Clermont Chiropractic Life Center

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

PLEASE PRINT ALL INFORMATION CLEARLY
Today’s Date ____________________
	Name: 













Date of Birth: 





Age: 


( Male
( Female 
Height: 

Feet

Inches


Weight: 

Pounds
Address: 






Home Tel # 



____










Cell # 







     City                        State                       Zip code                                        
E-Mail Address: 













Drivers License #: 





State: 




____


Emergency Contact: 




Phone # 



____



INSURANCE INFORMATION

	PLEASE PROVIDE TO THE FRONT DESK FOR COPYING
1. YOUR DIVER’S LICENSE  

2. YOUR AUTO INSURANCE CARD

    YOUR WORKER’S COMPENSATION INFORMATION

3. YOUR GENERAL HEALTH INSURANCE CARD
Auto/Worker’s Compensation Insurance Company: 





                  
Date of Accident: 





State Accident Occurred: 


     
Have you notified your Insurance Carrier:
( Yes

( No 

If yes, were you assigned a Claim Number:
( Yes

( No

If yes, Claim Number: 










     
IF NAME ON THE POLICY IS DIFFERENT THEN YOURS (Policy Holder Is: Parent, Spouse…)

Policy Holder's Name: 










     
Policy Holder's Date of Birth: 



Age: 


( Male
( Female
Health Insurance Company: 








                  
Policy Number: 




 Group # 





           

IF PATIENT IS DIFFERENT FROM POLICY HOLDER (Policy Holder Is: Parent, Spouse…)

Policy Holder's Name: 










     
Policy Holder's Date of Birth: 



Age: 


( Male
( Female


IS THERE AN ATTORNEY: 

( Yes

( No
IF YES, NAME OF ATTORNEY: 








         
CONTACT NUMBER: 









         

Clermont Chiropractic Life Center

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

IN ORDER FOR THIS OFFICE AND ITS PHYSICIANS TO BETTER HELP YOU
PLEASE COMPLETE THE FOLLOWING QUESTIONS
USE BACK OF PAGES IF FURTHER INFORMATION IS NEEDED

INJURIES DUE TO:
( MOTOR VEHICLE ACCIDENT








( I WAS DRIVER










( I WAS PASSENGER SITTING IN FRONT






( I WAS PASSENGER SITTING IN REAR
( I WAS WEARING SEATBELT





( SLIP AND FALL





( WORK RELATED INJURY

DATE OF ACCIDNET/INJURY: 








           

HOW DID ACCIDENT HAPPEN: 








          
If in vehicle:
Stopped:

( Yes
( No



Traveling Forward:
( Yes
( No
If yes: 


 MPH




Turning:

( Yes
( No
If yes: ( Right
( Left




Backing up:

( Yes
( No





[image: image1.png]





Mark area vehicle was hit:


Front




Rear 

POLICE RESPONDED: 

( Yes
( No

FIRE RESCUE/PARAMEDICS:
( Yes
( No

TRANSPORTED TO HOSPITAL BY AMBULANCE:
( Yes

( No


IF YES, NAME OF HOSPITAL: 







           

TREATMENT PROPVIDED: 







          
TOOK SELF TO HOSPITAL/WALK IN CLINIC:
( Yes

( No


IF YES, NAME OF HOSPITAL/CLINIC: 






          

TREATMENT PROPVIDED: 







          
FOLLOWED UP WITH MY DOCTOR:


( Yes

( No


IF YES, NAME OF YOUR DOCTOR: 






          

TREATMENT PROPVIDED: 







          
FOLLOWED UP WITH OTHER DOCTOR:

( Yes

( No


IF YES, NAME OF OTHER DOCTOR: 






          

TREATMENT PROPVIDED: 







          
Clermont Chiropractic Life Center

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

PLEASE LIST ALL OF YOUR CURRENT COMPLAINTS IN ORDER OF PRIORITY
USE BACK OF PAGE IF FURTHER INFORMATION IS NEEDED
*Pain Scale: Where “ 0 ” is No Pain and “ 10 ” is the Worse Pain Ever

Area

Constant/Intermittent
     Sharp/dull/burn…
        *0 to 10
  Radiating into/down

1. 


   


   


   

   

____   
2. 


   


   


   

   

____   

3. 


   


   


   

   

____   

4. 


   


   


   

   

____   

5. 


   


   


   

   

____   
6. 


   


   


   

   

____   
7. 


   


   


   

   

____   
8. 


   


   


   

   

____  

9. 


