Jordan Family Chiropractic






Confidential Member Application 

Legal Name (First) ________________________ (MI) ___ (Last) ________________ Date ______________
Name you prefer to be called______________________ Sex Male / Female    Marital Status: S  M  D  W

Address ________________________________ City __________________ State ________ Zip _________
Home Phone (       )_____-________ Best time to call:  am / pm Work Phone (       ) _______- ____________ 
Cell Phone (       )______-_________ Email ____________________________________________________
Name of Employer ________________________________________________________________________
Date of Birth ______________ Age _______ Social Security # _________-______-________  
Spouses First Name ______________________ Children’s Names and Ages _________________________
_______________________________________________________________________________________

1.  Reason for consulting our office?
______ RELIEF of Symptoms           ______ CORRECTION of a problem          _____ WELLNESS care
2.  How will you be paying for your care?  (Please check one)
____I have insurance: (Please fill out the following insurance information – give the receptionist your insurance card so we may copy it for our records. 

Primary Insured Name ____________________ DOB ____________ ID# ______________________

____I do not have insurance and would like information regarding your non-insurance payment program.

3.  Is today’s problem caused by:
(  Auto Accident

(  Workman’s Compensation

4.  Indicate on the drawings below where you have pain/symptoms.
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Confidential Member Application (continued)

5.  What is your main problem and what are your symptoms? ____________________________________________​​​​​__________________________________

6.  How often do you experience your symptoms?



(  Constantly (76-100% of the time)

(  Occasionally (26-50% of the time)



(  Frequently (51-75% of the time)   

(  Intermittently (1-25% of the time)
7.  How would you describe the type of pain?



(  Sharp

(  Numb


(  Dull


(  Tingly



(  Diffuse

(  Sharp with motion


(  Achy

(  Shooting with motion



(  Burning

(  Stabbing with motion



(  Shooting

(  Electric like with motion



(  Stiff


(  Other: ___________________

8.  How are your symptoms changing with time?  

(  Getting Worse
(  Staying the Same

(  Getting Better

9.  Using a scale from 0-10, 10 being the worst, how would you rate your problem?

(please circle)      0     1     2     3     4     5     6     7     8     9     10
10.  How much has the problem interfered with your work?


(  Not at all
 (  A little bit
  (  Moderately      (  Quite a bit     (  Extremely
11.  How much has the problem interfered with your social activities?


(  Not at all
 (  A little bit
  (  Moderately      (  Quite a bit     (  Extremely

12.  Who else have you seen for your problem?


(  Chiropractor

(  Neurologist

(  Primary Care Physician


(  ER Physician

(  Orthopedist
(  Massage Therapist


(  Physical Therapist

(  No one

(  Other ______________
13.  If you have seen a Chiropractor in the past, how long were you under care? 

       ____________________  When was you last visit? _______________________
14.  How long have you had this problem? ____________________________________________
15.  How do you think your problem began? ___________________________________________
16.  Do you consider this problem to be severe?

(  Yes

(  Yes, at times
(  No
17.  What aggravates your problem?

       _____________________________________________________________________________

18.  What concerns you the most about your problem and what does it prevent you from doing?

       _____________________________________________________________________________
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Confidential Member Application (continued)

19.  What is your:  

Height ___________  Weight ____________  Age _______ Occupation _______________
20.  How would you rate your overall health?


(  Excellent
 (  Very Good
    (  Good     (  Fair
   (  Poor
21.  What type of exercise do you do?


(  Strenuous
 (  Moderate
    (  Light     (  None

22.  Indicate if you have any immediate family members with any of the following:


(  Rheumatoid Arthritis
(  Diabetes
    (  Lupus


(  Heart Problems

(  Cancer
    (  ALS

23.  For each of the conditions listed below, place a check in the “past” column if you have had the condition in the past.  If you presently have a condition listed below, place a check in the “present” column.

