Kent Chiropractic Clinic
Patient Information

Patient Information

Legal First Name Legal Last Name M. Preferred First Name
Permanent Address Apt# City . State Zip

Home Phone# Cell Phone# ‘Work Phone# Gender. Birth Date
Marital Status Email Address | . Today’s Date

Emergency Contact Information

Contact Name Phone # Relationship to Patient

Employment information

Occupation Employer’s Name

Medical Insurance Information {IF OTHER THA}N PATIEN_-T)

Policy Holder's Name . ' Policy Holder’'s Relationship to Patient Policy Holder’s Date of Birth

Policy Holder’s Address _ City State ' Zip

Kent Chiropractic Clinic, 1418 Grand Avenue, Saint Paul, MN 55105



Kent Chiropractic Clinic
Financial Policy and Disclosure

The Financial Policy and Disclosure is to help us provide the most efficient and reasonable health care services. Therefore, it is
necessary for us to have a Financial Policy and Disclosure stating our requirements for payment for services provided to patients.

Patients are responsible for the payment of all services provided by Kent Chiropractic.

Self-Pay Policy

e If you are a self-pay patient, you will be required to pay for the office visit before services are
rendered.
¢ In addition any remaining balance on your account will be billed to you.

insurance Policy

¢ If you are an insurance patient, it'is our policy to file for insurance as a courtesy to you, if we have
accurate and complete insurance information.

e If a service is provided that is not covered by your insurance company, you will be the responsible
party at the time of service. _
Co-payments are due before services are rendered.

¢ In special cases, we may need your help in contacting your insurance company for the payment of your
services.

| understand and agree that health and accident insurance policies are an arrangement between an insurance carrier
and me. Furthermore, | understand that Kent Chiropractic Clinic will prepare any necessary reports and forms to assist
me in making collection from the insurance company and that any amount authorized to be paid directly to Kent
Chiropractic Clinic will be credited to my account on receipt, However, | clearly understand and agree that all services
rendered me and not paid for by insurance are charged directly to me and that | am personally responsible for payment.
If payment is not received in 30 days after being billed by this office, an 8% interest fee (compounded annually) will be
added to your account.

Responsible Party’s Signature ‘ : ‘ Date

Kent Chiroprattic Clinic, 1418 Grand Avenue, Saint Paul, MN 55105




Kent Chiropractic Clinic
Consent for Treatment

Patient Consent for Treatment

1. | voluntarily consent to any and all health care treatment and diagnostic procedure provided by Kent
Chiropractic Clinic. | am aware that the practice of medicine and other health care professions is not an exact
science and | further state that | understand that no guaraniee has been or can be made as to the results of
treatments or examinations by Kent Chiropractic Clinic.

2. |consentto the use and disclosure of my/the patient’s protected health information for purposes of obtaining
payment for services rendered to me/the patient, treatment and therapies consistent with Kent Chiropractic
Clinic’s Notice of Privacy Practices.

3, |authorize payment of medical benefits to Kent Chiropractic Clinic for services rendered.

Patient or Authorized Person’s Signature Date

| have received a copy of the Notice of Privacy Practice, Financial Policy Notice and Release of information.
initial

Kent Chiropractic Clinic, 1418 Grand Avenue, Saint Paul, MN 55105



Kent Chiropractic Clinic
Personal Injury — Patient Info Form

Name: File #; Date:

W14

Date of Acddent: Time: . AM/PM
Driver of Cat: ‘ Where were you seated: '
Car Owmner: Year & Made! of Auto:

What was the approximate damage done to the car:

Visibilityattime of accident: § ] poor | }fair [ 1good { |other
ftoad conditions at time of accident: [ 1 icy [ } ramy and wet [ | clear | | dark [ 1 other;
Describe:

Where was the car struck: [ 1vight { Hleft [ }rear [ 1front [ ]side [ ]other:

Type of accident: [ ] head-on collision [ 1broad-side collision
[ ] rear-end collision [ }front impact, rear-ended car in front
[ 1non-colfision:

Dascribe in your own words what happened to you upon impact:

"

Did you see the accldent coming? Yes/No
Did you brace yourself for impact? Yes/No
Were you wearing a-seat belt with a shoulder harness? Yes/No
Did the car have headrests? Yes/No
If yas, what was the position of the headrest compared to your head before the accident?
[ ]top of headrest even with bottom of head
[ }top of headrest even with top of head
[ 1top of headrest even with miidle of neck
Was the car you were In braking at the time of the accident? Yes/No
Was the caf you were in moving at the time of the accident? Yes/No

If yes, how fast woukl you estimate you were going? mph
How fast was the other car involved in the accident travelling? mph
Head/Body position at time of impact: o
[ 1head turned left/right [ 1 body straight in sitting position
{ ] head turned and fooking back [ 1body rotated left/right -
[ 1head straight forward ' [ ] other:

At the time of the accident, recall what parts of you head or bady hit what parts on the inside of the car:

As a result of the accident you were:
{ | rendered unconscious
{ 1dazed, clrcumstances vague
[ ]other :
Could you move all parts of your body? Yes/No
If no, what body parts and why?