   


   


   

   

____   
10. 


   


   


   

   

____   
11. 


   


   


   

   

____   
12. 


   


   


   

   

____   
I HAVE DIFFICULTY PERFORMING ADL/ACTIVITIES OF DAILY LIVING
Carrying Groceries ……………………....
( No difficulty
( Difficulty performing

Sit to Stand ………………………………..
( No difficulty
( Difficulty performing
Climbing Stairs …………………………...
( No difficulty
( Difficulty performing
Pet Care …………………………………...
( No difficulty
( Difficulty performing
Driving …………………………………….
( No difficulty
( Difficulty performing
Working on Computer …………………...
( No difficulty
( Difficulty performing
Household Chores ………………………..
( No difficulty
( Difficulty performing
Sweeping/Vacuuming …………………….
( No difficulty
( Difficulty performing
Standing Washing Dishes ……………...…
( No difficulty
( Difficulty performing
Doing Laundry ……………………………
( No difficulty
( Difficulty performing
Taking Out the Garbage …………………
( No difficulty
( Difficulty performing
Lifting Child to Care For or Play With …
( No difficulty
( Difficulty performing
Reading/Concentration …………………..
( No difficulty
( Difficulty performing
Bathing Self ……………………………….
( No difficulty
( Difficulty performing
Getting Dressing ………………………….
( No difficulty
( Difficulty performing
Shaving …………………………………… 
( No difficulty
( Difficulty performing
Personal relations with significant other ..
( No difficulty
( Difficulty performing
Sleeping ……………………………………
( No difficulty
( Difficulty performing
Prolonged Sitting …………………………
( No difficulty
( Difficulty performing
Prolonged Standing ……………………… 
( No difficulty
( Difficulty performing
General Yard Work ……………………... 
( No difficulty
( Difficulty performing
Extended Walking ……………………….. 
( No difficulty
( Difficulty performing
Clermont Chiropractic Life Center

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

YOUR PAST MEDICAL HISTORY

USE BACK OF THIS PAGE IF NEEDED

High Blood Pressure:
( Yes

( No
Diabetic:


( Yes

( No
Heart Problems:

( Yes

( No
Lung Problems:

( Yes

( No 

Other medical problems:
( Yes

( No

If YES please LIST: 









          

Hospitalizations:

( Yes

( No

If YES please list DATE and REASON: 






          
Surgeries: 


( Yes

( No

If YES please list AREA and DATE: 


     



          
Previous Accidents:

( Yes

( No


If YES please list DATE and KIND: 






          

Allergies to medications:
( Yes

( No


If YES please ALL: 









          

Prescription medications taking: ( Yes
( No

If YES please ALL: 








                      

FAMILY HISTORY
Mother: ( Alive
( Healthy
She Has/Had: 
( High Blood Pressure
( Diabetes

  ( Deceased




( Heart 


( Lung







( Cancer
( Other: 


           
Father: ( Alive
( Healthy
He Has/Had: 
( High Blood Pressure
( Diabetes

 ( Deceased




( Heart 


( Lung







( Cancer
( Other: 


           
SOCIAL HISTORY
Marital Status: ( S
( M
( W
( D

Children:

( Yes
( No
If YES, Ages: 






          
Alcohol:  

( Yes
( No
If YES how much/often: 




          
Tobacco:

( Yes
( No
If YES how much/often: 




          
Recreational drugs:
( Yes
( No If YES how much/often: 



                      
Occupation/Job: 






( Full Time
( Part Time 

Workout/Exercise:
( Yes
( No
If YES, type of exercise/how often: 



          
FEMALES:
Last menstrual period: 




( Post-Menopausal
Are you pregnant:
( Yes
Due Date: 





          





If Yes, Last Seen by Doctor: 


         
( No

( I do not know
Clermont Chiropractic Life Center

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

This survey asks for your views about how your pain now affects how you function in everyday activities. This information will help you and your doctor know how you feel and how well your are able to do daily tasks at this time.  Please answer every question by marking an “X” along the line to show how your pain problems has affected you 

1. Does your pain interfere with your normal work inside and outside the home?

Work normally







          Unable to work at all
0----------1-----------2-----------3-----------4-----------5-----------6-----------7-----------8-----------9--------10

2. Does your pain interfere with personal care (such as washing, dressing, etc.)?
Take care of myself completely



            Need help with all my personal care
0-----------1-----------2-----------3-----------4-----------5-----------6-----------7-----------8-----------9-------10

3. Does your pain interfere with your traveling?
Travel anywhere I like






    Only travel to see doctors
0-----------1-----------2-----------3-----------4-----------5-----------6-----------7-----------8-----------9-------10

