CHIROPRACTIC REGISTRATION AND HISTORY

f 1' PATIENT INFORMATION @ INSURANCE INFORMATION
Date Who is responsible for this account?
SS/HIC/Patient ID # Relationship to Patient
Patient Name Insurance Co.
Last Name
Group #
First Name Middle Inifial Is patient covered by additional insurance? []Yes []No
Address
Subscriber's Name
E-mail
Birthdate SS#
City
Relationship to Patient
State Zip
Insurance Co.
Sex (JM [JF Age
Group #
Birthdate
ASSIGNMENT AND RELEASE
1 Married [} Widowed O Single 1 Minor I certify that |, and/or my dependent(s), have insurance coverage with

years and assign directly to

[] Separated (] Divorced [ Partnered for Name of Insurance Company(ies)

Patient Employer/School

Dr. i all insurance benefits, if
any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. | authorize
the use of my signature on all insurance submissions.

Occupation

Employer/School Address

The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Employer/School Phone ( ) X

Spouse's Name

Birthdate N

Signature of Patient, Parent, Guardian or Personal Representative
SS#
Spouse’s Employer "~ Please print name of Patient, Parent, Guardian or Personal Representative
Whom may we thank for referring you? _

Date Relationship to Patient

wi SPHONE NUMBERS 48 ACCIDENT INFORMATION
Cell Phone ( ) Home Phone ( ) Is condition due to an accident? [] Yes [ ] No Date
Best time and place to reach you Type of accident []Auto [JWork [[JHome []Other

IN CASE OF EMERGENCY, CONTACT .
To whom have you made a report of your accident?
Name Relationship ] Auto Insurance [_] Employer []Worker Comp. []Other

Home Phone ( ) Work Phone ( ) Attorney Name (if applicable)

PATIENT CONDITION

Reason for Visit

When did your symptoms appear? @
Is this condition getting progressively worse? [ JYes [JNo []Unknown
Mark an X on the picture where you continue to have pain, numbness, or tingling.

Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

Type of pain: [] Sharp  [] Dull [ Throbbing [ Numbness []Aching [] Shooting
[JBurning []Tingling [] Cramps [] Stiffness [ Swelling [] Other

How often do you have this pain?

Is it constant or does it come and go?

Does it interfere with your [ ] Work [ Sleep [ Daily Routine [ Recreation

Activities or movements that are painful to perform [] Sitting [] Standing ] Walking [ Bending [] Lying Down
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e
[ ] ) HEALTH HISTORY

What treatment have you already received for your condition? [_] Medications
[] Chiropractic Services []None [] Other

Name and address of other doctor(s) who have treated you for your condition

"] Surgery

] Physical Therapy

Date of Last: Physical Exam Spinal X-Ray Blood Test
Spinal Exam Chest X-Ray Urine Test
Dental X-Ray MRI, CT-Scan, Bone Scan
Place a mark on “Yes” or “No” to indicate if you have had any of the following:
AIDS/HIV [(JYes [[JNo Diabetes [JYes [ONo Liver Disease [(dYes [[ONo Rheumatic Fever [JYes []No
Alcoholism JYes [1No Emphysema [dYes [JNo Measles [JYes [(JNo  Scarlet Fever COYes [INo
Allergy Shots [dYes [[INo Epilepsy [JYes [JNo Migraine Headaches []Yes [JNo  Sexually
Anemia [CJYes [JNo  Fractures [JYes [[JNo Miscarriage [JYes [No 'ggr;zlr:gted [Yes [7No
Anorexia [lYes [INo Glaucoma 1Yes [JNo Mononucleosis Yes [ No Stroke [Yes []No
Appendicitis [(OYes [INo  Goiter [JYes [[JNo  Multiple Sclerosis []Yes []No Suicide Attempt CYes [JNo
Arthritis [JYes [INo Gonorrhea [JYes [JNo  Mumps OYes []No Thyroid Problems  [1Yes []No
Asthma OYes [INo Gout [OYes []No Osteoporosis [JYes [ No Tonsillitis CJYes []No
Bleeding Disorders [ ]Yes []No Heart Disease [JYes [JNo Pacemaker [JYes [JNo Tuberculosis TJYes []No
Breast Lump [JYes [JNo Hepatitis [JYes [INo Parkinson’s Disease []Yes []No Tumors, Growths [ Yes [ No
Bronchitis [(1Yes [ONo Hernia [JYes [ONo Pinched Nerve [OYes [ No Typhoid Fever CYes [ No
Bulimia [JYes [INo Herniated Disk [OYes [JNo Pneumonia [Yes [ No Ulcers [CYes [1No
Cancer [JYes [[JNo Herpes [(JYes [1No Polio [JYes [ No Vaginal Infections []Yes [J]No
Cataracts [(dYes [ONo High Blood Prostate Problem []Yes []No
Chemical Pressure CIYes []No Prosthesis JYes [JNo Whooping Cough - LJYes [INo
Dependency [OYes [JNo High Cholesterol []Yes [JNo Psychiatric Care  []Yes [ No Other