Past 
Present


Past 
Present


Past 
Present

(
(  Headaches


(
(  High Blood Pressure
(
(  Diabetes
(
(  Neck Pain


(
(  Heart Attack

(
(  Excessive Thirst
(
(  Upper Back Pain

(
(  Chest Pains

(
(  Frequent Urination
(
(  Mid Back Pain

(
(  Stroke


(
(  Smoking/Tobacco Use
(
(  Low Back Pain

(
(  Angina


(
(  Drug/Alcohol Dependence
(
(  Shoulder Pain

(
(  Kidney Stones

(
(  Allergies
(
(  Elbow/Upper Arm Pain
(
(  Kidney Disorders

(
(  Depression
(
(  Wrist Pain


(
(  Bladder Infection

(
(  Systemic Lupus
(
(  Hand Pain


(
(  Painful Urination

(
(  Epilepsy
(
(  Hip Pain


(
(  Loss of Bladder Control
(
(  Dermatitis/Eczema/Rash
(
(  Upper Leg Pain

(
(  Prostate Problems

(
(  HIV/AIDS
(
(  Knee Pain


(
(  Abnormal Weight Gain/Loss

(
(  Ankle/Foot Pain

(
(  Loss of Appetite

(
(  Jaw Pain


(
(  Abdominal Pain


(
(  Joint Pain/Stiffness
(
(  Ulcer



(
(  Arthritis


(
(  Hepatitis



(
(  Rheumatoid Arthritis
(
(  Liver/Gall Bladder Disorder

(
(  Cancer


(
(  General Fatigue

For Females Only
(
(  Tumor


(
(  Muscular Incoordination
(
(  Birth Control Pills
(
(  Asthma


(
(  Visual Disturbances
(
(  Hormonal Replacement
(
(  Chronic Sinusitis

(
(  Dizziness


(
(  Pregnancy
(
(  Other:______________________________

24.  List all prescription medications you are currently taking.

____________________________________________________________________________________

25.  List all over-the-counter medications you are currently taking.

____________________________________________________________________________________

26.  List all surgical procedures you have had.

____________________________________________________________________________________
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Confidential Member Application (continued)

27.  What activities do you do at work?

(  Sit:


(  Most of the day

(  Half the day

(  A little of the day
(  Stand:

(  Most of the day

(  Half the day

(  A little of the day

(  Computer work:
(  Most of the day

(  Half the day

(  A little of the day
(  On the phone:
(  Most of the day

(  Half the day

(  A little of the day
28.  What activities do you do outside of work?

____________________________________________________________________________________

29.  Have you ever been hospitalized?

(  No
(  Yes
If yes, why ___________________________________________________________________________

30.  Dr. Jordan has discovered that the majority of his patients can recall between 5 and 10 past traumas that are crucial to understanding your current condition. Please list ANY traumas or injuries that you can remember. (Examples: birth trauma, childhood accidents, slips, falls, sports injuries, car accidents, and injuries at work.)  

1. _______________________________________________________________

2.  _______________________________________________________________

3.  _______________________________________________________________

4.  _______________________________________________________________

5.  _______________________________________________________________

6.  _______________________________________________________________

7.  _______________________________________________________________

8.  _______________________________________________________________

9.  _______________________________________________________________

10. _______________________________________________________________

31.  Anything else pertinent to your visit today? ____________________________________________
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Consent For Care / Financial Responsibility Agreement
Jordan Family Chiropractic is a Chiropractic facility, not a medical office.  As such, we do not treat medical conditions.  Our services are specific to the spine and conditions directly related to the spine.  Chiropractic specializes in the detection and correction of the Vertebral Subluxation Complex (VSC), the most common form of spinal malfunction.  The VSC is a condition in which misalignments of the spine produce nerve interference.  Since the nervous system controls and coordinates the healing process of ALL tissues, organs, and systems in the body, interference to the nervous system through VSC can cause malfunction and ill-health. 

By giving consent to the following services you are indicating that you would like to pursue Chiropractic care to optimize spinal health and normal nerve function.

SPINAL EXAMINATION- We use state of the art computerized equipment to analyze the spine for nerve and muscle stress, asymmetry, and malfunction. These tests are non-invasive and 100% safe.  Through the course of your care, periodic exams will be done to monitor change.
________ I give consent to the exam procedure and process.

Initial here           

X-RAYS – X-rays allow us to see the exact level of the VSC (Vertebral Subluxation Complex).  They are crucial to understanding the severity of the spinal condition, which helps us determine not only if we can help you but also how long it may take.  The use of a computerized high-frequency X-ray system accompanied by filters keeps radiographic exposure to an absolute minimum. 

