(’! PATIENT INFORMATION

Date
Patient
Address
City State Zip
Sex: (JM [JF Age Birthdate

CSingle [JMarried []Widowed []Separated [ ] Divorced
Patient SS#

Occupation

Employer.

Employer Address

Employer Phone

Spouse’s Name

Birthdate SS#

Occupation

Spouse’s Employer

INSURANCE

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? []Yes []JNo
Subscriber's Name
Birthdate SS#

Relationship to Patient

Insurance Co.

Group #

ASSIGNMENT AND RELEASE
I, the undersigned certify that | (or my dependent) have insurance coverage

with and assign directly to

Dr. all insurance benefits, if any,
otherwise payable to me for services rendered. | understand that | am financially
responsible for all charges whether or not paid by insurance. | hereby authorize
the doctor to release all information necessary to secure the payment of
benefits. | authorize the use of this signature on all insurance submissions.

Whom may we thank for referring you?

Responsible Party Signature

Relationship Date

PHONE NUMBERS

Home Work Ext

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT

Name, Relationship

Home Phone Work Phone

4 8 ACCIDENT INFORMATION

Is condition due to an accident? [] Yes [ ] No Date

Type of accident [JAuto []Work [JHome []Other

To whom have you made a report of your accident?

[] Auto Insurance [ ] Employer []Worker Comp. []Other
Attorney Name (if applicable)

PATIENT CONDITION

Reason for Visit

When did your symptoms appear?

How often do you have this pain?

Is this condition getting progressively worse? []Yes []No []Unknown
Mark an X on the picture 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)

Type of pain: []Sharp []Dull [ Throbbing []Numbness [ Aching [ Shooting
[ Burning [ Tingling (] Cramps [ Stifiness [ Swelling [] Other |

Is it constant or does it come and go?

Does it interfere with your [ ] Work []Sleep [ Daily Routine [] Recreation
Activities or movements that are painful to perform [] Sitting [] Standing [} Walking [ IBending [] Lying Down

-OVER-




What treatment have you already received for your condition? [] Medications [] Surgery [] Physical Therapy
[C] Chiropractic Services [] None [7] Other
Name and address of other doctor(s) who have treated you for your condition

HEALTH HISTORY

Date of Last: Physical Exam Spinal X-Ray Blood Test
Spinal Exam Chest X-Ray Urine Test
Dental X-Ray MRI, CT-Scan, Bone Scan
Place a mark on “Yes” or “No” to indicate if you have had any of the following:
AIDSHIV [ Yes (] No Emphysema [ Yes [ No Miscarriage [ Yes [] No Scarlet Fever [] Yes [] No
Alcoholism [ Yes [J No Epilepsy [J Yes [] No Mononucleosis [] Yes [] No Stroke ] Yes [ No
Allergy Shots [] Yes [] No Fractures [ Yes [] No Multiple Suicide Attempt [] Yes [J No
Anemia ] Yes [ No Glaucoma ] Yes [] No Sclerosis ClvesCINo  Thyroid
Anorexia OYes[ONo  Goiter [JYes[INo  Mumps ~  []Yes[INo Problems [ Yes [1No
Appendicitis [ ] Yes [] No D — [ Yes [ No Osteoporosis  [] Yes [] No Tonsillitis . [ Yes [ No
Arthritis 0] Yes [] No - [ Yes [ No lEaclia_mal-ce’r [ Yes [ ] No 'IT’ubercqums [J Yes ] No
. arkinson’s umors,
lethga [ Yes [ No :eart Disease S :es E mo Disease ] Yes [] No Growths [ Yes [ No
eaaing epatitis e o Pinched Nerve [JYes [JNo  Typhoid Fever []Yes[]No
Disorders [J Yes [J No Hernia [] Yes [J No :
‘ ) Pneumonia  [J Yes [ ] No Ulcers [ Yes [ No
Breast _L'Ufﬂp [ Yes []No Herniated Disk [] Yes [ ] No Polio [] Yes [] No Vaginal
Bronchitis L Yes [ No Herpes [ Yes (1 No Prostato Infections ] Yes [J No
Bulimia ClYes[INo  High Problem OYes[ONo  Venereal
Cancer [ Yes [J No Cholesterol  [] Yes [] No S [ Yes [] No Disease [] Yes [] No
Cataracts [IYes[1No  Kidney Disease []1Yes CINo  pgycniatric Care [J Yes [JNo  Whooping
Chemical Liver Disease [ ] Yes []No Rheumatoid Cough [ Yes [ No
Dependency []Yes[JNo  Measles [ Yes [ No Arthritis (dYes[INo  Other
Chicken Pox  [] Yes []No Migraine Rheumatic
Diabetes ] Yes (] No Headaches [ Yes [ ]No Fever ] Yes [] No
EXERCISE WORK ACTIVITY HABITS
[1 None [] Sitting [] Smoking Packs/Day.
] Moderate ] Standing ] Alcohol Drinks/Week
(] Daily (] Light Labor [ Coffee/Caffeine Drinks Cups/Day
[] Heavy [ Heavy Labor (] High Stress Level Reason
Are you pregnant? [ ] Yes []No Due Date
Injuries/Surgeries you have had Description Date
Falls
Head Injuries
Broken Bones
Dislocations
Surgeries
MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name