4. Does your pain affect your ability to sit or stand?
No problems







                   Cannot sit or stand at all
0-----------1-----------2-----------3-----------4-----------5-----------6-----------7-----------8-----------9-------10

5. Does your pain affect your ability to lift overhead, grasp objects, or reach for things?
No problems








                    Cannot do at all
0-----------1-----------2-----------3-----------4-----------5-----------6-----------7-----------8-----------9-------10

6. Does your pain affect your ability to lift objects off the floor, bend, stoop, or squat?
No problems








                    Cannot do at all
0-----------1-----------2-----------3-----------4-----------5-----------6-----------7-----------8-----------9-------10

7. Does your pain affect your ability to walk or run?
No problems








         Cannot walk/run at all
0-----------1-----------2-----------3-----------4-----------5-----------6-----------7-----------8-----------9-------10

8. Has your income declined since your pain began?
No decline








                       Lost all income
0-----------1-----------2-----------3-----------4-----------5-----------6-----------7-----------8-----------9-------10

9. Do you have to take pain medication every day to control your pain?

No medication needed





  Take pain medication throughout the day
0-----------1-----------2-----------3-----------4-----------5-----------6-----------7-----------8-----------9-------10

10. Does your pain force you to see doctors more often than before your pain began?
Never see doctors







              See doctors weekly
0-----------1-----------2-----------3-----------4-----------5-----------6-----------7-----------8-----------9-------10

11. Does your pain interfere with your ability to see the people who are important to you as much as you would like?
No problems








                     Never see them
0-----------1-----------2-----------3-----------4-----------5-----------6-----------7-----------8-----------9-------10

12. Does your pain interfere with recreational activities and hobbies that are important to you?
No interference








    Total interference
0-----------1-----------2-----------3-----------4-----------5-----------6-----------7-----------8-----------9-------10

13. Do you need the help of your family and friends to complete everyday tasks (including both work outside the home and housework) because of your pain?
Never need help







          Need help all the time
0-----------1-----------2-----------3-----------4-----------5-----------6-----------7-----------8-----------9-------10

14. Do you now feel more depressed, tense, or anxious than before your pain began?
No depression/tension





                             Severe depression/tension
0-----------1-----------2-----------3-----------4-----------5-----------6-----------7-----------8-----------9-------10

15. Are there emotional problems caused by your pain that interfere with your family, social, and/or work activities?
No problems








                   Severe problems
0-----------1-----------2-----------3-----------4-----------5-----------6-----------7-----------8-----------9-------10

AMA Guides 6th Edition Pg. 43 and 44  
Patient Acknowledgement

By my signature, I understand and acknowledge that Clermont Chiropractic Life Center its Physicians and agents will treat my condition as they deem necessary through the use of Chiropractic Therapy and adjunctive therapies.  I also understand that all original documents and original x-rays created as a result of the performance of examinations will remain the property of Clermont Chiropractic Life Center.  Clermont Chiropractic Life Center It’s Physicians and agents will not be held responsible for any undisclosed pre-existing conditions.  

I certify that the above information is complete and accurate to the best of my knowledge.  I agree to notify the doctor immediately whenever I have changes in my health condition or health plan coverage in the future.  

I understand I am responsible for any and all charges accrued unless previous agreement has been agreed upon between us

Print Name: 





          
Signature: 








Date: 


____ 

Parent or guardian if patient is a minor
Mother
Father 
Legal Guardian  

Print Name: 





          
Signature: 








Date: 


____ 
Clermont Chiropractic Life Center

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

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. 
All documents and x-rays created as a result of services provided at CCLC will remain the property of CCLC.

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. 
_____________________________________                   ________________________________

Patient's Name                                                                         Date

_____________________________________

Patient’s Signature

_____________________________________                _____________________________________              

Print Name of Legal Guardian, if applicable                        Signature of Legal Guardian, if applicable

Patients Consent For Use and Disclosure of PHI

Clermont Chiropractic Life Center

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

Doctor-Patient Relationship in Chiropractic
It is important to be an aware and informed patient.  We have found that an understanding of chiropractic care is helpful.  This page is to help inform you of what will be happening today and throughout your care.  

Analysis: You will receive a chiropractic examination for the detection of vertebral Subluxations. A vertebral Subluxations is a misalignment of one or more of the 24 vertebra in the spinal column that causes obstruction of nerve function and interference to the transmission of mental impulses, resulting in a lessening of the body’s natural ability to express its maximum health potential.
During the examination, the chiropractor will evaluate how your spine moves and what it feels like.  Based upon the results of the examination, X-rays of your spine may be taken.  X-rays will tell the doctor how far and in what direction the vertebra is misaligned.  The X-rays will also help determine the most efficient chiropractic techniques to effectively adjust and correct the spine.

