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PATIENT INFORMATION INSURANCE
Date Who is responsible for this account?
Patient, Relationship to Patient
Address Insurance Co.
Group #
City State Zp Is patient covered by additional insurance? ] Yes []No
Sex[JM [JF Age Birthdate Subscriber's Name
[ single [JMarried [JWidowed []Separated []Divorced Birthdate SS#
Patient SS# Relationship to Patient
Occupation Insurance Co.
Employer ' Group #
Employer Address ASSIGNMENT AND RELEASE

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

Employer Phone with and assign directly to
Spouse’s Name Dr. : all insurance benefits, if any,
otherwise payable to me for services rendered. | understand that | am financially
Birthdate SS# _ responsible for all charges whether or not paid by insurance. | hereby authorize
. . the doctor to release all information necessary to secure the payment of
Occupation benefits. | authorize the use of this signature on all insurance submissions.
Spouse’s Employer
R ible P ignat
Whom may we thank for referring you? esponsible Party Signature
Relationship Date
PHONE NUMBERS 4 8 ACCIDENT INFORMATION
Home Work Ext Is condition due to an accident? [] Yes [ ] No Date
Best time and place to reach you Type of accident [JAuto [JWork [JHome []Other
IN CASE OF EMERGENCY, CONTACT To whom have you made a report of your accident?
Name Relationship. [J Auto Insurance [J Employer []Worker Comp. []Other
Home Phone _ Work Phone Attorney Name (if applicable)
PATIENT CONDITION
Reason for Visit
When did your symptoms appear? ' ‘ %

Is this condition getting progressively worse? [ ]1Yes [JNo [JUnknown
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
[OJBuming [ Tingling []Cramps [] Stiffness [] Swelling [ ] Other i T

How often do you have this pain?

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 [] Bending [ Lying Down

-OVER-




N

IMPORTANT: Piease check {X) au present symptoms.

HEAD:

Headache
[ sinus (allergy)
(] entire head
[ back of head
[ forehead
(] temples
migraine
{T] Head feels heavy
{] Loss of memory
(] Light-Headedness
[ Fainting
[T Light bother eyes
{ "] Biurred vision
("] Double vision
] Loss of vision
{] loss of taste
L Loss of batance
(] Diziness
] Loss of hearing
[OPaininears
[JRinging in ears
([} Buzzing in ears

NECK:

[JPain in neck

"] Neck pain with movement
forward

backward

tum to lett

tumn to right

bend to left

bend to right

Pinched nerve in neck
Neck feeis out of place

O Muscle spasms in heck

O Grinding sounds in neck

[[] Popping sounds in neck

[JArthritis in neck

ARMS AND HANDS:

0O

DDDDD

O Pain in upper anm
O Pain in elbow
O Movement aggravated
Tennis elbow Moo b
O Pain in forearm
CJ pain in hands
[ Pain in fingers
[[J sensation of pins and needies in arms
(I sensation of pins and needies in fingers
[} Numbness in amns (R-L)
{(C]Fingers go to sleep
{"]Hands cold
{7] Swollen joints in fingers
L] sore joints in fingers
(] Arthritis in fingers
(D Loss of grip strength

Patient's Signature

000 Doooooo 0aooao

SHOULDERS:

L Pain in shoulder joint ( R-L)

(] Pain across shoulders

(] Bursitis ( R-L)

] Arthritis ( R-L)

Can't raise arm

[J above shouider level

[[] overhead

Tension in shoulders

Pinched nerve in shoulder (R-L )
Muscie spasms in shoulders

Pain between shoulder blades
[ sharp stabbing
] Duti ache
[ Pain from front to back
[[] Muscle spasms
[[] Pain in kidney area
CHEST:

[ Chest pain

(] Shortness of breath

[T} Pain around ribs

(] Breast pain

[[] Dimpled or orange peel breast
(] imegular heartbeat

ABDOMEN:

[J Nervous stomach
O Foods can't eat

LOW BACK:

Low back pain

Upper lumhar

Lower lumbar

Sacroiliac

Low back pain is worse when:

i}

Sitting

Bending

Coughing

Lying down (sleeping)
Walking

Pain relieved when
slipped disk

[J Low back feels out of place
[0 Muscle spasms
O] Athit

Date

HIP, LEGS, AND FEET:

[ Pain in buttocks
[ Pain in hip joint
[[] Pain down leg
L Pain down both legs
O knee pain

O inside

J outside
] Leg cramps
{J Cramps in feet
[T Pins and needies in legs
[T] Numbness of leg
(] Numbness of toes
] Feet feel cold
] swolien ankles
] Swolien feet

WOMEN ONLY:
{IMenstrualpain___________ (where)
(J Cramping
[ iregutarity
[ Cycle days
[Bitheontrol ____________ (type)
[ Hysterectomy
[[] Genital cancer.
[[] Discharge
[]Menopause

Tumors
[] Abortions
[[JAre you or do you think you are pregnant?
MEN ONLY:

[ urinary frequency

[ Difficutty in starting

(] Night urination

[[] Prostrate pain/swelling

GENERAL

(J Nervousness
(] initable

Depressed

Fatigue

Generally feel un-down

Normaisleep _________ hrsmight
[0 Lossofsieep_ _______ hrshight
O Lossofweight —_____ 1bs
U Gainweight —__ ps
Clcoflee ___ cupsiday
[J Tea cups/day
U cigarettes _______ packiday
[ Other
[] Diabetes
[J Hypoglycemia

G101b



Ahsolute Health
linopractic

Acknowledgement of Receipt of Notice of Privacy

Absolute Health Chiropractic reserves the right to modify the privacy
practices outlined in the notice.

I have received a copy of the Notice of Privacy Practices for
Absolute Health Chiropractic

Name of Patient (Print of Type)

Signature of Patient

Date

Signature of Patient Representative
(Required if the patient is a minor or an adult who is unable to sign this
form)

Relationship of Patient Representative to Patient



PF-1000 Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

Uses and Disclosures

Treatment. Your health information may be used by staff members or disclosed to other health care
professionals for the purpose of evaluating your health, diagnosing medical conditions, and providing
treatment. For example, results of laboratory tests and procedures will be available in your medical record
to all health professionals who may provide treatment or who may be consulted by staff members.

Payment. Your health information may be used to seek payment from your health plan, from other
sources of coverage such as an automobile insurer, or from credit card companies that you may use to pay
for services. For example, your health plan may request and receive information on dates of service, the
services provided, and the medical condition being treated.

Health care operations. Your health information may be used as necessary to support the day-to-day
activities and management of Absolute Health Chiropractic. For example, information on the services you
received may be used to support budgeting and financial reporting, and activities to evaluate and promote
quality.

Law enforcement. Your health information may be disclosed to law enforcement agencies to support
government audits and inspections, to facilitate law-enforcement investigations, and to comply with
government mandated reporting.

Public health reporting. Your health information may be disclosed to public health agencies as required
by law. For example, we are required to report certain communicable diseases to the state’s public health
department.

Other uses and disclosures require your authorization. Disclosure of your health information or its use for
any purpose other than those listed above requires your specific written authorization. If you change your
mind after authorizing a use or disclosure of your information you may submit a written revocation of the
authorization. However, your decision to revoke the authorization will not affect or undo any use or
disclosure of information that occurred before you notified us of your decision to revoke your
authorization.

Additional Uses of Information
Appointment reminders. Your health information will be used by our staff to send you appointment
reminders.

Information about treatments. Your health information may be used to send you information that you may
find interesting on the treatment and management of your medical condition.. We may also send you
information describing other health-related products and services that we believe may interest you.

Fund raising. Unless you request us not to, we will use your name and address to support our fund-raising
efforts. If you do not want to participate in fund-raising efforts, please check off the following box.

Individual Rights
You have certain rights under the federal privacy standards. These include:
O the right to request restrictions on the use and disclosure of your protected health information

O the right to receive confidential communications concerning your medical condition and treatment
O the right to inspect and copy your protected health information



Q the right to amend or submit corrections to your protected health information
Q the right to receive an accounting of how and to whom your protected health information has been disclosed
Q the right to receive a printed copy of this notice

Absolute Health Chiropractic Duties
We are required by law to maintain the privacy of your protected health information and to provide you
with this notice of privacy practices.

We also are required to abide by the privacy policies and practices that are outlined in this notice.

Right to Revise Privacy Practices

As permitted by law, we reserve the right to amend or modify our privacy policies and practices. These
changes in our policies and practices may be required by changes in federal and state laws and
regulations. Upon request, we will provide you with the most recently revised notice on any office visit.
The revised policies and practices will be applied to all protected health information we maintain.

Requests to Inspect Protected Health Information

You may generally inspect or copy the protected health information that we maintain. As permitted by
federal regulation, we require that requests to inspect or copy protected health information be submitted in
writing. You may obtain a form to request access to your records by contacting Dr. Clay Thomas D.C.
Your request will be reviewed and will generally be approved unless there are legal or medical reasons to
deny the request.

Complaints
If you would like to submit a comment or complaint about our privacy practices, you can do so by
sending a letter outlining your concerns to:

OFFICE MANAGER

Absoulte Health Chiropractic
29819 Santa Margarita Pkwy#100C
RSM, CA. 92688

949-589-0526

If you believe that your privacy rights have been violated, you should call the matter to our attention by
sending a letter describing the cause of your concern to the same address.



You will not be penalized or otherwise retaliated against for filing a complaint.

Contact Person
The name and address of the person you can contact for further information concerning our
privacy practices is:

OFFICE MANAGER

Absoulte Health Chiropractic
29819 Santa Margarita Pkwy#100C
RSM, CA. 92688

949-589-0526

Effective Date
This Notice is effective on or after AUG 18, 2006.