Chicken Pox [dYes [JNo Kidney Disease [dYes [JNo Rheumatoid Arthritis []Yes [ No
EXERCISE WORK ACTIVITY HABITS
] None (] Sitting ] Smoking Packs/Day
[] Moderate [] Standing [] Alcohol Drinks/Week
[] Daily [] Light Labor [[] Coffee/Caffeine Drinks Cups/Day
] Heavy [[] Heavy Labor [ High Stress Level Reason
Are you pregnant? []Yes []No Due Date
Injuries/Surgeries you have had Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name

Pharmacy Phone (

)




Informed Consent for Chiropractic Care

Please read this entire document prior to signing it. Tt is important that you understand the
information contained in this document. Please ask questions before you sign if there is anything

that is unclear.

Nature of Chiropractic Adjustment:
The primary treatment used by the Doctor of Chiropractic is spinal manipulative
therapy/adjustments. The doctor may use his/her hands or an instrument to help restore
functions to your joints. Many times, this will cause an audible “pop” or “click,” much as
you have experienced when you “crack™ your knuckles. You may feel a sense of
movement.

Analysis / Examination / Treatment:
As part of the analysis, examination and treatment, you are consenting to the following

procedures (if deemed nécessary by doctor):

Vital signs, Range of motion testing, Muscle testing, Posture analysis, Neurological
testing, Orthopedic testing, Physiotherapy; Radiographic studies, Exercise rehabilitation,
Muscular rehabilitation, Palpation, Spinal/extremity adjustments, and any additional
procedures not listed (doctor will notify patient prior for consent).

Possible Risks Inherent In Chiropractic Adjustment:
As with any healthcare procedure, there are certain complications which may arise during

Chiropractic manipulation and therapy. Although very rare, complications may occur
including but are not limited to: soreness, spram/ strain, fractures, dislocation, disc injury

and stroke.

These, along with other comphcatlons/nsks are minimized through the doctor’s extensive
training, thorough examinations and customlzed recommended treatment plans for every

individual patient.

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE.

I haveread [ ] or have had read to me [ ] the above explanation of the chiropractic
adjustment and related treatment. I have discussed it with the doctor and have had my
questions answered to my satisfaction. By signing below, I hereby give consent to
treatment by the doctor(s) of McAllister Chiropractic.

Date: _ ' ol Date: _

Sherry McAllister M.S.(ed), D.C.

Patient’s Name Doctor’s Name

Signature Signature

Signature of Parent/Guardian (if a minor)



Authorization to Use or Disclose Protected Health Information

MCALLISTER CHIROPRACTIC

Patient Name:

Address:

Date of Birth: Date of Request:

As required by the Privacy Regulations, McAllister Chiropractic may)

y not use or

disclose your protected health information except as provided in our Notice of

Privacy Practices without your authorization.

| hereby authorize this office and any of its employees to use or disclose

my Patient

Health Information to the following person(s), entity(s), or business associates of this

office:

Patient Health Information authorized to be disclosed:

For the specific purpose of (describe in detail)

Effective dates for this authorization: / / through

This authorization will expire at the end of the above period.

| understand that the information disclosed above may be re-disclosed to
additional parties and no longer protected for reasons beyond our control.

| understand | have the right to:

1. Revoke this authorization by sending written notice to this office and that revocation |

will not affect this office’s previous reliance on the uses or disclosure
authorization. :

pursuant to this

2. Knowledge of any remuneration involved due to any marketing activity as allowed by

this authorization, and as a result of this authorization.

