Hermitage Chiropractic & Rehabilitation, PLLC
   3441 Lebanon Pike Suite 117 Hermitage, TN 37076   (615) 871-9000 office   (615) 871-9018 fax
CONFIDENTIAL PATIENT CASE HISTORY & MEDICAL DOCUMENTS

Dear Patient:  please complete this questionnaire.  Your answers will help us determine if chiropractic can help you.  If we do not sincerely believe your condition will respond satisfactorily we will not accept you as a patient.  Thank You.

Full Name: 

Called: 

DOB: 

Gender:  M  F

Address: 

City:


State: 

Zip: 

Home Phone: 

Work phone: 



Cell Phone: 


SSN#: 

Marital Status:    S    M    W   D   Sep
Spouses name:  



Your Employer:  






Your Occupation:  






Employer address: 


City:
 
State: 

Zip: 

Referred By:  

E-mail: 


*Would you like to be added to our mailing list for coupons and special offers (less than 5 emails per year)?     □  YES    □  NO
History of Present Injury/Illness:  Please list below the complaint(s) you have in order of importance, also the length of time you had these complaint(s).

1.  

How Long? 

2.  

How Long? 


3.  

How Long? 

Is your condition related to an accident?
 Yes
 No
If yes describe: 


Ever had a similar episode before?
 Yes 
 No
Describe your condition:   getting worse
 the same
 getting better
 constant
 comes + goes

What activities aggravate your condition?  




What makes your condition better? 

Have you seen any other health care provider for your present condition?  Yes 
 No  
Who? 

List previous diagnoses and treatments you have received for your present condition? 


Who is your primary care physician:  


Phone #: 


List all medications you presently take: 






Past History: List any surgeries you have had

1. 

Date: 

3. 

Date:


2. 

Date:

4. 

Date: 

Have you ever been involved in a motor vehicle accident? 
 Past year
 Past five years
 Over five years
 Never

Describe:  







Have you ever: 
Yes
No
Describe Briefly:


Been knocked unconscious?

 




Used a crutch, cane, or other support?






Been treated for a spine or nerve disorder?






Had a fracture or broken bone?





Hospitalized other than surgery?




Do you:


Now take vitamins, minerals, or herbs?





Think you may need supplements?





Have an allergy to any drug?




Habits:
Heavy
Moderate
  Light
  None
Comments:


Alcohol








Coffee








Tobacco








Drugs








Exercise








In case of an emergency who should we contact?

Name: 



Relationship: 


Address: 



Phone #: 


Please check the appropriate box for any of the following symptoms which you have now or have had previously.  We want all the facts about your health before we accept your case.  This is a confidential health report.
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P   C
P   C
P – Previous    C – Current
Gastro-Intestinal
Cardio-Vascular

  
Belching or gas
  
Asthma


 P   C
  
Bloating after meals
  
Chest Pain

General
  
Constipation / Diarrhea
  
Chronic cough


  
Allergy / Hay fever
  
Gall  bladder removed
  
Difficulty breathing / Wheezing
  
Convulsions / Tremors
  
Colitis
  
    Hardening of arteries


  
Dizziness

EENT
  
High / Low blood pressure


  
Depression / Anxiety
  
Deviated septum
  
Pain over heart / chest pain


  
Fainting
  
Frequent colds / ear infections
  
Spitting up blood / phl egm
  
Fatigue
  
Nosebleeds
  
Swelling of ankles
  
Insomnia
  
Tinnitis
Genito-urinary
  
Loss of Weight

Endocrine
  
Bed-wetting

  
Night Sweats
  
Afternoon headaches
  
Unable to control kidneys


Muscle & Joint
  
Crave salt
  
Painful urination

  
Arthritis
  
Coarse or thinning hair
  
Frequent urination
  
Bursitis / Swollen Joints
  
Get “shaky” if hungry
  
Prostate trouble

  
Night Pain
  
Inability to concentrate
For Women Only
  
Muscle cramps at night
  
Increase in weight
  
Hot flashes
  
Muscle weakness
  
Sensitive to cold
  
Irregular / Painful / Excessive menses
  
Scoliosis
Skin
  
Painful breasts
  
Stiffness
  
Bruise easily
  
Premenstrual tension
  
Surgical implant
  
Hives / rash
 Yes  No
Are you pregnant?


