Patient Information

TPMI

Mobile Chiropractic Health Care

Name: DOB E-Mail Address
Address: Payment /Insurance Info
City: State: Zip: .

v P [] Medical
Home Phone: Work/Cell Phone: [] Auto

. [ ] Work Comp

Employer: ____ Occupation: [] No Insurance Coverage
Emergency Contact: Phone:

GO IOIIEIIEIIO OISO EIEISIOIOIOIOIOIEIEL>

Insurance Info
Medical

Policy Holder Information

Name/DOB:

Co. Name Employer:

ID/ Group #

Back Of Card
Ins Billing Address: Number:

City: State: Zip:

Auto / Work Comp Date of Acc/Injury

Policy Holder(auto)

Claim Number

Adjuster #

Billing Address

GO

How did you hear about us?

[] Referral ] Newspaper [] Yellow Pages [] Other (please list)

Primary Health Care Practitioner and/or Clinic:

Phone:

We may have you sign a Patient Authorization to Release Information form, as we would want
to request information from other providers that have participated in your care. This will help
insure that we have all information concerning your condition.

Patient Condition

Reason for your visit Today? (C/C)

When did you First Notice this condition?

Is the condition: [_] Getting worse [_] Improving [ ] Staying the same [_] Unknown

How often do you experience your symptoms?
[] Constantly (76% to 100% of the day)

] Frequently (51% to 75% of the day)

[ ] Occasionally (26% to 50% of the day)

[ ] Intermittently (1% to 25% of the day)

(OVER)

What best Describes your current symptoms??

[ISharp / Stabbing

[ Dull [ JAching
[ IShooting [ |Burning
[ INumbness [Tingling
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TPMI

Please read thoroughly, and initial at each section and sign at the bottom Vv circicrie care
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Authorization to Release Information
| hereby authorize this healthcare entity to release all information to the care | receive to my insurance
company, or third party payer or their designee. | understand that this may be necessary for the payment of my bill,
determination of my benefits, or for utilization and quality review purposes.

Information about Possible risk of Chiropractic Treatment

You have the right as a patient, to be informed about your condition, and the recommended treatment

approach so that you may make a an informed decision whether or not to undergo the procedure knowing the
potential risks involved. The statement is not meant to scare or alarm you, just to make you aware so that you may
choose to, or not to undergo treatment. Doctors of Chiropractic, Medical Doctor, Osteopathic Doctors and Physical
Therapists using manual therapy treatment for patients with headaches, and cervical spine (neck) pain are required
to explain that there have been rare cases of injury to the vertebral artery as a result of treatment. The chance of
this happening is extremely rare and estimated at about 1 per 400,000 to 1 per 10 million treatments. Appropriate
testing will be performed to determine if you are susceptible to this type of injury, and you will be notified if that is the

case. Should you have any questions, please discuss them with the Doctor. As with EVERY health procedure,
complications may arise during treatment, these include soreness, muscle or ligament sprain or strain, dislocations,

fractures, disc injury, or physiotherapy burns. Other than soreness, the others are extremely rare occurrences

Assignment of Benefits
| assign all insurance benefits, if any, payable to me for my care to Trauma and Pain Management Institute
(the entity). | understand that this healthcare entity may be paid directly by the insurance company or other payer.
This assignment will remain in effect unless revoked by me in writing. | furthermore understand that | am
responsible for all charges whether or not paid by insurance. In some cases, insurance company may remit
payment to me, and | in turn will pay that immediately to the entity. | hereby authorize the signature on all insurance
submissions.

Guarantee of Payment
| understand that guarantee payment of all charges incurred for treatment in accordance with the rates and
terms of this entity, despite quotations by the insurance company to either myself or the entity.
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Consent for Treatment of a Minor

For
| hereby authorize the entity to administer treatment, as they deem necessary to my minor son/daughter. As of this
date, | have legal authority to select and authorize such care for the minor named above.

(Initials)

Consent for Treatment
After review of the above information, | authorize the performance of diagnostic tests, procedures and treatment
deemed necessary by the personnel involved in my care.

Patient Signature or Responsible Party Date Relationship to Patient
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Currently, how much of the time does your condition interfered with your normal work?
[ INotatall [Jalittlebit [ ]Moderately [ ]Quiteabit []Extremely

Currently, how much of the time does your condition interfered with your social activities?
[ INotatall [ Jalittlebit [ ]Moderately [ ]Quiteabit [ ]Extremely

What type of regular exercise do you perform? [ [None [ ]Light [ ]Moderate [ ]Strenuous

Current Height and Weight? ft in Ibs
For each of the conditions listed below, please indicate if you have had the condition in the past, or present:
Past Present Past Present Past Present
O O Headaches O O High Blood Pressure O O Diabetes
@) ©) Neck Pain O @) Heart Attack @) @) Excessive Thirst
@) O Upper Back Pain ©) O Chest Pain ©) O Frequent Urination
O O Mid Back Pain O O Stroke
@) @) Low Back Pain O @) Angina @) @) Smoking/ Tobacco
O O Kidney Stones Use
@) O Shoulder Pain ©) O Kidney Disorder ©) O Drug/Alcohol
@) ©) Elbow/ Upper Arm Pain O @) Bladder Infection Dependence
@) O Wrist Pain ©) O Painful Urination ©) O Allergies
O O Hand Pain O O Loss of Bladder Control O O Depression
O @) Prostate Problems @) @) Systemic Lupus
O O Hip/ Upper Leg Pain ©) O Recent weight gain/loss ©) O Epilepsy
O O Knee/ Lower Leg Pain ©) O Loss of Appetite ©) O Skin Disease
@) @) Ankle/Foot Pain O @) Abdominal Pain O @) HIV / AIDS
O o Ulcer FEMALES ONLY
@) @) Jaw Pain O @) Hepatitis O @) Birth Control Pills
@) @) Joint Swelling/ Arthritis O @) Liver/Gallbladder O @) Other Birth Control
@) O Rheumatoid Arthritis Problem ©) O Hormone
©) @) Replacement
@) @) General Fatigue O @) Cancer O @) Current Pregnancy
O O Muscular In coordination ©) O Tumor
O @) Visual Disturbance O @) Asthma O @) OTHER
CONDITIONS
O O Dizziness O O Chronic Sinusitis O O Explain Below

Please list other conditions and/or explain all conditions if necessary

Please list all prescribed and over the counter medications, and supplements that you are currently taking:

Please list all hospitalizations and surgeries:

Other Comments

Patient Signature Date
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