
[image: image1.emf]  Kelly Chiropractic     Patient Signature:____________________________   Mark the diagram and indicate your type of pain.         A = Ache    S = Stabbing   B = Burning   T = Ti ngling   N= Numbness  P=Pins/Needles                               Do Not Write Below this Area    

Rate your pain      0       1        2        3      4       5       6       7     8       9       10  

Circle any that apply to your history   Headaches                    Recent surgery          Bladder problems   Smoker                         Disc Problems   Dizziness                      Diabetes                   Arthritis   Cancer                              High  blood pressure    Eye problems           Bowel problems   Menstrual Problems   Trouble breathing         Ear problems            Insomnia   Prostate Problems         Recent Fever              Heart problems        Fatigue   Other: __________________________                                       

Are you taking medication?   1._______________________________   2._______________________________   3._______________________________  

When did your symptoms begin?   _________________________________________  

Describe how your injury occurred .   ________ _________________________________ _________________________________________ _________________________________________ _________________________________________    

Are your Symptoms…?   Getting Better         Unchanged      Getting Worse  

What aggravates your  pai n?   Twisting      Turning head     Sitting   Lying down      Standing       Lifting   Coughing         Bending   Walking  What relieves your pain?   Pain Killers           Lying Down       Standing        Pain rub   Sitting                   Bending   Ice          Walking   Hot shower    T wisting       Other:________________  

Area of Subluxation  

Cervical ROM                            Normal(N)/ ↑/↓      Pain Present(Y/N )              Flexion                 _____          _____    Extension   _____   _____     R. Lat Flex   _____   _____   L. Lat. Flex.   _____   _____   R. Rotation   _____   _____   L. Rotation   _____   _____    

Lumbar ROM                            Normal(N)/↑/↓      P ain Present(Y/N )   Flexion                  _____               _____   Extension   _____   _____   R. Lat. Flex   _____   _____   L. Lat Flex.   _____   _____  

 Kelly Chiropractic

Patient Name:_________________________

Informed Consent

What is a Chiropractic adjustment?

The Doctor will use his hands or a mechanical device to adjust/manipulate or move the joints of your body.  This may cause an audible “click” or “pop” in the joint and you may experience a sense of movement.

What are the types of risks involved with an adjustment?

As with any type of health care procedure, certain complications may arise.  These complications include but are not limited to: fracture, disc injury, dislocation, muscle strain, bruising, residual pain and paralysis.  Manipulation of the neck has been associated with injury to the arteries in the neck leading to stroke and death.

What are the probability of these risks occurring?

Residual pain is the most likely of the above to occur.  Disc injury, dislocation, strains and bruising are complications that stand a less quantitative chance of occurring, although exact figures are not available.  Fractures are rare occurrences which generally result from some underlying weakness to the bone.  Stroke resulting from neck manipulation has been the subject of great debate within and out of the profession with one prominent authority* saying that there is a one-in-a-million chance of such an outcome.  Physical examination or radiographs (if needed) will be performed to screen for any underlying or predisposing risk factors, which will further decrease the chance of complication from arising.

I have read and have had any question answered concerning the above to my satisfaction.  I have also had adequate explanation concerning addition therapies such as, but not limited to, distraction therapy, ultrasound and muscle stimulation.  By signing below I state that I have weighed the risks involved and have decided that it is in my best interest to undergo the treatment recommended.  Having been informed of the risks, I hereby give my consent to treatment.

Patient Signature:______________________________

Signature of Parent/Guardian:__________________________

Relationship to Patient:_________________________

Doctor Signature:________________________

*Haldermann, Scott, D.C., M.D.
Kelly Chiropractic

4425 Dutch Ridge Road

Brighton Twp., PA 15009
Payment Responsibilities of Patients 
  Patients with Health Insurance: You, the patient, are being treated in this office with your claims being processed through your health insurance.  Some insurance companies require covered parties to pay a deductible before the insurance company will cover their claims in full.  If you have not yet met your deductible, you will be responsible for all expenses until the deductible is met.  Co-pays are also the patient’s responsibility each office visit, as it is required by law.  You may also be responsible for certain other expenses not covered by your health insurance.

 Should the insurance company send reimbursement checks to you, you understand that this is payment to Kelly Chiropractic and should notify this office immediately.

 Being the covered party, by signing below, I understand that I will be responsible for all co-payments, deductibles and other services not covered by my insurance policy, in a timely manner when notified by Kelly Chiropractic.

   Patients Paying for Services without Health Insurance:  You understand that you are financially responsible for all services provided at this office and by signing below you agree to compensate Kelly Chiropractic for services provided, in a timely manner.  

***   Should there be a financial burden concerning repayment, you agree to contact Kelly Chiropractic to discuss a repayment plan within the first notification by our office.  Invoices are mailed the day we receive notice from the Insurance Company or the 15th of each month. *** 

   Bounced or redeposited checks are assessed a $25 fee.  Payments overdue by greater than one month are assessed a 10% late fee.  The second month an additional 10% fee is assessed.  Payments that are overdue by more than two months will be charged a 33.34% processing fee, all other fees necessary to recover the over due account and initiate the notification of a collection agency who will claim the overdue invoice on our behalf.   Your overdue account will be reported to the three major credit companies; TransUnion, Experion and Equifax.  This will negatively affect your credit rating. 

Patient Signature: __________________________Date:______________
INDIVIDUAL PATIENT’S AUTHORIZATION

This form is to confirm your authorization to use or disclose your protected health information.

Individual Patient’s Name: _________________________________________________

Address: _______________________________________________________________

Telephone Number: ___________________________

Patient Date of Birth: __________________________

Below are examples of types of information that you are authorizing the disclosure of:

Name, Address, Telephone number, Social Security Number, Date of Birth, Sex, Marital Status, Employment Information, Insurance Information, health status and any/all relevant information necessary to provide you with adequate healthcare and process insurance claims.  

These are the types of people or organizations that you are authorizing the disclosure to:

Doctors, Doctor’s Office Staff, Hospital Staff, Insurance Companies, Lawyers, Public Health Officials, Employer’s, Workers Compensation and any other type of people or organization that requires or is privileged to this information.

I have read and understand the contents of this authorization form and agree with all statements within.  I understand that by signing this form I am confirming my authorization to use/disclose any health information described in this form.

I understand that this authorization shall remain in effect until I notify Kelly Chiropractic in writing.

Signature: ______________________________ Date: _______________________

Patient’s Representative (Guardian, Spouse): _________________________________

                                                                                                                       (Print Name/Relationship)

                                                                                                 ____________________________________________

                                                                                                                         (Signature)

YOU HAVE THE RIGHT TO HAVE A COPY OF THIS INFORMATION AFTER YOU SIGN IT.
