Chiropractic Registration and History

Patient Information

Date

Patient ID #

Patient Name

Last Name

First Name Middle Initial

Address

City

State Zip

E-mail

Sex: [JM [JF Age
Birth Date
[ Married
[] Separated

[] Widowed [] Single [J Minor

[J] Divorced [ Partnered for years

Occupation

Patient Employer/School

Employer/School Address

Employer/School Phone ( )

Spouse’s Name

Insurance

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? [Yes [No

Subscriber's Name

Birth Date SS#

Relationship to Patient

Insurance Co.

Group # SR

ASSIGNMENT AND RELEASE
| certify that |, and/or my dependent(s), have insurance coverage with

___and assign directly to

Name of Insurance Company(ies)

Dr. ~___ aliinsurance benefits, if
any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. | authorize
the use of my signature on all insurance submissions.

The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents for
the purpose of obtaining payment for services and determining insurance benefits
or the benefits payable for related services. This consent will end when my current
treatment plan is completed or one year from the date signed below.

Spouse’s Birth Date

Spouse’s Employer

Whom may we thank for referring you?

Phone Numbers

Home Phone ( ) Alt. Phone ( )

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT
Name Relationship

Home Phone ( ) Alt. Phone ( )

Patient Condition

Reason for Visit

Signature of Patient, Parent, Guardian or Personal Representative

Please print name of Patient, Parent, Guardian or Personal Representative

Date Relationship to Patient

Accident Information

|s condition due to an accident? [JYes [JNo Date
Type of Accident: [JAuto [JWork [JHome []Other

To whom have you made a report of your accident?
[J Auto Insurance ] Employer []Worker Comp. [_jOther

Attorney Name (if applicable)

When did your symptoms appear?

Is this condition getting progressively worse? []Yes  [JNo [J Unknown
Mark an X on the picture to the right where you continue to have pain, numbness or tingling. >
Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

[] Throbbing [JNumbness  [] Aching
[] Stiffness

Type of pain: [] Sharp (] Duill
[] Burning [ Tingling [] Cramps

[] Shooting
[ Swelling ] Other

How often do you have this pain?

Is it constant or does it come and go?

"

Does it interfere with your: [JWork [ Sleep [] Daily Routine

[] Recreation

Activities or movements that are painful to perform: [] Sitting [] Standing []Walking [ Bending [] Lying Down
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PNNEN?‘ 

PREGNANCY..

"DISCLAIMER

This cerlllies thal concerns regarding pregnancy and radlallon .
exposure have been explalned o my sallstaction. | understand the

clinical necessily ol having X-rays taken at this Ume and grani
paermission lor this procedure. In so doing, | release the doclor/clinio
(rom responsibllity lor polentlal damage arising from this procedure.

Al the present lime,

| am sure than | am nol pregnant.

_____Ils possible thatl could be pregnant

______lam pregnant

Slignalure - Pallent Dale

Y S B

Signalure - Wilness ' Dale




Authorization & Rehues'r for Records

I, aythorize you to release and send a
copy of my: :

o Automobile insurance coverage sklection information

o Medical records and/or x-ray filns

To: Brian.L. Leahy, DC
Everett dhiropractic

107 Ferry Street
Everett, MA 02149

Ph # 617}389-6951
Fax # 617-389-2934

Thank you for your assistance and cooferation.

Signature | Date

(patient or guardian) '



DISCLOSURE AND CONSENT
CHIROPRACTIC CARE AND TREATMENT PLAN

TC THE PATIENT: You have a right as a patient to be informed about your condition ung
the recommended chirop-actic adjustments and other chiropractic procedures to be used so
that you may make the decision whether or not to undergo the procedure afrer knowing the
petential risks-and hazards involved. This disclosure is not meant to scare you or clarm .z
s suncly an effort to rake you better informed so you may give or withiold your consen:
to the procedure,

I'hereby request and consent to the performance of chiropractic adjustments and athec
chropractic procedures including various modes of physical therapy and diagnostic X-rays
onme (or-1the patient nan.ed below, for whom I am legally responsible) by Or. Leahy or those
working in this office wh: now or in the future treat me while employed by, working or
assoziated with, or serving as a backup for Dr. Leahy.

Dr Leahy or his associale has fully explained to me:

I The nature and purpose of the Chiropractic Treatment Plan. The Plan consists cf
regular chiropractic adjustments and reevaluations and, when deemed necessary. other
manipulative techniques and supportive procedure,

2. The possible alternative treatments and methods, Including but not limited to.
foregoing any trearment: oand

3. The risks and benefits to be expected under the proposed plan, as compared with
possible alternative trreatments and methods.

I donot expect the doctor to be able to anticipate and explain all risks and complications
ond I wish 1o rely on the coctor to exercise Judgement during the course of the procedure
which the doctor feels at the time, based on the facts then known, is in my best interest- [
further acknowledge that no guarantees or assurances have been made 1o me concerning the
results intended for the freatment.

I have read, or have had rzad to me, the above consent. I have also had an opportunity 13
ask questions, and all my questions have been answered fully and satisfactory. By signing
below I consent to the trzatment plan. I intend this consent form to cover the entire

course of treatment for my present condition and for any future condition(s) for which I

seek treatment.

Palient's Signature  ~ Date
Porent or Guardian Signafure .- S Date
Or BrionL Leahy - Date



. WAIVER OF NON-COVERED SERVICES OF MY HEALTH PLAN

PATIENT:

HEALTH:

POLICY:

It has been brought to my attention that my health insurance mav not cover all

chiropractic services that will be performed and billed by Brian Leahy, DC. | have been
informed that any and all non covered services will be my responsibility and may be billed back

to my PIP carrier for re-imbursement or may be subject to the doctor's lien.

Patient (or guardian) Signature Date

In regard to Blue Cross Blue Shield policies beginning with Prefix MTN or MTP it is required to
obtain authorization for treatment beyond 12 visits. | am aware that Whole Health Ways may
not authorize further treatment and | have been notified prior to the services being rendered
that | am responsible for payment of said services and that these services may be billed back
to my PIP carier for reimbursement as well.

Patient (or guardian) Signature Date
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