Clermont Chiropractic Life Center

1705 East State Road 50 Clermont, Florida 34711 352-394-7577

NEW PATIENT APPLICATION

Clermont Chiropractic Life Center

1705 East State Road 50 Clermont, Florida 34711 352-394-7577

NEW PATIENT APPLICATION

Last Name: _______________________ First Name: ________________________MI_____ Date___________

Nick Name: __________________ Date of Birth: ______/______/________ SS#_______-______-_________


(needed for insurance billing only)

Address: _______________________________________________________________________ Apt #______

City: _____________________  State: ______  Zip: __________  Phone: ________-________-___________

Age: ______Sex: ______ Height: ________Weight:________  E-Mail Address: _________________________

Driver’s License #:_____________________________    Marital Status: Married   Single   Divorced   Widowed

Occupation:_____________________________   Employer:_________________________________________

Are you a year round resident of Central FL?   Y   or   N    if no, when and Where:_____________________

Insurance Co: ___________________________________ Insurance ID #______________________________
(please give insurance card and drivers license to front desk for copying)

Name of Policy Holder: ____________________________ Policy Holder's Date of Birth _____/_____/______
Emergency Contact

Last Name: __________________________________ First Name: _______________________ 

Phone  ________-________-___________   Relationship to Patient: __________________________________

Is the purpose of this appointment related to: 
☐Work comp 
☐Auto 
☐ N/A
Date of Accident: _____________________________  

List any medications, vitamins, supplements, etc. (prescription & non-prescription, how many, how often): __________________________________________________________________________________________
__________________________________________________________________________________________
In general would you say your overall health right now is: ☐Excellent ☐Very Good ☐Good ☐Fair ☐Poor
How much have your symptoms interfered with your usual daily activities? (including work outside the home and housework) ☐Not at all    ☐A little bit    ☐Moderately    ☐Quite a bit    ☐Extremely
YOUR GOALS (Please circle all of your interests)

Chiropractic      Scoliosis Reduction      Nutrition/Weight Loss     Wellness
Problem Area #1 (Please list ONLY your PRIMARY complaint)
The pain is located where? ____________________________________________________________________

The pain started when? ______________________________________________________________________

What caused it (what were you doing when you first noticed it)? ______________________________________

On a scale of 1-10 rate your pain:  no pain  1    2   3   4   5   6   7   8   9   10    severe pain  

How would you describe the pain?(circle all that apply ) dull  achy   sharp  stabbing  burning  pins and needles

The pain is made BETTER by: ________________________________________________________________ 

The pain is made WORSE by: _________________________________________________________________

Frequency of pain:
☐0-25% 
 ☐26-50%  
☐51-75%
 ☐76-100%

Is there radiating pain, tingling, or numbness   Y / N (if so where? ____________________________________

The pain is:    Getting Better        Getting Worse          Not Changing

Additional Area # 2 (Please list ONLY your SECONDARY complaint)
The pain is located where? ____________________________________________________________________

The pain started when? ______________________________________________________________________

What caused it (what were you doing when you first noticed it)? ______________________________________

On a scale of 1-10 rate your pain:  no pain  1    2   3   4   5   6   7   8   9   10    severe pain  

How would you describe the pain?(circle all that apply ) dull  achy   sharp  stabbing  burning  pins and needles

The pain is made BETTER by: ________________________________________________________________ 

The pain is made WORSE by: _________________________________________________________________

Frequency of pain:
☐0-25% 
 ☐26-50%  
☐51-75%
 ☐76-100%

Is there radiating pain, tingling, or numbness   Y / N (if so where? ____________________________________

The pain is:    Getting Better        Getting Worse          Not Changing

Additional Area # 3 (Please list ONLY your THIRD complaint)
The pain is located where? ____________________________________________________________________

The pain started when? ______________________________________________________________________

What caused it (what were you doing when you first noticed it)? ______________________________________

On a scale of 1-10 rate your pain:  no pain  1    2   3   4   5   6   7   8   9   10    severe pain  

