Chiropractic Spine Center of Flemington
35 State Route 31, Flemington, NJ, 08822-
Phone: (908) 751-5706  Fax: (908) 751-5708

PATIENT INFORMATION FORM Today's Date:

Patient Name:

Last 4 of Social Security Number Birth Date: / / Age: Gender: F M Decline
Phone Number; E-mail address:
Address:
City State Zip
Occupation: Employer
Address Work Phone ( )
Student at O FULL-TIME O PART-TIME

Marital Status: [J Married [J Separated [J Widowed [J Single

Spouse Name: Dateof Bith _/_ /
Phone ( ) Ocoupation
i Employer
Who should we contact in the event of an emergency? Phone ( )

INSURANCE INFORMATION

Do you have health insurance? [ YES I NO  Company:
Full Name of Policy Holder: Policy Holder's Date of Birth

s the policy through an employer? [0 YES [ NO If so, who is the employer?

HEALTH INFORMATION

Is your condition or injury due to a work-related accident or cause? [ YES [OJNO

Did the condition or injury result from automobile accident? [ YES O NO
Date of accident: /| (briefly describe):

Date of last physical examination?

Have you been treated for any health condition by a physician in the last year? 0 YES O NO
Describe:

| WOMEN ONLY: Are you pregnant or is there any possibility you may be pregnant? O YES O NO

How did you learn about us?




Patient Questionnaire — General Information Related to the Condition:

Approximately, when did the symptoms begintooccur? ___ /[

or O No particular condition or symptoms -- Just seeking good health

Describe the conditions, symptoms, and/or purpose of the appointment:

Describe your pain: [J Sharp (J Dull [ Stabbing [0 Aching [ Radiating O3 Burning OJ Throbbing O Numbness
What causes it?

What aggravates it?

What relieves it?

Bave yt?u experienced these conditions previously to this most recent occurrence? [ No O Yes When?
escrine:

Please indicated any other healthcare providers who the Patient has seen for the condition or symptoms:

Name Type of Licensure Date of Last Visit
/ /
/ /

Have you missed work or school due to your injuries? O Yes [ No

Do you smoke cigarettes? O No [J Occasionally [J Yes  [f yes, Number of packs: O DAY (O WEEK
Do you drink alcohol? O No [0 Occasionally O Yes If yes, Number of Drinks 1 DAY O WEEK
MEDICAL HISTORY:

Have you ever been in our office before? [ Yes [ No
List any previous accidents (automobile, on the job injuries, slips, falls, sports, efc.)

1) Date
2) Date

Surgeries/Hospitalizations:

List all medications you are taking and why: |

Allergies




REVIEW OF SYMPTOMS: Do you now have or have you ever had? Please check all that apply.

Allergic-Immunologic:
] Hives/Eczema
[(IHay fever
[ Catch colds easily

Cardiovascular:
] Murmur
O Chest pain
{J Palpitations
O Dizziness
O Shortness of breath

Ear/Nose/Throat:
[ Difficulty hearing
O Buzzing in ears
O Ringing in ears
O Vertigo

Endocrine:
O Loss of hair

[J Heat/Cold Intolerance

Eyes:
[J Glasses/Contacts
O Eye pain
Gastrointestinal:
[ Heartburn/Reflux
[J Nausea/Vomiting
O Constipation
O Change in BMs
O Diarrhea
O Black or bloody BM
Genitourinary:

] Burning/Frequency
O Blood in urine
O Erectile dysfunction

Hematology/Lymph:
] Easy bruising

O Gums bleed easily

Musculoskeletal:
O Joint Pain/Swelling
O Stiffness
O Muscle pain
[0 Neck pain

[ Frequent sinus trouble
[ Frequent influenza

[0 Swollen ankles

O Heart attack

O Irregular heartbeat
[ Pressure over chest
[ Pain down arm

O Sinus trouble
[0 Nasal stuffiness
[0 Hearing loss

O Ear pain

O Hypothyroidism
[ Hyperthyroidism

O Light bothers eyes
O Double vision

O Gallbladder problem

O Liver problem

[ Hepatitis

[ Distress from greasy food
O Uleers

O Heartburn

O Abnormal discharge
[0 Leakage
I Incentinence

O Enlarged glands
[0 Anemia

[ Stiff neck

[ Back pain

O Osteoarthritis

O Rheumatoid arthritis

O HIV
O AIDS

O High triglycerides

O High cholesterol levels
O Profuse sweating

O Nausea

O Vomiting

0 Mouth scres
[0 Hoarseness
O Nose blesds
[ Dental problem

O Diabetes
O Goiter

O Cataracts
0O Vision problems

[ Hiatal hernia

[ Colitis

[ Blood in the stool
O Colon cancer

O Abdominal pain

O Burning in stomach

O Kidney infection
0O Sexual difficulty
O Kidney stones

O Bleeding disorder
O Sickle cell anemia

1 Bone spurs

O Broken bones

[0 Compression fracture
O Head injury

O Allergies
O] Faver

O Low blood pressure
O Fainting spells

O High blood pressure
1 Difficulty lying flat

1 Frequent sore throat
O Difficulty swallowing

1 Blurred vision
[J Glaugoma

[ Pancreatitis

[J Jaundice

[J Pain over stomach
CJ Mucus in stool

O Loss of libido

O Lymphoma

[J Back injury
[ Spinal trauma
[ Birth trauma
O Birth defects



[J Cancer
O Muscle weakness
O Muscular dystrophy

Neurological:

OJ Loss of strength
O Numbness

[0 Headaches

O Heavy head

O Tremors

O Memory loss

Psychiatric:

O Anxiety
O Depression

Respiratory:

1 Cough

O Coughing blood
O Wheezing

[ Chills

(] Rash/Sores
O Lesions
O Itching/Burning

Men's Health:

[J Burning on
urination

Women's Health:

] Hot flashes

O Vaginal discharge
[ Nipple discharge
[J Menstrual cramps
O PMS depression

General:

PLEASE NOTE SIGNIFICANT OTHER(S):

O Recent weight gain
[ Loss of sleep

[0 Recent weight loss
O Loss of appetite

O Scheuerman's disease
O Scoliosis
O Lupus

O Difficulty speaking
O Multiple sclerosis
O Parkinson's disease
[ Fainting

O Concussion

O Migraines

O Mood swings
O Difficult sleeping

[ Chronic cough

[ Pneumonia

O Asthma

O Superficial breathing

[J Skin problem
0 Slow healing
[ Bruise easily

O Difficulty in starting urine

[J Dripping urination

O Lumps in breast
O Hysterectomy
O Last Mammogram is normal
O Last Mammogram is abnormal
O Last Pap is normal

O Fatigue

O Polio

O Rheumatic fever
[ Cancer of any kind

O Spina bifida
O Spondylolisthesis
O Arthritis

[ Disorientation

O Loss of coordination
O Difficulty in walking
O Stroke

[ Alzheimer's disease
J Weakness

O Nervousness
[ Tension

[ Chest pain
3 Tuberculosis
O Bronehitis
O Emphysema

O Psoriasis
[ Change in moles
O Change in skin color

O Prostate trouble
O Prostate cancer

[ Last Pap is abnermal
O Periods are regular
O Periods are irregular
] Menopause

(Age of onset )

[ Metal Rods
O Pins

[ Screws

0 Staples

O Neck injury
O Osteoporosis

O Disk problem

O Light Headed/Dizzy
[ Epilepsy/Seizure
O Tingling

O Difficulty breathing
[ Lung cancer

[ Skin cancer
[ Scars
O Discolorations

L] Previous pregnancies
(How many )

