 ​                                 Welcome                       ID#_________
                          Your Family Chiropractor                    Haig John, Chiropractor 
520 E Newhaven Ave, Historic Downtown Melbourne, FL 32901   www.GetChiro.NET  321-722-5846
We would like to learn more about you and your health so that we can give you the best care possible. Please help us by filling this form accurately and concisely.

First Name ______________________ M.I. _____ Last Name ________________________
How should we refer to you? (Nickname) ____________________   Gender​   M  /  F
D.O.B. _________________ Age _______   E-mail __________________________________
Address ___________________​_______ City ________________State_______ Zip _______
Phone # (H) ________________ (W) ___________________ (C) ______________________ Spouse or Significant other’s name _____________________________________________
Emergency contact information_________________________________________________
How did you find out about our office? __________________________________________ 

FAMILY

Married? __________ # of Children? _________ When was their last chiropractic visit? ________________
Was there difficulty during their birthing process? ______________________________________________
YOUR LIFESTYLE HISTORY 
1. Reasons for seeking services at our office? ____________________________________
2. If you have an injury, please describe _________________________________________. 
Rate the intensity of problems (circle one): 0= no problem, 10- terrible/unbearable

0
1
2
3
4
5
6
7
8
9
10
3. How long have you been experiencing this problem? ________ Date of onset ________
How does it feel at the worst moments?










  
PLEASE INDICATE HOW THIS AFFECTS YOUR LIFE.

( Moody  
( Irritable 
( Interrupts Sleep 
( Restricts Daily Activities          ( Lose Patience with Spouse


( Hinders ability to exercise or participate in sports
(  Restricts household duties

( Interferes with ability to participate in hobbies or other desired activities
( Other 

______________


PLEASE INDICATE HOW THIS AFFECTS YOU AT WORK.

( Decision Making

( Exhausted at the end of the day

( Decreased Productivity

( Poor Attitude

( Unable to Work Long Hours


( Other 




            

If you have indicated any of the above items then you could be suffering from EXCESSIVE STRESS, STRUCTURAL MISALIGNMENT OR PINCHED NERVES.  CHIROPRACTIC can help you.
4. Are you seeking    [ ] Wellness care      [ ] Injury care        [ ] Family Wellness Care
5. Have you received Chiropractic care in the past?  Yes / No
6. If so, when was your last adjustment?_______ How long were you under care?______
7. Do you feel that it helped you?  Yes / No   Were you under maintenance care?  Yes / No
8. Were X-rays taken? Yes / No   If so, date taken _______ Can you get a copy?   Yes / No

9. Have you ever had surgery? If so, please explain with dates: ___________________________________________________________________________

10. Is there anything about your nervous system or spine that we should know about? ___________________________________________________________________________

11. Your history of conditions (i.e. Aids, Cancer, Hepatitis, Stroke, Heart Disease, COPD, etc) ________________________________________________________________________

12. Do you have any digestive issues? (Acid Reflux, Constipation, Hiatial Hernia, Inflammatory bowel issues, etc) ________________________________________________

13. Are you taking any prescriptions? (Prescribed or over the counter.) ____________________________________________________________________________

14. History of physical stress, trauma, or challenges (i.e. Falls, Auto Accidents)    ____________________________________________________________________________

15. Since subluxations often develop at the time we are born, do you know anything about your own birth? If so, explain   _________________________________________
16. Occupation ___________________   (If retired please list your prior occupation) 
17. Current mental and emotional stress level    [ ] Minimal    [ ] Moderate    [ ] Severe

18. How many hours of sleep do you get per night _____ Quality of your sleep?   [ ] Great  [ ] Okay   [ ] Poor          
19. Do you believe in preventative health care?  ___________________________________

22.  What is your level of commitment to yourself, your life, and your well-being?
 [ ] Low              [ ] Medium          [ ] High
23. How is LIFE? _____________________________________________________________

Please, use the following letters to indicate the TYPE and LOCATION of the 
sensations 
you are currently experiencing



A = Aching


B = Burning 

D = Dull




S = Sharp/stabbing
T = Throbbing 
P = Pins and Needles



N = Numbness

O = Other
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HIPAA LAW #101-191 CONSENT

This office is HIPAA compliant.  Your records are kept in the strictest confidence; however it may be necessary to disclose information to another health care provider as well as to other third party payers if they are responsible for payment of your services.  It may be necessary to use or disclose information within our practice for quality control and operational purposes. (ie: appointment reminders at home or work, leaving massages on answering machine, leaving messages with a person, testimonials of your improvement in written or verbal form, family picture boards, sending you newsletters, and sending you thank you gifts as well as open adjusting areas).  You have the right to request a more detailed “Notice of Privacy for Private Health Information” upon request at any time during your care. If any changes occur in reference to our privacy practices you will be notified by posting of the change in the office.  By signing below you accept and give us permission to disclose this information.  You have the right to not disclose any of this information however requests must be in writing.