How would you describe the pain?(circle all that apply ) dull  achy   sharp  stabbing  burning  pins and needles

The pain is made BETTER by: ________________________________________________________________ 

The pain is made WORSE by: _________________________________________________________________

Frequency of pain:
☐0-25% 
 ☐26-50%  
☐51-75%
 ☐76-100%

Is there radiating pain, tingling, or numbness   Y / N (if so where? ____________________________________

The pain is:    Getting Better        Getting Worse          Not Changing

In the past week, how much has your pain interfered with your daily activities (e.g., work social activities, or household chores)?:  no pain  1    2   3   4   5   6   7   8   9   10    severe pain  

Any other problems with muscles, bones, or joints other than stated on previous page? ☐No ☐Yes

Other Concerns: 

_________________________________________________________________________________________

What doctors have seen you for these conditions? _________________________________________________

What did they do? __________________________________________________________________________

When was your last visit to a chiropractor? _____________________        Did it help? ____________________

Have you had spinal x-rays, MRI, CT scan for your area(s) of complaint?

☐No
☐Yes

Date(s) Taken____________________  What areas were taken?______________________________________

Are there any other injuries to your spine, minor or major, that your doctor should know about? ____________________________________________________________________________________________________________________________________________________________________________________

*PLEASE MARK an X on the picture where you have pain or other symptoms.
[image: image1.png]CONFIDENTIAL PATIENT HEALTH RECORD

Date:
PERSONAL HISTORY

Name: Birth Date: Age
Address Sex: Male / Female

ciy State:__ Zip Home Phone:

Social Secuy #, Cel Phone:

Driver's License #

E-mall Address:

Business Employer:

Fax#,

Ocaupation:

Name of Spouse,

Type of Work

Referred To This Office By:

Business Phone:
Spouse's Employer.

Names & Ages of Chidren:

Name & Number of Emergency Contact:

Relatonship.

Who is Responsible for your bil, youand T Spouse

Personal Health Insurance Carrier:

Insured Person's Name:

O Worker's Comp

O Auto Insurance 01 Medicare 01 Medicaid
Health Card ID #

Growp #

Insured Person’s Date of Bith:

Insured Person’s Social Securiy

Have You Had Previous Chiropratic Care?.
Name of Previous Chiropractor:

Amount of Time Under Care of a Chiropractor?

CURRENT HEALTH CONDITION

Chief Complaint (why youre her today)

*PLEASE OUTLINE ON THE DIAGRAM THE AREA OF DISCOMFORT*

) ) =)

When did this condition begin?.

Has it ever o

rredbefore? O Yes O No

Is condition: 1 Auto Related 1 Work Related ] Other

Explain:

Dateof.

Time of Accident
ComplaintPain Onset Date:

I Work: Have youiled an injury report with your employer? [1 Yes CINo

Claim #

dent:





PERSONAL HISTORY
____ Auto Accidents




____Prostate problems

____ 0-1 year ago




____Menstrual problems

____ 2-3 years ago




____Urinary problems

____ 4 years ago




____Currently Pregnant,  # Weeks ___________

____ Loss of Balance




____Abnormal weight
☐Gain
☐Loss

____ Alcohol/Drug Dependence



____Marked morning pain/stiffness

____Recent Fever





____Pain unrelieved by position or rest

____Diabetes





____Pain at night

____High blood pressure




____Visual disturbances

____Stroke (Date)_______________________



____Surgeries ________________________________

____Corticosteroid use (Cortisone, Prednisone, etc.)
____Cancer/Tumor (Explain)__________________________

____Taking birth control pills



____Osteoporosis

____Dizziness/Fainting




____Epilepsy/Seizures

____Numbness in groin/buttocks



____Other Health problems (Explain) __________________
SOCIAL HISTORY 

1. Smoking: ☐ Cigars
☐Pipe
☐Cigarettes _____________
☐ Daily
☐ Weekends
☐ Occasionally
☐ Never

2. Alcoholic Beverages: _______________________________________
☐ Daily
☐ Weekends
☐ Occasionally
☐ Never

3. Recreational Drug Use: ____________________________________
☐ Daily
☐ Weekends
☐ Occasionally
☐ Never

4. Hobbies – Recreational Activities – Exercise Routine:  How doe your present problem affect the following?

IDENTIFY TYPE: (golfing, swimming, running)