Inspect a copy of Patient Health Information being used or disclosed
law.

Refuse to sign this authorization.
Receive a copy of this authorization.
Restrict what is disclosed with this authorization.

(CONTINUED ON NEXT PAGE)
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I also understand that if | do not sign this document, it will not condition my treatment,
payment, enroliment in a health plan, or eligibility for benefits whether or nat | provide
authorization to use or disclose protected patient health information.

Signature or Patient or Patient’s Authorized Representative. Date

Authorized Signature of Facility _ : Date
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Sherry McAllister M.S., D.C.
1645 Willow Street Suite 100

San Jose, CA 95125-5112
Phone: 408.264.4216

[ hereby give permission to Dr. Sherry McAllister to release any information requested by my insurance

company (if applicable) as acquired in the course of my explanation and treatment.

I hereby authorize and direct my insurance benefits to be paid d1rectly to the doctor.
for the non-covered services.

I am financially responsible

I hereby give permission to the doctor to administer treatment and perform such general procedures, as he/she

may deem necessary in the diagnosis and/or treatment of my condition.

Signature: Date:

DHHS Office of Civil Rights
200 Independence Avenue, S.W.
Room 509F HHH Building
Washington, D.C. 20201

This notice is effective as of / ‘ /

I have read the Privacy Notice and understand my rights contained in the office.

By way of my signature, I provide McAllister Chiropractic with my authorization and consent to use and

disclose my protected health care information for the purposes of treatment, paymen
as described in the Privacy Notice.

Patient’s Name (Print)

t and health care operations

Patient’s Signature Date

Authorized Facility Signature Date




CONSENT TO TREATMENT OF MINOR

(1)(We), the undersigned, parent(s)/person having legal custody/legal guardianship of

, @ minor, do hereby authorize

(Name of Minor)

as agent(s) for the undersigned
(Name of Agent) .

to consent to any x-ray examination and chiropractic diagnosis or treatment, which is deemed advisable
by a licensed chiropractor, be rendered under the general or special supervision of any licensed
chiropractor. :

.

It is understood that this authorization is given in advance of any specific diagnosis or treatment being
required but is given to provide authority to the above described agent(s) to give specific consent to any
and all such diagnosis and treatment which chiropractor, meeting the requirements of this authorization,
may, in the exercise of his/her best judgment, deem advisable.

This authorization shall remain effective until , 20 ,
(Month and Day) (Year)

unless sooner revoked in writing delivered to the ageni(s) noted above.

Date:

Signature:

(Parent/legal guardian/person having legal custody - Circle relationship)

Signature:

(Parent)
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Sherry McAllister M.S. (Ed), D.C., Q. M.E.

1645 Willow Street Suite 100
San Jose, CA 95125

P: (408) 264-4216
F: (408) 445-8065

Chiropractic Appointment Cancellation Policy

We understand that unplanned issues can come up and you may need to cancel an appointment.
If that happens, we respectfully ask for scheduled appointments to be cancelled at least 24 hours
in advance.

Dr. McAllister wants to be available for your needs and the needs of all our patients. When a
patient does not show up for a scheduled appointment, another patient loses an opportunity to be
seen. Although we have always had a cancellation policy, we are formally communicating the
policy and will be enforcing it by way of :

1. No-show/ missed chiropractic appointments will incurr a $20 fee.
2. Late reschedule, with less than 24 hour notice, will incurr a $20 fee.

Thank you for being a valued patient and for your understanding and cooperation as we institute
this policy.

This policy will enable us to open otherwise unused appointments to better serve the needs of all

patients.

By way of my signature, I acknowledge the cancellation policy and authorize the charge for no-
show appointments and/or late cancellation.

Patient's Name (Print)

Patient's Signature Date