Family History:  Check the following condition that applies for you, mother, and father

You
Father
Mother
explain
 Cancer



 







 Diabetes



 







 Heart disease



 







 HIV/AIDS



 







 Multiple sclerosis



 







 Pace maker



 







 Rheumatoid arthritis



 







 Stroke



 







· I have read the Informed Consent to Treatment for chiropractic and acupuncture and I have freely decided to undergo the recommended treatment.

· I allow this office to treat me, with other health care providers present, and to record my medical information, including consultation and examination, for documentation purposes, if necessary.

· I’ve been informed and understand my rights concerning HIPPA Notice of Privacy Practices, and Use and Disclosure of Protected Health Information. (Once information is disclosed, it may not be protected by law.)
· X-rays taken at Hermitage Chiropractic and Rehabilitation (HCR) will remain the property of HCR.  Copies available for additional fee within 1 week.
· I give this office authorization to use my name for any in-office publications.

· Authorization may be denied or retracted at any time by notifying the office manager.

· I authorize payment of medical benefits to this office.

Patient signature: 

Date: 


Guardian’s signature: 

Date: 


(Authorization expires 3 years from above date)
Patient Health Information Form Consent Form
We want to know how your Patient Health Information (PHI) is going to be used in the office and your rights concerning those records. Before we begin health care operations, we require you to read and sign this consent form stating that you understand and agree with how our records will be used. If you would like to have a more detailed account of our policies and procedures concerning the privacy of your Patient Health Information, we encourage you to read the HIPPA NOTICE that is available to you at the front desk before signing the consent.

1. The patient understands and agrees to allow Hermitage Chiropractic and Rehabilitation to use their Patient Health Information (PHI) for the purpose of treatment, payment, healthcare operations, and coordination of care. As an example, the patient agrees to allow Hermitage Chiropractic and Rehabilitation to submit requested PHI to Health Insurance Company (or companies) provided to us by the patient for the purpose of payment.

2. The patient has the right to examine and obtain a copy of his or her own health records anytime. Our office is obligated to agree to any restrictions to the extent they coincide with state and federal law.

3. A Patient’s written consent need only to be obtained one time for all subsequent care given to the patient in office.

4. The patient may provide a written request to revoke consent at any time during care.

5. Our office may contact you periodically regarding appointments, treatments, products, services, or charitable performed by our office.

6. For your security and privacy all staff has been properly trained in the area of patient record policy.

7. Patients have the right to file a formal complaint with our privacy official and the Secretary of HHS about any possible violations of these policies and procedures without retaliation by this office.

8. Our office reserves the right to make changes to this notice and to make the new notice provisions effective for all protected health information that it maintains. You will be provided with a new notice at your next visit following any change.

9. This notice is effective on the date as stated below.

10. If the patient refuses to sign this consent for the purpose of treatment, payment, and health care operations, the chiropractor physician has the right to refuse to provide care.

11. I understand that this office treats in an open adjusting area, where privacy is limited, unless a request is made by the patient.

12. I understand if I send a referral to office, my name and image may appear on a thank you board or throughout the office that is in plain view of other individuals that are in this office.

I have read and understand how my Patient Health Information will be used and I agree to these policies and procedures.

Signature: __________________________________________

Date: _____________________
Print Name: ________________________________________
 (Patient or Legal Guardian)

HIPPAA NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIVES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THE INFORMATION. PLEASE REVIEW IT CAREFULLY.  

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry our treatment, payment of health care operations (TPO) and for other purposes that are permitted or requires by law.  It also describes your rights to access and control your protected health care information, “Protected Health Information” is information about you including demographic information, which may identify you and that releases to your past, present or future physical or mental health or condition and related health care services.  

Uses and Disclosures of Protected Health Information

Uses and Disclosures of Protected Health Information.  Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the physician’s practice, and any other as required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your healthcare and any related services.  This includes the coordination or management of your health care with a third party.  For example, we would disclose your protected health information, as necessary, to a home health agency that provides care to you.  For example, your protected health information may be provided to a physician to whom, you have been referred to ensure the physician has the necessary information to diagnose or treat you. 

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services.  For example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain approval for the hospital admission.

Healthcare Operations:​ We may use or disclose, as needed, your protected health information in order to support the business activities, training or medical students, licensing, and conducting or arranging for other business activities.  For example, we may disclose your protected health information to medical school students that see patients at our office.  In addition, we may also call you by name in the waiting room when your physician is ready to see you.  We may use or discuss your protected health information, as necessary, to contact you to remind you of an appointment.

We may use or discuss your protected health information in the following situations without authorization.  These situations include; as Required by Law, Public Health issues are required by law Communicable Diseases: Health Oversight: Abuse or Neglect: Food and Drug Administration requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral Directors, and Organ Donation Research: Criminal Activity: Military Activity and National Security: Worker’s Compensation: Requires Sues and Disclosures: Under the law, we must make disclosures to you and when required by the Secretary of the Department of Health and Human Services to investigate or determine our compliance with the requirements of Section 4.500.  Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization, Or Opportunity to Object unless required by law.  You may revoke the Authorization, at any time, in writing except to the extent that your physician or the physician’s practice has taken action to release on the use or disclosure indicated in the authorization.  
Your Rights: Following is a statement of your rights with respect to your protected health information.
You Have the Right to Inspect and Copy Your Protected Health Information. Under Federal law, however, you may not inspect or copy the following records; psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits access to protected health information.

You Have the Right to Request a Restriction of Your Protected Health Information. This means you may ask us not to use or disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations. You may also request that any part of your protected health information not be disclosed to family members or friends who may be involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the specific restriction requested and to whom you want the restriction to apply.

Your physician is not required to agree to a restriction that you may request. If the physician believes it is in your best interest to permit use and disclosure of your protected health information, your protected health Information will not be restricted. You then have the right to use another Healthcare Professional.

You have the right to request to receive confidential communication from us by alternative means or at an alternative intention. You have the right to obtain a master copy from us, upon request, even if you have agreed to accept this notice alternatively i.e. electronically.

You may have the right to have our physician amend your protected health information. If we deny your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal.

You have the right to receive an accounting of certain disclosures we have made, if any, to your protected health information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to object or withdraw as provided this notice.

Complaints: You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. 
We will not retaliate against you for filing a complaint.
This notice was published and becomes effective on/or before 1/25/2016

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices with respect to protected health information. If you have any objections to this form, please ask to speak with our HIPAA Compliance Officer in person or by phone at our Main Phone Number.

Signature below is only acknowledgement that you have received this Notice of our Privacy Practices:

Signature:__________________________________                Date:_________________                                                   

Print Name:________________________________
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On the drawing to the right, circle the area(s) where you have pain.  


Then, for each area that you have circled, designate a number from 0 to 10 (with 10 being the most pain) that corresponds to your pain level at its worst.





0-10	Burning	Sharp	Numb	Tingling	Ache	Other


___ Headache	  		  		  	


___ Neck	  		  		  	


___ Shoulder  	  		  		  	


___ Mid Back	  		  		  	


___ Elbow  	  		  		  	


___ Wrist  	  		  		  		


___ Low back	  		  		  	


___ Hip  	  		  		  	


___ Knee  	  		  		  	


___ Ankle  	  		  		  	


___ Foot  	  		  		  	


___ Other  ���__________	  		  		  	
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