Diagnosis: Only a chiropractor can determine if your case is a chiropractic case.  Your diagnosis will reflect spinal nerve interference that is caused by vertebral Subluxations.  Our doctors will work with any other health care provider for your benefit.  Also, you should expect other health care providers to work with your chiropractor for your benefit.  This team approach to your health care will serve you the best.  
Chiropractic Adjustments: By coming to the chiropractor for care, you give the chiropractor permission to adjust you.  In rare cases, physical defects, deformities, or pathology may render the patient susceptible to injury.  The chiropractor will not provide chiropractic adjustments if he is aware of any such conditions.  If the patient is aware of any latent pathological defects, illness or deformities that would not otherwise come to the attention of the chiropractor, it is the patient’s responsibility to notify the chiropractor.  A chiropractor does not treat or diagnosis disease.  The chiropractor provides a specialized health service for the detection and correction of vertebral Subluxations.  Upon request, alternatives to chiropractic care and any risks regarding chiropractic care will be explained in detail.  Risks, although rare, may include increased muscle spasm, strain, and exacerbation of disc conditions, fractures or TIA.
Results: The goal of chiropractic is to adjust vertebral Subluxations for the purpose of allowing the proper transmission of nerve energy over nerve pathways so that every part of the body may have a proper nerve supply at all times. This allows the natural healing ability of the body to work at maximum efficiency.  Since there are many variables, it is difficult to predict the time schedule or results of chiropractic care. The healing process takes time.  The longer the problem has been in the body, the longer the healing process will take.
Questions: We want to help you achieve your goal of health.  Any time your progress is not satisfactory or you have any concerns, the chiropractor will gladly answer any questions that arise or assist you in choosing a referral doctor for another opinion. Your health is our number one priority.
Acknowledgment:  I have read and understand the above.
Patient Name: _________________________   Signature: _______________________________ Date:______________
Doctor-Patient Relationship in Chiropractic

Clermont Chiropractic Life Center

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

Records Release / Request

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 to:

Name: ______________________________________________________

Address: ____________________________________________________
Phone: ____________________________

_____________________________________________________
Fax: ______________________________

_____________________________________________________

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 from:

Name: ______________________________________________________

Address: ____________________________________________________
Phone: ____________________________

_____________________________________________________
Fax: ______________________________

_____________________________________________________

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.

____________________________       ____________________________    ____________________________
Patient Name                                                 Social Security                            Date Of Birth

_____________________________________________________
Patient Signature

_____________________________________________________
Date

Records Release Authorization

Office of Insurance Regulation                             

Bureau of Property & Casualty Forms and Rates

Standard Disclosure and Acknowledgment Form
Personal Injury Protection - Initial Treatment or Service Provided


The undersigned insured person (or guardian of such person) affirms:
1.   The services set forth below were actually rendered. This means that those services have already been provided.

_______________________________________________________________________________________________

_______________________________________________________________________________________________

2.   I have the right and the duty to confirm that the services have already been provided.

3.   I was not solicited by any person to seek any services from the medical provider of the services described above. 

4.   The medical provider has explained the services to me for which payment is being claimed. 

5.   If I notify the insurer in writing of a billing error, I may be entitled to a portion of any reduction in the amounts paid by my motor vehicle insurer. If entitled, my share would be at least 20% of the amount of the reduction, up to $500.

 Insured Person (patient receiving treatment of services) or Guardian of Insured Person:


______________________________________  _____________________________________     _______________
Insured Person's Name (Print or Type  Name )    Insured Person's  Signature                                    Date

The undersigned licensed medical professional affirms the statement numbered 1 above and also:

A.   I have not solicited or caused the insured person, who was involved in a motor vehicle accident, to be solicited to make a claim for Personal Injury Protection benefits.

B.   I have explained the services rendered to the insured person, or his or her guardian, sufficiently for that person to sign this form with informed consent.

C.   The accompanying statement or bill is properly completed in all material provisions and all relevant information has been provided therein. This means that each request for information has been responded to truthfully, accurately, and in a substantially complete manner.

D.   The coding of procedures on the accompanying statement or bill is proper. This means that no service has been upcoded, unbundled, or constitutes an invalid or not medically necessary diagnostic test as defined by Section 627.732 (15) and (16), Florida Statutes or Section 627.736(5)(b)6, Florida Statutes.

