthma Heart Disease
Stroke Kidney Disease Thyroid Problems
Acrthritis Liver Disease Lung Disease
Other: (Please Explain)

What are you expecting from today’s appointment?

AUTHORIZATION AND RELEASE: | authorize payment of insurance benefits directly to the chiropractor or chiropractic
office. | authorize the doctor to release all information necessary to communicate with personal physicians and other
healthcare providers and payers and to secure the payment of benefits. | understand that 1 am responsible for all costs of
chiropractic care, regardless of insurance coverage. | also understand that if 1 suspend or terminate my schedule of care as
determined by my treating doctor, any fees for professional services will be immediately due and payable.

The patient understands and agrees to allow this chiropractic office to use their Patient Health Information for the purpose of
treatment, payment, healthcare operations, and coordination of care. We want you to know how your Patient Health
Information is going to be used in this office and your rights concerning those records. If you would like to have a more
detailed account of our policies and procedures concerning the privacy of your Patient Health Information we encourage you
to read the HIPAA NOTICE that is available to you at the front desk before signing this consent. If there is anyone you do not
want to receive your medical records, please inform our office.

Cancellation Policy: Active Care Chiropractic kindly asks you give 24hrs notice for cancelled/rescheduled
appointments. If you are unable to give us a 24hr notice we reserve the right to charge a $50
cancellation/reschedule fee.

By signing you are agreeing to the statements made in the bolded text above.

Patients Signature: Date:

Guardians Signature Authorizing Care: Date:




Patient Health Information Consent Form

We want you to know how your Patient Health Information (PHI) is going to be used in
this office and your rights concerning those records. Before we will begin any health
care operations we must require you to read and sign this consent form stating that you
understand and agree with how your records will be used. If you would like to have a
more detailed account of our policies and procedures concerning the privacy of your
Patient Health Information we encourage you to read the HIPAA NOTICE that is
available to you at the front desk before signing this consent.

1.

The patient understands and agrees to allow this chiropractic office to use their
Patient Health Information (PHI) for the purpose of treatment, payment, healthcare
operations, and coordination of care. As an example, the patient agrees to allow this
chiropractic office to submit requested PHI to the Health Insurance Company (or
companies) provided to us by the patient for the purpose of payment. Be assured
that this office will limit the release of all PHI to the minimum needed for what the
insurance companies require for payment.

The patient has the right to examine and obtain a copy of his or her own health
records at any time and request corrections. The patient may request to know what
disclosures have been made and submit in writing any further restrictions on the use
of their PHI. Our office is not obligated to agree to those restrictions.

A patient's written consent need only be obtained one time for all subsequent care
given the patient in this office.

The patient may provide a written request to revoke consent at any time during care.
This would not effect the use of those records for the care given prior to the written
request to revoke consent but would apply to any care given after the request has
been presented.

For your security and right to privacy, all staff has been trained in the area of patient
record privacy and a privacy official has been designated to enforce those
procedures in our office. We have taken all precautions that are known by this office
to assure that your records are not readily available to those who do not need them.
Patients have the right to file a formal complaint with our privacy official about any
possible violations of these policies and procedures.

If the patient refuses to sign this consent for the purpose of treatment, payment and
health care operations, the chiropractic physician has the right to refuse to give care.

| have read and understand how my Patient Health Information will be used and | agree
to these policies and procedures.

Name of Patient

Signature of Patient or Guardian Date



INFORMED CONSENT TO CHIROPRACTIC TREATMENT

I hereby request and consent to the performance of cluroprache adjustments and any other
chiropractic procedures, including a comprehensive exam, diagnostic x-rays, physical therapy
techniques, on me (or on the patient named below for which I am legally responsible) by the hicensed
doctors of chiropractic at this office.

I understand that, as with any health procedure, there are certam conditions that may anse
during a chiropractic adjustment. Those complications mclude but are not limited to: fractures,
dislocations, muscle strain, costovertebral stramns and separations. Some types of manipulations of the
neck have been associated with injunies to the artenies in the neck leading to or conmbuting to serious
complications including stroke. This is a very rare ocowrrence (a one in three million chance). We
screen our patents for mdications that they are candidates for churopractic adjustments to the best of
our ability. I do not expect the doctor to be able to anticipate all nsk and comphcations duning the
course of the procedure(s) that the doctor feels at the time, based upon the facts then known, are m the
best mferest.

I have had an opportumty to discuss with the doctor the nature, purpose, and nsk of
chiropractic adjustments and other recommended procedures and have had my questions answered to
my satisfachon. I understand that the results are not gnaranteed.

I have read or have had read to me the above explanation of the chiropractic adjustment and
related freatment. By signing below, I state that I have weighed the nisks involved in undergoing
treatment and have myself decided that 1t 1s in my best interest to undergo the cluropractic treatment
recommended. Having being informed of the nsks, I hereby give my consent fo that treatment. I
intend this consent form to cover the entire course of treatment for my present condition and for any
future condition (s) for which I sesk treatment.

Pninted name of patient

ignatore of Patient Date
Signa

Signature of patient’s representative (if minor) Date



