VESTAVIA
SPINE&REHABILITATION
'CENTER

Full Legal Name: Today’s Date:

Occupation: Male: Female:
Address: City:

State: Zip: - Email {write legibly):

Phone (Primary): Phone (Home):

Date of Birth: __ Age: Social Security #:

PLEASE FILL OUT INSURANCE INFORMATION BELOW EVEN IF YOUR CARDS WERE TURNED IN

Primary Insurance: Contract #:
Insured Name: If not you, Insured Date of Birth:
Secondary Insurance: Contract #:

Primary Care Physician (Address & Phone if known):

PATIENT QUESTIONAIRE:

Reason for seeking care?
Who might we ask referred you to us?
When was your X-Ray or MRI?
If pain is present, how long has it been occurring?
If pain is present, what alleviates the pain?
If pain is present, what worsens the pain?

Height? feet inches Weight? pounds
Do you smoke? Y/N
Alcohol? Y/N Daily? Weekly? Social Occasions?

Caffeinated drinks per day?

PLEASE MARK |

WHEREYOU PLEASE CIRCLE THE DEGREE OF PAIN YOU
FEEL PAIN ON CURRENTLY HAVE BELOW WHERE “0” IS
THE FIGURE/S NO PAIN AND “10” IS WORST PAIN:
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Medical Information Release Form (HIPAA Release Form)

Name: Date of Birth: / /

Release of Information

I "uiho*iza the release of information including the diagnosis, records, examination 1 resulis,
medication dose changes, and claims information.
Tz s information may be released 1o

- Spouse

0 - Information i3
not to be relessed to
anyone other than me.

Please call O my home phone is O my cell phone is

If unable to reach me: 0 - Do not leave
— e o - not
0 - You may leave a detailed message

INessages on iy

OR phone mailbox.
[ - Please leave a message asking me to return vour call
The best time 10 reach me is (day of week) between (time)
E-mail Messages
0 - Use my e-mail address o send messages for me 0 contact the nurse for informeaton OR

0

- Use my e-mail to leave detailed mes>aces and information.

0 Attach Iab resulis o the e-mail message.

My e-mail address is

This Release of Information will remain in effect uniil terminated by me in writing,
This release specifically excludes any P:YCIBQ’LTY a,d psycholovy vveﬂuauonbheco rds which are

. mﬂher_resm cted by HIPAA regulations. .

Patient Signeture: - Date: / /
Wimess Signature: Date: / /

Form Made Filleble by AuthorizetionForms.com



INFORMED CONSENT

You are the decision maker for your health care. Pari of our rola is to provide you with
information to assist you in making informed choicas. This process is otien referred to as
“informed consem and involves your understanding and agreemant regarding the care
we recommend, the benefits and risk associated with the care, alernaiives, and the
poiential etfect on your health if you choose not to receive the care

0

We may conduct soms diagnostic or examination procadures, if indicated. Any examinations or iests
conducied will be careiully perfofmed, but may be uncomforizble

Chiropraciic care centrally involvas what is known as a chiropraciic adjustmem Thers may bs addiijonal
supportive procedures or recommendations as wsll. When providing an adjustment, we use our hands or an
instrument io reposition anatomical struciures, such as vertsbras. Poteniial benefits ofan adjusiment include
restoring normal joint motion, reducing sweliing and inflammaition in & joint, reducing pain in the joint, and
improving naurclogical funciioning and overall well-being.

[t1s imponant that you undarstand, as with all health cars approaches, results ars not guarariesd, and ihare
Is no promise 1o cure. As with all typses of healih care intervantions, thers are some risks o cars, includin
butnot fimited to: muscle spasms, aggravating and/or temporary increass in sympioms, lack of improvems
of symptoms, burns and/or scarring irom slscirical stimulation and from hot or cold therapies, including, b
not fimited fo, hot packs and ics, fractures (broken bones), disc injuriss, strokes, dislocations, sirains, and
sprains. With respect 1o sirokss, there is 2 rare but serious condition known as an arterial dissection that
involves an abnormal change in the wall of an artery that may cause the development of a thrombus {clot) with
the potential to lead 1o a stroke. This occurs

ng,
it

in 1 of every 1, 000, 000 people, whather thay are receiving healih
& or not. Patients who experience this condition often, but not always, pressni to their madical docior or
chiropracior with neck pain and headachs. Unforfunaisly, a percentage of these patients wil experience a siroke.
As chiropractic can involve manually and/or mechanically adjusting the carvical sping, It has been reporied that
chiropraciic care may be a risk of developing this typs of siroke. The association with stroka is excsedingly
rare and is esiimated to be related in one in one miflion to one in two million carvical adjusimenis.

it Is also important that you undersiand ihere are treatment options available for your condition other than
chiropractic procadures. Likely, you havs iried many o thess approaches already. These opiions mayinclude,
butare not limiied io: sefi-administered care, over-the-counisr pain relievers, physical measures and rest,
redical care with prescription drugs, physical tharapy, bracing, injections, and surgery. Lasily, you have the

right to & second opinion and 1o sacurs other opinion about your circumsiances and health care as you see
it

]

[ have read, or have had read io me, the above consari, I appreciate that it is not possible to consider

“svery possible complicativn to care. | have also hadan OppUIiunity To ask quastiohs about iis cohient, and

by signing below, | agree with the current or future recommendation o receive chiropractic care as is
deeined appropriaie for my circumstance. | infend this consent fo cover the eniire courss of care from all

providers in this office for my present condfiion and for any future condition(s) for which | seek chiropractic
care from this office

Patient/ Guardian Date
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