Were you able to get out of the car and walk unaided? Yes/No
 no, why not?

Did you get bleeding cuts or bruises? Yes/No
if ves, what bieeding cuts did you get from the accident?

If yes, what bruises did you get from the accident?




Please describe how you feft. Please be specific.
immediately after the accident:

Page 2

Later that day: : Night:
The following day: Days:
Check the symptoms apparent since the accident: _
{ 1 Headache [ ]Loss of smell . [ 1 Numibness ins fingers
[ ] Neck pain/Stiffness [ JLoss of taste [ 1Coid hands
[ 1 Mid back pain { § Loss of memory f 1Cold Feet
{ ] Low back pain { ] Fatigue [ 1Dlarrhea
[ ) Eves sensitive to light [ 1 Tension [ ]Constipation
{ 1 Pain behind aves [ IShortness of breath [ 1Chest pain
{ 1 Dizziness | 1 eritability [ INervousness
[ }Fainting : { | Depression ' { 1 Cold sweats
[ JRinging/buzzing in ears { 1Sleaping problems { 1Anxioushess
[ JLoss of Balance [ ¥ Numbness in toes [ JOther:
Qccupation: Employer:
Have you missed time from work due to this accident? Yes/No
ifyes, Full time off worke to : to
Part time off work: to__ : to

[ 1Been unabla to work since accident.
Did you go o seek medical help immediately/soon after the accidemt? Yes/No

f yes, how did you get there? [ 1someone drove you [ ]1ambulance
' [ drove myself [ ]police
[ Jother: _ -

What benefits did you receive from the treatment? _.

Date of last treatment:

Doctor 2/Hospital/Clinic seen: Date:
Were you examined? Yes/No Were x-rays taken? Yes/No
Were you given treatment? Yes/No ) .
if yes, what treatment was given toyou? [ 1bed rest [ 1brace i I physiotherapy
i Jadjustmenis [ | drugs I Jother

What benefits did you receive from the treatment?

Diate of last treatment:

Doctor 3/Hospital/Clinic sean: ' Date:
Were you examined? Yes/No Were x-rays taken? Yes/No :
Were you given treatment? Yes/No

if yes, what treatment was given toyou? [ ] bed rest [ brace [ 1 physiotherapy

[ 1adjustments [ ] drugs [ }other

What benefits did you recaive from the treatment?

Pate of last treatment:
Did you have any physicat complaints JUST BEFORE the acmdent? Yes/No
If yes, please describe in detall: _

{briefly include all falfs, injuries, accidents, operations, eic)

Kent Chiropractic Clinic, 1418 Grand Avenue, Saint Paul, MN 55105



Do you notice any activities of your daily routine at HOME that are different now than from before the accident? Yes/No

(£ ves, Hist them as;

'Page 3

Those that you are unable to do:
Those that are painful to do:

Those that ave difficult to do:

Indicate on this diagram how the accident happened.

Do you have an sttorney on this case?. Yes/No
If yes, who? Name

Zip

Address ' _ City

Date

Patient Signeture

Automoblle Accident — insurance Data

Patient’s insurance Information
Company Name : Phone

PO Box/Street Address

Policy #

Adjuster's Name

City ___State Zip

Insured’s Insurance Information
insured's Name if other than pattent

- Company Name ‘ Phone
PO Box/Street Address L .
City State Zip

Phone

Policy #

Adjuster's Narme

Kent Chimpractlc Clinic, 1418 Grand Avenue, Saint Paul, MN 55105 '



) o . CAlraCare Use Only sou 4412800
" PatigntName_._ ... . o Dite

1. When did your symiptoms start: lr< '..' ¥ . ﬂascﬂb_e-yowsymptomé andhowfhéybhguhé -

2 Hawam Ao you experience your symptoms?  Incdicate where youbave pain or oﬂ‘w‘symptuma
@ Constantly (76-100% of the day) .