Effect:

_________________________________
☐ No Effect
☐ Painful (can do)      ☐Painful (Limits)
☐ Unable to perform 

_________________________________
☐ No Effect
☐ Painful (can do)      ☐Painful (Limits)
☐ Unable to perform 

FAMILY HISTORY
Does anyone in your family suffer with the same condition?  ☐ Yes   ☐ No  Who: ________________________________________
Any other hereditary conditions the doctor should be aware of? ☐ Yes   ☐ No  __________________________________________
Mother’s History: ☐ High Blood pressure ☐ Diabetes ☐ Cancer ☐Heart Problems/Stroke   ☐ Rheumatoid Arthritis
Father’s History: ☐ High Blood pressure ☐ Diabetes ☐ Cancer ☐Heart Problems/Stroke   ☐ Rheumatoid Arthritis
WORK ACTIVITIES
1. Hours worked per day:  _______ Days per week: _______ Does your job require lifting?  ☐ Yes   ☐ No

If yes, what is the maximum required?  ☐ Min (<5lbs)    ☐ Light (5-20lbs)   ☐ Med (20-50lbs)☐ Heavy (>50lbs)

Lifting frequency:  ☐ Constant (66-100% of Day)    ☐ Frequent (33-65 % of Day)    ☐ Occasional (0-32% of day)

2. Repetitive Activities:

Computer:  ___ hrs/day  Grasping:  ___ Hrs/day Hand tools:  ___ hrs/day   Machinery: ___hrs/day

Assembly:  ___ hrs/day   Phone:  ___ Hrs/day    Other: ________________________________________________hrs/day

3. Impact of current condition on work capacity:  ☐ No effect   ☐Painful    ☐ Limits    ☐ Unable to work
DAILY ACTIVITIES:  Effects of Current conditions On Performance
	Bending      
	 FORMCHECKBOX 
 No Effect
	 FORMCHECKBOX 
 Painful (can do)
	 FORMCHECKBOX 
Painful (Limits)
	 FORMCHECKBOX 
 Unable to Perform

	Doing computer Work             
	 FORMCHECKBOX 
 No Effect
	 FORMCHECKBOX 
 Painful (can do)
	 FORMCHECKBOX 
Painful (Limits)
	 FORMCHECKBOX 
 Unable to Perform

	Gardening                    
	 FORMCHECKBOX 
 No Effect
	 FORMCHECKBOX 
 Painful (can do)
	 FORMCHECKBOX 
Painful (Limits)
	 FORMCHECKBOX 
 Unable to Perform

	Playing Sports                          
	 FORMCHECKBOX 
 No Effect
	 FORMCHECKBOX 
 Painful (can do)
	 FORMCHECKBOX 
Painful (Limits)
	 FORMCHECKBOX 
 Unable to Perform

	Recreation Activities 
	 FORMCHECKBOX 
 No Effect
	 FORMCHECKBOX 
 Painful (can do)
	 FORMCHECKBOX 
Painful (Limits)
	 FORMCHECKBOX 
 Unable to Perform

	Shoveling 
	 FORMCHECKBOX 
 No Effect
	 FORMCHECKBOX 
 Painful (can do)
	 FORMCHECKBOX 
Painful (Limits)
	 FORMCHECKBOX 
 Unable to Perform

	Sleeping  
	 FORMCHECKBOX 
 No Effect
	 FORMCHECKBOX 
 Painful (can do)
	 FORMCHECKBOX 
Painful (Limits)
	 FORMCHECKBOX 
 Unable to Perform