_________  I give consent to the X-ray procedure and process. *(I am not pregnant.)

Initial here  * Note: We do not x-ray women who are pregnant or who may be pregnant.  If you think you might be pregnant please inform the staff or Dr. Jordan.

SPINAL ADJUSTMENTS – Correction of the VSC is done through the process of spinal adjustments. Spinal adjustments are specific forces applied to the spine, by hand or instrument, designed to restore normal nerve function.  We do not offer to diagnose or treat any disease or condition other than the VSC (Vertebral Subluxation Complex).  If during the course of your care we encounter unusual findings that need to be addressed by another specialist, we will advise you. 

__________ I give consent to the spinal adjustments procedure.

Initial here 

I authorize Jordan Family Chiropractic to perform the procedures described above, which I have initiated.  I understand that the charges for these services will be applied to my account as they are performed and accept responsibility for the payment of these services.  I also agree to pay at the time the services are rendered unless prior arrangements have been made.  I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment.  I understand that insurance is not a guarantee of payment and that I am responsible for any fees or services not covered under my insurance plan.  
I hereby authorize the doctor of Chiropractic and whomever they may designate as their assistants to administer care as they so deem necessary and I also authorize the release of any information acquired in the course of my examination or care.  I certify that the information in this entire intake form is true and correct.  I accept responsibility for all court costs and attorney fees should collection proceedings become necessary.  I also understand that because each individual is uniquely different, there can be no guarantee as to the results of my care.

Patient Signature __________________________________________________ Date ___________________

Minor/Dependent Patient (print name) _________________________________ Date ___________________

Parent/Guardian Signature __________________________________________ Date ___________________
JORDAN FAMILY CHIROPRACTIC

THIS NOTICE DESCRIBES HOW CHIROPRACTIC AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

    In the course of your care as a patient at Jordan Family Chiropractic we may use or disclose personal and health related information about you in the following ways:

· Your personal or health information, including your clinical records may be disclosed to another health care provider or hospital if it is necessary to refer you for further diagnosis, assessment or treatment.  This information may be disclosed to a third party for the purpose of the billing of your records and/or visit.  These parties may include your insurance carrier, PPO, HMO, or your employer if they are or may be responsible for the payment of your services.

· We may use your name, address, phone number and/or your health care records to contact you regarding appointment reminders, rescheduling, and information about alternatives to your present care, or other special events related to our office that maybe of interest to you.  If you are not at home to receive an appointment reminder, a message may be left on your answering machine or voicemail.

Under federal law, we are also permitted or required to use or disclose your health information without your consent or authorization in the following circumstances:

· If we are providing health care services to you based on the orders of  

another health care provider.

· If we provide health care services to you in an emergency.

· If we are required by law to provide care to you and we are unable to obtain your consent after attempting to do so.

· If we are ordered by the courts or another appropriate agency.

     Any use or disclosure of your protected health information, other than as outlined above will only be made upon your written authorization.  We normally provide information about your health to you in person at the time you receive chiropractic care from us.  We may also mail information to you regarding your health care or about the status of your account.  If you would like to receive this information at an address other than your home, or if you would like the information in a different form, please advise us in writing as to your preferences.

You have the right to inspect and/or copy your health information for seven years from the date that the record was created or as long as the information remains in our files.  In addition you have the right to request an amendment to your health information.  Requests to inspect copy or amend your health related information should be provided to us in writing.  We are required by state and federal law to maintain the privacy of your patient file and the health protected information therein.  We are also required to provide you with this notice of our privacy practices with respect to your health information.  We are further required by law to abide by the terms of this notice while it is in effect.  We reserve the right to amend the terms of this privacy notice.  If changes are made to our privacy notice we will notify you in writing as soon as possible following the changes.  Any changes in our privacy notice will apply to all of your health information in our files.  

    This notice is effective as of __________.  This notice and any alterations or amendments made hereto will expire seven years after the date upon which the record was created.  

___________________________              _______________________________    ________________

Name (Please Print)                                    Signature                                                  Date

Forms JFC113 “Open Adjusting” Disclosure statement.inc compliance with HIPPA-March 03
For office use only


Patient#____________________


I.E. ___________Adj_________


X-rays_____________________


File Type__________________





Who may we thank for referring you to our office?____________________________