Assignment of Benefits: 

 I herby irrevocably instruct and direct my Insurance Company to pay Dr. Haig John, Your Family Chiropractor Co. directly for the professional or medical expense benefits allowable and otherwise payable to me under my current insurance policy as payment toward the total charges for the professional services rendered.  THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY.  I also authorize the release of any information pertinent to my case to any insurance company, Health Care Financing Administration or its agents, or attorney involved in this case.  I authorize the doctor initiate a complaint to the Insurance Commissioner for any reason on my behalf. In addition, I authorize Dr. John to deposit any checks received on my account when made out to me.

I understand all the information on this form and I answered it true and correct to the best of my ability:

__________________________     ______________________________________________

Signature 




Print





Date

Terms of Acceptance


When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working towards the same objective.


Chiropractic has only one goal. It is important that each patient understand both the objective and the method that will be used to attain it. This will prevent any confusion or disappointment.

Adjustment: An adjustment is the specific application of forces to facilitate the body’s correction of vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the spine.
Health: a state of optimal physical, mental and social well-being, not merely the absence of disease or infirmity.

Vertebral Subluxation: A misalignment of one or more of the 24 vertebra in the spinal column which causes alteration of nerve function and interference to the transmission of mental impulses, resulting in a lessening of the body’s innate ability to express its maximum health potential.


We do not offer to diagnose or treat any disease. We only offer to diagnose either vertebral subluxations of neuro-musculoskeletal conditions. However, if during the course of a chiropractic spinal examination, we encounter non-chiropractic or unusual findings, we will advise you. If you desire advice, diagnosis or treatment for those finding, we will recommend that you seek the services of another health care provider. 


Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding treatment prescribed by others. OUR ONLY PRACTICE OBJECTIVE is to eliminate a major interference to the expression of the body’s innate wisdom. Our only method is specific adjusting to correct vertebral subluxations. However, we may use other procedures to help your body hold the adjustment.

I, _______________________________ have tread and fully understand the above statements.


(Print Name)

All questions regarding the doctor’s objectives pertaining to my care in this office have been answered to my complete satisfaction.


I therefore accept chiropractic care on this basis

_______________________________

_________________


(Signature)






(Date)
Consent to evaluate and adjust a minor child

I , ________________________________ have read and fully understand the above terms of acceptance and hereby grant permission for my child to receive chiropractic care.

Haig John D.C. 520 E New Haven Ave, Melbourne FL 32901
(321) 722 - 5846
Patient Name:   






PTAN Q0607

Advance Beneficiary Notice of Noncoverage (ABN)

NOTE:  If Medicare doesn’t pay for D.
below, you may have to pay.

Medicare does not pay for everything, even some care that you or your health care provider have good reason to think you need. We expect Medicare may not pay for the D. below.

	D.
	E. Reason Medicare May Not Pay:
	F. Estimated Cost

	 Chiropractic Adjustment
	Maintenance Care
	


WHAT YOU NEED TO DO NOW:

· Read this notice, so you can make an informed decision about your care.

· Ask us any questions that you may have after you finish reading.

· Choose an option below about whether to receive the D.
listed above.

Note: If you choose Option 1 or 2, we may help you to use any other insurance that you might have, but Medicare cannot require us to do this.

	G. OPTIONS:
Check only one box.  We cannot choose a box for you.

	· OPTION 1.  I want the D.
listed above.  You may ask to be paid now, but I also want Medicare billed for an official decision on payment, which is sent to me on a Medicare Summary Notice (MSN). I understand that if Medicare doesn’t pay, I am responsible for payment, but I can appeal to Medicare by following the directions on the MSN. If Medicare does pay, you will refund any payments I made to you, less co-pays or deductibles.

· OPTION 2.
I want the
D.
listed above, but do not bill Medicare. You may ask to be paid now as I am responsible for payment. I cannot appeal if Medicare is not billed.

· OPTION 3. I don’t want the D.
listed above.  I understand with this choice I am not responsible for payment, and I cannot appeal to see if Medicare would pay.


H. Additional Information:

This notice gives our opinion, not an official Medicare decision. If you have other questions on this notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).

Signing below means that you have received and understand this notice. You also receive a copy.

	I. Signature:
	J. Date:


CMS does not discriminate in its programs and activities. To request this publication in an alternative format, please call: 1-800-MEDICARE or email: AltFormatRequest@cms.hhs.gov.
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control number for this information collection is 0938-0566. The time required to complete this information collection is estimated to average 7 minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Baltimore, Maryland 21244-1850.

Form CMS-R-131 (Exp. 03/2020)
Form Approved OMB No. 0938-0566