	Watching TV
	 FORMCHECKBOX 
 No Effect
	 FORMCHECKBOX 
 Painful (can do)
	 FORMCHECKBOX 
Painful (Limits)
	 FORMCHECKBOX 
 Unable to Perform

	Dressing
	 FORMCHECKBOX 
 No Effect
	 FORMCHECKBOX 
 Painful (can do)
	 FORMCHECKBOX 
Painful (Limits)
	 FORMCHECKBOX 
 Unable to Perform

	Lifting
	 FORMCHECKBOX 
 No Effect
	 FORMCHECKBOX 
 Painful (can do)
	 FORMCHECKBOX 
Painful (Limits)
	 FORMCHECKBOX 
 Unable to Perform

	Pushing
	 FORMCHECKBOX 
 No Effect
	 FORMCHECKBOX 
 Painful (can do)
	 FORMCHECKBOX 
Painful (Limits)
	 FORMCHECKBOX 
 Unable to Perform

	Rolling Over
	 FORMCHECKBOX 
 No Effect
	 FORMCHECKBOX 
 Painful (can do)
	 FORMCHECKBOX 
Painful (Limits)
	 FORMCHECKBOX 
 Unable to Perform

	Sitting
	 FORMCHECKBOX 
 No Effect
	 FORMCHECKBOX 
 Painful (can do)
	 FORMCHECKBOX 
Painful (Limits)
	 FORMCHECKBOX 
 Unable to Perform

	Standing
	 FORMCHECKBOX 
 No Effect
	 FORMCHECKBOX 
 Painful (can do)
	 FORMCHECKBOX 
Painful (Limits)
	 FORMCHECKBOX 
 Unable to Perform

	Working
	 FORMCHECKBOX 
 No Effect
	 FORMCHECKBOX 
 Painful (can do)
	 FORMCHECKBOX 
Painful (Limits)
	 FORMCHECKBOX 
 Unable to Perform

	Climbing Stairs
	 FORMCHECKBOX 
 No Effect
	 FORMCHECKBOX 
 Painful (can do)
	 FORMCHECKBOX 
Painful (Limits)
	 FORMCHECKBOX 
 Unable to Perform

	Driving
	 FORMCHECKBOX 
 No Effect
	 FORMCHECKBOX 
 Painful (can do)
	 FORMCHECKBOX 
Painful (Limits)
	 FORMCHECKBOX 
 Unable to Perform

	Reading
	 FORMCHECKBOX 
 No Effect
	 FORMCHECKBOX 
 Painful (can do)
	 FORMCHECKBOX 
Painful (Limits)
	 FORMCHECKBOX 
 Unable to Perform

	Running
	 FORMCHECKBOX 
 No Effect
	 FORMCHECKBOX 
 Painful (can do)
	 FORMCHECKBOX 
Painful (Limits)
	 FORMCHECKBOX 
 Unable to Perform

	Sitting to Standing
	 FORMCHECKBOX 
 No Effect
	 FORMCHECKBOX 
 Painful (can do)
	 FORMCHECKBOX 
Painful (Limits)
	 FORMCHECKBOX 
 Unable to Perform

	Walking
	 FORMCHECKBOX 
 No Effect
	 FORMCHECKBOX 
 Painful (can do)
	 FORMCHECKBOX 
Painful (Limits)
	 FORMCHECKBOX 
 Unable to Perform


FEMALES ONLY
1st day of your last menstrual cycle: _______________________  Are you Pregnant?  ☐ Yes   ☐ No   Due Date:  ____________________________

Number of pregnancies: __________  Number of Children:  ___________   Type of birth:  ☐ Natural    ☐ Cesarean Section

REGARDING: Chiropractic Adjustments, Modalities, and Therapeutic Procedures:

I have been advised that chiropractic care, like all forms of health care, holds certain risks. While the risks are most often very minimal, in rare cases, complications such as sprain/strain injuries, irritation of a disc condition, and although rare, minor fractures, and possible stroke, which occurs at a rate between one instance per one million to one per two million, have been associated with chiropractic adjustments.  