Pharmacy Phone

#20572 — Medical Arts Press  1-800-328-2179



Consent and Policy Agreement

730 SE Oak St. Suite K, Hillshoro, OR 97123
Ph:503.430.1057 Fax:503.430.1085 Website: www.nwppc.com

Medical Consent: My care as a patient is directed by a licensed supervising physician. | consent to
services rendered and provided to me under the instruction of supervising staff physicians.

CONSENT FOR RELEASE OF INFORMATION

Release of Information to Physician, Referring Physician, Insurer, and Professional Review
Organization: | authorize release of medical and related information, including alcohol, drug abuse and
mental health records obtained in the course of diagnosis and treatment to the insured’s insurance carrier(s),
agencies and their intermediaries or carriers, if applicable, for the purpose of obtaining care, treatment or
payment for services provided or to be provided. This information may be released via first class mail,
facsimile or certified courier, as applicable. Authorization may be withdrawn at any time by written
notification.

Social Security numbers: Are not collected. If given, it is for the purpose of patient identification,
compliance with federal and state agency reporting requirements, and billing to insurance carriers and
collection needs. Disclosure of the social security number information is voluntary. If | have provided this
information, | authorize release for the purpose stated above.

STATEMENT OF FINANCIAL RESPONSIBILITY

Financial Agreement: The undersigned, jointly and severally, in consideration of services to be rendered to
patient, agree to pay each provider of service, in accordance with their regular rates and terms, for the
services rendered. The undersigned further agrees to pay reasonable attorney fees and expenses incurred in
collecting all sums not paid when due, whether or not litigation is actually commenced, as well as all
attorney fees and costs on appeal. The undersigned assigns to each provider of service all insurance
benefits available for their professional and clinic services rendered. The assignment is irrevocable, and the
undersigned authorizes carrier of said benefits to make payment directly their practitioner or other related
billing services. Payments received from insurers will apply to the patient’s account balance obligation.
The undersigned agrees to promptly pay any charges that are not immediately (within 30 days) covered by
insurance. Quoted benefits and/or payment from insurance companies are not a guarantee of coverage. It is
the responsibility of the insured to verify benefits and coverage from their insurance company.

FINANCIALPOLICY
| have reviewed and agree to the Financial Policy terms. Initials

HIPAA PRIVACY POLICY
I have been given the opportunity to review the “HIPAA” privacy policy. Initials

EMAIL POLICY

I understand that email is not secure for Personal Health Information (PHI) exchange

and acknowledge that any emails sent to and from my provider are not protected under

HIPAA. Providers do not initiate new email exchange, but can reply if initialed.

Patient Ally is secure for PHI exchange. Initials

e Email Address:

| agree to the above consents, authorizations to release information, financial agreement, and HIPAA
privacy policies that apply to the medical services provided for two years from the date shown below.

I have read, fully understand, and agree to the above statements.

Patient Signature Date

Parent, Guardian, Responsible Party, Legal Representative

Patient PRINTED name


http://www.nwppc.com/
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