Licensed Medical Professional Rendering Treatment / Services or Medical Director (Signature by his or her own hand)


______________________________________  _____________________________________     _______________
Physician's Name (Print or Type  Name )             Physician's Signature                                              Date

	Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of Claim or an application containing any false, incomplete, or misleading information is guilty of a felony of the third degree per Section 817.234(1)(b), Florida Statutes


	Note: The original of this form must be furnished to the insurer pursuant to Section 627.736(4)(b), Florida Statutes and may not be electronically furnished. Failure to furnish this form may result in non-payment of the claim.


Standard Disclosure & Acknowledgement           

Clermont Chiropractic Life Center

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

ASSIGNMENT AND AUTHORIZATION OF INSURANCE BENEFITS

I, _____________________________________, the undersigned, for good and valuable consideration, including the agreement of Clermont Chiropractic Life Center ("Assignee") to accept this assignment in lieu of demanding full payment for services on the date each service is rendered, I  authorize and direct any insurance company that may be obligated to provide insurance benefits to me,  or on my behalf, ("my insurance company") to accept billing and pay directly to Assignee such sums as may be due and owing Assignee for services rendered to me, both by reason of accident or illness, and by reason of any other bills that are due Assignee; and to withhold such sums from any disability benefits, medical payments benefits, no-fault benefits, or any other insurance benefits obligated to reimburse me or any form of settlement, judgment or verdict on my behalf as may be necessary to adequately protect said Assignee.

I hereby further give lien to said Assignee against any and all insurance benefits named herein and any and all proceeds of any settlement, judgment or verdict which may be paid to me as a result of the injuries or illness for which I have been treated by Assignee. This is to act as an assignment of my rights and benefits to the extent of the Assignee’s services provided. 

In the event my insurance company refuses to make such payments, I hereby assign and transfer to Assignee any and all causes of action that I might have or that might exist in my favor against my insurance company.  I further authorize and direct you, my insurance company to provide fifteen days advance notice to Assignee of any physical examination or examination under oath of myself that is scheduled by any insurance company.

I authorize and direct you, my insurance company and/or my attorney to release a copy of the payment record (PIP Payout Log) without redacting the names of payees and amounts paid and to release a copy of the declarations page of insurance policy and any pertinent information necessary for me to receive treatment and for Assignee to timely process claims. I also authorize Assignee to release any information pertinent to my care to any insurance company, adjustor, or attorney to facilitate collection under this Assignment and Authorization. I agree that a photocopy of this document may serve as the original.

I, _____________________________________, have read and fully understand the above information and agree to receive chiropractic care under these terms.

Patient Signature: _____________________________________ Date: ___________________________
Witness Signature: _____________________________________ Date: __________________________
COMPLETE IF PATIENT IS A MINOR CHILD _____________________________________ (Child’s Name)

I, _____________________________________ being the parent or legal guardian of the above minor child have read and fully understand the above information and agree for my child to receive chiropractic care under these terms.

Signature: _____________________________________ Date: _____________________________
Assignment And Authorization of Insurance Benefits

Clermont Chiropractic Life Center

1705 East State Road 50 Clermont, Florida 34711 352-394-7577
PROVIDER’S LIEN

To Attorney: __________________________________________________________
     Address: __________________________________________________________
          __________________________________________________________
 Phone # _____________________________ Fax # _____________________________
From: Patient __________________________________________________________
I authorize Clermont Chiropractic Life Center, Inc. ("CCLC") to furnish my attorney, with my examination reports, diagnosis, and prognosis notes in regard to the treatment that I am receiving from CCLC.

I understand that I am directly and fully responsible to CCLC for all chiropractic bills submitted by them for services rendered to me. This agreement is made for CCLC’s protection and in consideration of their awaiting payment.

I hereby give a Lien on my case to CCLC against any and all proceeds of any settlement, judgment or verdict that may be paid to me as a result of the injuries for which I have been treated. As such, I hereby authorize and direct you, my attorney, to pay directly to CCLC such sums that are due and owing CCLC for chiropractic services rendered to me, both by reason of this accident and by reason of any other bills that are due CCLC. I further direct you, my attorney, to withhold such sums from any settlement, judgment or verdict as may be necessary to adequately protect CCLC. 

Date: _______________ Patient’s Signature: ____________________________________________
This signed document acts as my express authorization for you, my attorney, to sign an agreement stating your intention to observe on my behalf the above terms. 

Date: ______________ Attorney’s Signature: ____________________________________________

A photocopy of this form shall be considered as valid as the original.

Providers Lien
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