Treatment objectives as well as the risks associated with chiropractic adjustments and, all other procedures provided at Clermont Chiropractic Life Center have been explained to me to my satisfaction and I have conveyed my understanding of both to the doctor. After careful consideration, I do hereby consent to treatment by any means, method, and or techniques, the doctor deems necessary to treat my condition at any time throughout the entire clinical course of my care.  

REGARDING: X-rays/Imaging Studies 

FEMALES ONLY ( please read carefully and check the boxes, include the appropriate date, then sign below if you understand and have no further questions, otherwise see our receptionist for further explanation. 

( The first day of my last menstrual cycle was on _______-_______-​__________​​​____  Date
( I have been provided a full explanation of when I am most likely to become pregnant, and to the best of my knowledge, I am not pregnant. By my signature below I am acknowledging that the doctor and or a member of the staff has discussed with me the hazardous effects of ionization to an unborn child, and I have conveyed my understanding of the risks associated with exposure to x-rays. After careful consideration I therefore, do hereby consent to have the diagnostic x-ray examination the doctor has deemed necessary in my case. 

Patient Consent for Use and Disclosure of Protected Health Information
I hereby give my consent for Clermont Chiropractic Life Center (CCLC) to use and disclose protected health information (PHI) about me to carry out treatment, payment, and health care operations (TPO).  I have the right to review the Notice of Privacy Practices prior to signing this consent.   CCLC reserves the right to revise its Notice of Privacy Practices. I have the right to request that CCLC restrict how it uses or discloses my PHI to carry out TPO.   With this consent, CCLC may call, mail or email me PHI in reference to matters that assist in carrying out TPO, such as appointment reminders, patient statements, and insurance items pertaining to my care.   There are times when individuals other than staff may see me receive treatment at the clinic or overhear discussions of my condition or my insurance. I consent to others perceiving these interactions at the clinic. If additional privacy is required, I will inform the clinic staff.   I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior consent. If I do not sign this consent, or later revoke it, CCLC may decline to provide treatment to me. 
☐ I authorize and direct Clermont Chiropractic Life Center to Release copies of my medical records, x-rays, exam results and any other protected health information:

☐ I authorize and direct Clermont Chiropractic Life Center to Request copies of my medical records, x-rays, exam results and any other protected health information :

This authorization is given pursuant to Florida Statute 456.057 and HIPPA regulations.  Any third party that receives protected health information is prohibited from further disclosing any information contained in the medical records without the consent of the patient or the patient’s legal guardian.

I understand and agree that health and accident insurance policies are an arrangement between the insurance company and myself. I understand that the doctor’s office will prepare any necessary reports and forms to assist me in making collections from the insurance company and that any amount authorized to be paid directly to the doctor’s office will be credited to my account on receipt. However, 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 also understand that if I suspend or terminate my care and treatment, any fees for professional services rendered to me will be immediately due and payable.  I herby authorize the doctor to examine and treat my conditions he deems appropriate through the use of Chiropractic health care, and I give authority for these procedures to be preformed. It is understood and agreed the amount paid the doctor for radiographs is for examination only and the radiographs will remain the property of the office. The patient also agrees the he/she is responsible for all bills incurred at the office. The doctor will not be held responsible for any pre-existing medically diagnosed conditions nor for any medically diagnosis.

I certify to the best of my knowledge, the above information is complete and accurate, If the health plan information is not accurate, or if I am not eligible to receive a health care benefit through this practitioner, I understand that I am liable for all charges for services rendered and I agree to notify this practitioner immediately whenever I have changes in my health condition or health plan coverage in the future, I understand that my chiropractor may need to contact my physician if my condition needs to be co-managed, Therfore, I give authorization to my chiropractor to contact my physician, if necessary.

Patient’s Name: __________________________________Signature:_____________________________ Date: ____________________
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Patient Initials: _________   DOB:___________  
Date: __________
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