@ Eraquently (51-75% of the day)
2 Ocnasionally (26—50% of the day)
@ Intermittently ((-25% of the day)

3. What describes the nature of your syimploms?

@ Sharp @ Shooting
@pullache  ® Buming
@ Numb @ Tingling

4. How are your symptoms changing?
" ® Geiting Betier

@ Nat Changing

@ Getling Worse
) . Unbearable
& How bad are your symptoms atthelr: wwors: @ & @ & & 6 @ © @ © %

‘ hhestt ® & © @ @ 1 © © & © @

6. How do your sympioms affect your ability to perform dally activities? : .

- ® @ @ ® ® ® ® ® _®
Ne ::Iu ioldints il forgotien Moderate, inferfores - Limi vents intense, pravccyipled Vo, 0o

f?”"’ﬁ‘ w:thaatmty with activity mmy wimmw refiof aclivily possibie

7. What.activities make your symploms worse: ) -
8. What activities raake your symploms beiter: — s
. Wio have you seen for your symptoms?  No One ® Madiopl Doctor ®.Other |

+@ Other Chiropractor @ ﬁhysmal Therapist
8. When and what treatment? - 1

- b Mﬂtt&ﬁtshavemwford%wrsympmm @ Xyays odate: @C‘l’scan dhate;
and when wers thoy perorme OMRI oo @Other '_ doter o,
1{3 H:we Yyou had similar sympiams in the past? ﬁ} Yes " @No ) |
" a. K you have recelved tmaﬂnenf inthe pastfor @ This Olfice @ Medlcal Doctor ® Other’
the satne, or similar symiptons; who did.you s86? @ Gther Chisopractor @ Physidal Therapist S
- - @ProjessionalExeaive  ® Laborer @ Retired
1. What ls your occupation? @ White Collar/Secrslarial ~ © Homemaker  ® Cither
R @ Tradesperson ® FT Stu o
- & ffyou are-not refired, a homemaker, or a . @ Fulk-tima & Se!f—emplcyed &.OF work
sfudent, what Is your current work status? @ Pari-fine, @ Unemployed . @ Dther .- -
12 waauuyounapemgafmmrm;mmmt{wwaﬁmmppms e T,
@ Reduce symptoms © @ Explapation of conditionfireatment ® How to prevent this from eccurring again

@ Resumefincraase activity @ Learm how to fake care of this on my own ®
Patlent Signature,_ ' _ . Dato




Ohirecere e dnly say TIOED

Pationt Name Dato

What type of regular exerciss do you perform? " ®Noena @Light & Moderata ® Strenuous

What Is your height and weight? ' et Weight s,
' For!  intes

For each of the conditions listed below, place a check in the Past column i you have had the condition in the past.
# you presendly have a condition listed bolow, place @ check in the Present column,

Past Progent Pagt Present Past Prosaent
QO Headaches € O High Blood Pressura QO Diabeles
o) g NeckEBa!naG osin O O Heart Aftack G O Excessive Thirst
O Upper Back Q QO Chest Paing 0 O Frequent Urination
O O Mid Back Pain O O Stroke * .
O O LowBack Pain o o Angina C  © Smokingfise Tobacco Products

@ O DruglAlcohol Depends
O . O Shoulder Pain O O Kidney Stones e e
O O Ebowlipper A Pain U O Kidney Disorders O OAlegles . ... .
O O Wrist Paln O C Bladder fection O O Deprassion :
O O Hand Pain O O Painful Urlnation O O Systemiclupus ;- coc-
) O OLoss of Bladder Controt C O Epilepey '
Q (2 Hipilipper Leg Pain O OProstate Probloms o O Dennatiﬂsf&cza_mgfﬁash o
o O Kneeflower Leg Pain . O O HIVIAIDS .
O O AnldeFoot Pain ] C Abnormal Weipht Gaindl_oss
O O Loss of Appefite Fainales Only
e} P in .

@ ©JdawPa © O Abdomial Pain Q  OBinh Control Pills
QO Joink Swelling/Stiffness ¢ O Uleer QO Hormonal Replacement
O O Arthritis O O Hepatitis O O Pregnancy .
O "Ci Rhaumnatold Arthritis O O Liver/Gall Bladder Disorder Q Q .
O O General Fatigue - O O Cancer Other Health Problemsfissues

-0 O Muscdar Incoordination G O Tumor o @
O Q Visusl Disturbances o O Asthma o o
G O Dizdness O O Chronie Sinusltie c O

Indicate. if an inimeeiate family member has had any of the following: ‘ .
-O Rhsumatold Artiwritis O Heart Problems O Diabotes C Cancer Olupus O

List all prescription and over-tha-counter metlications, an nutritional/herbal :;unmam‘.s you are Yaking:

mm;msmxmmmmam_mmmwumbmmmm

Palient Signature

Dats
[Dactor's Additional Camments|

Doctors SJgriam : : Date




