Welcome to Hogan Chiropractic

PATIENT REGISTRATION

BASIC INFORMATION

NAME________________________________________________DATE___________

ADDRESS_____________________________________CITY__________ZIP______

PHONE(___)____________CELL(___)__________SSN____________DOB________

SEX:  
 M         F
AGE___________  ⁭MINOR    
NUMBER OF CHILDREN____
OCCUPATION__________________ EMPLOYER NAME_________________________
EMPLOYER ADDRESS_____________________CITY/ZIP___________PHONE______

Email Address:__________________________   Authorize Email?​​​   Y      N
MARITAL STATUS:  ⁭SINGLE                ⁭MARRIED         ⁭WIDOWED       

        ⁭SEPARATED         ⁭DIVORCED       ⁭PARTNERED FOR ___ YRS

SPOUSE’S NAME__________________ EMERGENCY CONTACT__________________

ADDRESS________________________CITY/ZIP______________PHONE_________

REFERRED BY________________________ ⁭YELLOW PAGES  ________________  ⁭NEWSPAPER  ⁭MAGAZINE_________________  ⁭INTERNET__________________  ⁭YAHOO     ⁭GOOGLE   ⁭CITY SEARCH  ⁭OTHER____________________________
INSURANCE INFORMATION
INSURANCE COMPANY__________________________________________________
PHONE(___)__________GROUP#_____________MEMBER ID#_________________
PATIENT CONDITION

Reason for visit______________________________________________________
If injured, did it occur   ⁭at work  ⁭in auto accident   ⁭at home   ⁭other_________
How did the injury occur_______________________________________________
Is your condition getting worse  ⁭yes  ⁭no   Pain Level (10 being the worst) _____
Mark an X on the picture where you continue to have pain.
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Comments____________________________________________________________________________________________________________________________________________________________________________

SYMPTOMS
Check symptoms you have noticed: Use N if problem is Now or Use P if in the Past.
(  ) Headaches

(  ) Head feels heavy

(  ) Light headed

(  ) Loss of balance

(  ) Dizzy

(  ) Nervous

(  ) Fatigue
(  ) Loss of hearing
(  ) Blurred vision
(  ) Chest pain
(  ) Pain in shoulder
(  ) Muscle spasm in shoulder
(  ) Pain in neck
(  ) Stiff neck
(  ) Muscle spasm in shoulder
(  ) Pain in arm and hand
(  ) Pins and needles in arms/hands
(  ) Loss of grip strength
(  ) Mid back pain
(  ) Pain between shoulders
(  ) Low back pains
(  ) Low back muscle spasms
(  ) Pain into buttocks   
(  ) Pain into thigh
(  ) Pain down leg
(  ) Pain in ankle
(  ) Pain in foot

Today’s pain or problem started when_____________________________________
Is your pain:     ⁭sharp    ⁭dull    ⁭throbbing    ⁭numbness    ⁭aching    ⁭cramps  ⁭shooting    ⁭burning    ⁭tingling    ⁭stiffness   ⁭swelling   ⁭other_______________
What activities aggravate your condition___________________________________
What activities lessen your condition______________________________________
If your condition is worse during certain times of the day, when?________________
Is this condition interfering with work _________ sleep_________ routine________
Other doctors seen for this condition______________________________________
Any home remedies____________________________________________________
Past Surgeries? _______________________  Past Auto Accidents?_______________
Previous serious illness: cancer_______________fractures_____________________
Are you pregnant? ⁭yes  ⁭no    If yes, due date____________________________
Place a mark in the box if you have had any of the following:

⁭AIDS/HIV

⁭Alcoholism

⁭Allergy Shots

⁭Anemia

⁭Anorexia

⁭Appendicitis

⁭Arthritis

⁭Asthma

⁭Bleeding Disorders

⁭Breast Lump

⁭Bronchitis

⁭Bulimia

⁭Cancer

⁭Cataracts

⁭Chemical Dependency

⁭Chicken Pox

⁭Constipation

⁭Diabetes

⁭Emphysema

⁭Epilepsy

⁭Fractures

⁭Gastric Reflux

⁭Glaucoma

⁭Goiter

⁭Gonorrhea

⁭Gout

⁭Heart Disease

⁭Hepatitis

⁭Hernia

⁭Herniated Disk

⁭Herpes

⁭High Cholesterol

⁭Kidney Disease

⁭Liver Disease

⁭Measles

⁭Migraine Headaches

⁭Miscarriage

⁭Mononucleosis

⁭Multiple Sclerosis

⁭Mumps

⁭Osteoporosis

⁭Pacemaker

⁭Parkinson’s Disease

⁭Pinched Nerve

⁭Pneumonia

⁭Polio

⁭Prostate Problem

⁭Prosthesis

⁭Psychiatric Care

⁭Rheumatoid Arthritis

⁭Rheumatic Fever

⁭Scarlet Fever

⁭Stroke

⁭Suicide Attempt

⁭Thyroid Problems

⁭Tonsillitis

⁭Tuberculosis
⁭Tumors, Growths

⁭Typhoid Fever

⁭Ulcers

⁭Vaginal Infections

⁭Venereal Disease

⁭Whooping Cough

⁭Other___________________________________________________________________

EXERCISE: ⁭NONE  ⁭MODERATE  ⁭DAILY  ⁭HEAVY
WORK ACTIVITY: ⁭SITTING  ⁭STANDING  ⁭LIGHT LABOR  ⁭HEAVY LABOR

HABITS:

⁭SMOKING PACKS/DAY_____    ⁭COFFEE/CAFFEINE DRINKS or CUPS/DAY________
⁭ALCOHOL DRINKS/WEEK____   ⁭HIGH STRESS LEVEL,  REASON_______________
MEDICATIONS________________________________________________________
ALLERGIES___________________________________________________________

VITAMINS/HERBS/MINERALS____________________________________________

If you are accepted as a patient you are expected to pay at the end of each visit unless other arrangements are approved.  

Date_____________Patient/ Parent’s Signature_____________________________

This office will gladly prepare medical claim forms, but we cannot render services on the assumption that our charges will be paid by an insurance company. You are responsible for payment whether or not paid by insurance.

ASSIGNMENT OF BENEFITS AND POWER OF ATTORNETY TO CASH CHECKS

I, the undersigned, do hereby authorize payment directly to the office below, the benefits of my coverage, if any, otherwise payable to me for services but not to exceed the customary charge for those services. If these payments are made out to me I grant unto the office below as attorney the full power and authority in my name and stead to endorse any and all checks and drafts or money orders. I hereby authorize the doctor to release all information necessary to secure payment of benefits. A photocopy of this assignment shall be valid.
Date_____________Patient’s Signature___________________________________

PATIENT’S AFFIRMATION OF RECEIPT OF PATIENT’S STATEMENT OF PRIVACY RIGHTS

I hereby acknowledge receipt of this office’s Statement of Privacy Rights, provided on my behalf and in accordance with law and have read and understand my rights to privacy and security of Personal Health Information, as a patient of this practice.

Affirmed,

Patient Name ____________________________________________Date______________

AUTO AND OTHER ACCIDENTS-NOTICE OF LIEN TO ATTORNEY  (Auto Accident Patients only)
I hereby authorize and direct you, my attorney, to pay directly to said doctor such sums as may be due and owing him for medical service rendered me both by reason of this accident and by reason of any other bills that are due his office and to withhold such sums from and settlement, judgment or verdict as may be necessary to adequately protect said doctor. And I hereby further give a Lien on my case to said doctor against any and all proceeds of my settlement, judgment or verdict which may be paid to you, my attorney, or myself, as the result of which I have been treated or injuries in connection therewith.
I agree never to rescind this document and that a rescission will not be honored by my attorney. I hereby instruct that in the event another attorney is substituted in this matter, the new attorney honor this lien as inherent to the settlement and enforceable upon the case as if it were executed by him I have received a copy of this document.

Date_____________Patient’s Signature___________________________________
The undersigned being attorney of record for the above patient does hereby agree to observe all the terms of the above and agrees to withhold such sums from ant settlement, judgment, or verdict, as may be necessary to adequately protect said doctor above named. Attorney further agrees that in the event this lien is litigated that the prevailing party will be awarded attorney fees and costs.

Date_____________Patient’s Signature___________________________________





