O Any type of Metal
Beneath Skin




Chiropractic Spine Center of Flemington Dr. Gunnar Henning
35 State Route 31, Flemington, NJ, 08822 Dr. Jesse Hann
Phone: (908) 751-5706 Fax: (908) 751-5708

NEW PATIENT INTAKE FORM

Patient Name:

Date:

To the right, please mark to
indicate the type and strength
of your pain on a scale of 1-10
(10 being severe)

Key to help convey symptoms:
S = STABBING
A = ACHING
R = RADIATING
B = BURNING
T = THROBBING
N = NUMBNESS
P = PINS & NEEDLES

POSTURE SCAN

Height:
Weight:
Shoe Size:

Shoe width: [ Regular [0 Narrow 2 Wide




Chiropractic Spine Center of Flemington Dr. Gunnar Henning DC PC
35 State Route 31, Flemington, NJ, 08822 Dr. Jesse Hann DC
Phone: (908) 761-5706 Fax (908) 751-5708

NOTICE OF PRIVACY PRACTICES - PATIENT ACKNOWLEDGEMENT
| have received this practice's Notice of Privacy Practices written in plain language. The notice provides in detail the uses and
disclosures of my protected health information that may be made by this practice, my individual rights and the practice’s legal
duties with respect to my protected health information. The notice includes:

~ A staternent that this practice is required by law to maintain the privacy of protected health information.
— A staterment that this practice is required to abide by the terms of this notice in effect.
—  Types of uses and disclosures that this practice is permitted to make for each of the following purposes: treatment,
payment, and health care operations.
— A description of each of the other purposes for which this practice is permitted or required to use or disclose protected
health information without my written consent or authorization.
—  Adescription of uses and disclosures that are prohibited or material limited by law.
— A description of other uses and disclosures that will be made only with my written autherization and that | may revoke
such authorization.
— My individual rights with respect to protected health information and a brief description of how | may exercise these rights
in relation to:
¢ The right to complain to this practice and to the secretary of HHS if | believe my privacy rights have been violated
and that no retaliatory action will be used against me in the event of such a complaint.
¢ The right to request restricticns on certain uses and disclosures of my protected health information, and that this
practice is not required to agree to a requested restriction.
e The right to receive confidential communications of protected health information.
¢ The right to inspect and copy protected health information,
 The right to amend protected health information.
¢ The right to receive an accounting of disclosures of protected health information.
¢ The right to obtain a paper copy of this notice upon request.
This practice reservaes the right to change the terms of its notice of privacy practices and to make new provisions effective for all
protected health information tat it maintains. | understand that | can obtain this practice's current notice of privacy practices upon
request.

Patlent Name: DOB:
Patient Signature: Date:

Relationship to patient (if this notice is signed by a personal representative of patient):

NOTICE OF INSURANCE COMPLIANCE

| understand and agree that health and accident insurance policies are an arrangement between my insurance company and
myself -- not between my insurance company and this office. | agree to pay my estimated patient responsibility and further
understand that the estimated responsibility is neither & guarantee of payment by my insurance company, nor necessarily an
accurate reflection of my actual responsibility as determined by my insurance company upon processing of my claims. In the event
that my insurance company does not pay on my charges at the estimated rate or within a reasonable period of time, upon request
of this office | will immediately pay the balance owing on my account unless otherwise agreed to in writing. | understand that an
interest charge may appear on all accounts over 90 days. | further understand and agree, that if this office must take any action
to collect an outstanding balance on my account, | will be responsible for payment and will reimburse this office for all costs of such
collection efforts, including, but not limited to, all court costs and attorney fees.

| authorize this office to release any medical information relating to my treatment to any insurance companies which may be
responsible for paying benefits to me, and to any attorney s who may be representing me due to my condition, and to complete
any usual and customary reports and forms at no charge to assist in collecting from my insurance companies, attorneys, or other
payers.

| have read, understood, and agree to the foregoing. The information which | have provided is true and complete to the best of my
knowledge.

Patient Signature: Date:




