Azle Chiropractic Clinic

Name: Date of Birth: Social Security No:
Address: City: State: Zip:
Phone: (Home/Cell) (Work) E-mail:

Work Status: Employed / Full time student / Part time student / Retired

Marital Status:  Single / Married / Divorced / Widowed How did you learn of this clinic?

Purpose of this appointment and list your complaints:

If Injury, Date of Injury: How did the injury occur? Auto On the job Other

Describe the circumstances of the injury:

Other Doctor seen for this condition:

List any x-rays, tests/studies and/or medications received for this condition:

Were you admitted to the hospital due to this condition? Yes No If yes, please describe

What type of work do you do?

Do you have any current work restrictions due to this condition?

Off work: Yes No Previously From: To:

Light duty: Yes No Previously From: To:




Are you taking any medications (prescription or over-the-counter)? Yes No Ifyes,list:

Do you have allergies to medication? Yes No If yes, please list:
Have you ever had any surgeries? Yes No If yes, please list and approximate dates:
Habits: Current every day smoker Current some day smoker Former smoker Never smoker
Drink alcohol daily Drink alcohol occasional / Exercise: Daily Occasional Never
Family History: Diabetes Cancer Back pain Other:
Mother: -
Father:
Sibling(s) -

ACKNOWLEDGMENT OF OUR NOTICE OF PRIVACY PRACTICES

[ hereby acknowledge that I have received or have been given the opportunity to receive a copy of Azle Chiropractic Clinic, P.C.
Notice of Privacy Practices. By signing below, [ am "only" giving acknowledgement that [ have received or have had the
opportunity to receive the Notice of our Privacy Practices.

Patient name (Type or Print) Date:

Patient/Guardian Signature:

Insurance Information

[ understand and agree that health and accident insurance policies are an agreement between an insurance carrier and myself. Futhermore I
understand that this Chiropractic Office will prepare any necessary reports and forms to assist me in collecting from the insurance company
and that any amount authorized to be paid directly to this Chiropractic Office will be credited to my account upon receipt. However, I clearly
understand and agree that all services rendered to me are charged directly to me and I am personally responsible for payment. [ also
understand that if [ suspend or terminate my care, any fees rendered to me will be immediately due and payable.

Patient/Guardian Signature:

Consent of Professional Services and Release of Information

[ hereby authorize and release the doctor and anyone he/she may designate as his/her assistants to administer treatment, physical
examination, x-ray studies, lab procedures that he/she deems necessary in my case; and I further authorize him/her to disclose all or any part
of my (patients) record to any person or corporation which is or may be liable under a contract to the clinic or to the patient or to a family
member or employer of the patient for all or part of the clinic's charge, including, and not limited to, hospital or medical services companies,
insurance companies, workers compensation carriers, welfare funds or the patient's employer.

Patient/Guardian Signature:



Patient Name:

Azle Chiropractic Clinic PC
Review of Systems

Today's Date:

Please check the signs and/or symptoms related to the following body systems you now have or have experienced in the past.

CONSTITUTIONAL  EYES CARDIOVASCULAR RESPIRATORY
O DenyAll O DenyAll O DenyAll O DenyAll
O Chills O Blindness O Angina O Asthma
O Drowsiness O Blurred Vision O Chest Pain O Bronchitis
O Fainting O Cataracts O Claudication O Dry Cough
O Fatigue O Change in Vision O Heart Murmur O Productive Cough
O Fever O Double Vision O Heart Problems O Coughing up Blood
O Night Sweats O DryEyes O High Blood Pressure O Difficulty Breathing
O Weakness O Eye Pain O Low Blood Pressure [ Difficulty Sleeping
O Weight Gain O Field Cuts O Orthopnea O Hemoptysis
[0 WeightLoss O Glaucoma [0 Palpitations O Pneumonia
O Sensitivity to Light O Shortness of Breath O Sputum Production
O Tearing O Swelling of Legs O Wheezing
O Wears Glasses O Varicose Veins
INTEGUMENTARY GASTROINTESTINAL GENITOURINARY
O DenyAll O DenyAll O DenyAll
O Breast Lumps/Pain O Abdominal Pain O Birth Control Therapy
O Change in Nail Texture O Belching O Burning Urination
O Change in Skin Color O Black, Tarry Stools O Cramps
O Eczema O Constipation O Erectile Dysfunction
O Hair Growth O Diarrhea O Frequent Urination
O Hair Loss O Heartburn O Hesitancy / Dribbling
O History of Skin Disorders O Hemorrhoids O Hormone Therapy
O Hives O Indigestion O Irregular Menstruation
O Itching O Jaundice O Lack of Bladder Control
O Paresthesia O Nausea O Prostate Problems
O Rash [0 Rectal Bleeding O Urine Retention
O Skin Lesions O Abnormal Stool Caliber [0 Vaginal Bleeding
O Abnormal Stool Color [ Vaginal Discharge
O Abnormal Stool Consistency
O Vomiting
O Vomiting Blood ENDOCRINE
O DenyAll
O Cold Intolerance
NEUROLOGICAL PSYCHIATRIC [0 Diabetes
O DenyAll O DenyAll [0 Excessive Appetite
O Change in Concentration O Agitation O Excessive Hunger
O Change in Memory O Anxiety O Excessive Thirst
O Dizziness O Appetite Changes O Goiter
O Headache O Behavioral Changes O HairLoss
O Imbalance O Bipolar Disorder O Heat Intolerance
O Loss of Consciousness O Confusion O Unusual Hair Growth
O Loss of Memory O Convulsions O Voice Changes
O Numbness [d Depression
O Seizures O Homicidal Indication HEMATOLOGIC / LYMPHATIC
O Sleep Disturbance O Insomnia O DenyAll
[ Slurred Speech O Location Disorientation O Anemia
O Stress O Memory Loss [ Bleeding
O Strokes O Substance Abuse O Blood Clotting
O Tremors O Suicidal Indication O Blood Transfusions
O Time Disorientation [ Bruise Easily
O Lymph Node Swelling

MUSCULOSKELETAL

OO0O0Oo0OoOO0O0OooOoOoOoooon

Deny All

Arthritis

Neck Pain
Decreased Motion
Gout

Injuries

Joint Pain

Joint Stiffness
Locking Joints
Back Pain

Muscle Cramps
Muscle Pain
Muscle Twitching
Muscle Weakness
Swelling

ENMT

O0O0O0OO0OO0O0O0OO0O0O0OO0O0O0OO0O0O0OO0O0oO

Deny All

Bad Breath
Dentures
Deviated Septum
Difficulty Swallowing
Discharge

Dry Mouth

Ear Drainage

Ear Pain
Frequent Sore Throats
Head Injury
Hearing Loss
Hoarseness

Loss of Smell
Loss of Taste
Nasal Congestion
Nose Bleeds
Post Nasal Drip
Sinus Infections
Runny Nose
Snoring

Sore Throat
Ringing in Ears
TMJ Problems
Ulcers

ALLERGIC / IMMUNOLOGIC

OoOoooo

Deny All

History of Anaphylaxis
ltchy Eyes

Sneezing

Specific Food Intolerance









Azle Chiropractic Clinic
Financial Arrangement Agreement

In an effort to serve our patients better and to help them know what is expected in
the area of financial arrangements, we have devised the following format.

Please understand that your bill with the Doctor is your responsibility and that we
will file on your insurance for you as a courtesy. Any discrepancies between the
insurance payment and our bill will be your responsibility.

Insurance
Auto Accident Assignment (Personal Injury Protection)
Workman's Compensation Assignment
Health Insurance (must pay deductible to have us file insurance)

deductible % co-payment due

Liability Insurance with Doctors Lien

Attorney Assignment with Letter of Protection
(If your attorney drops your case you are responsible for your bill
unless other arrangements are made).

PPO - HMO Patient pays S per visit as per contract

Cash

Pay as you go (Cash, check, Visa, Mastercard, Discover or Am Ex.)

Payment plan (with approval) of S per

Other

| agree to pay for my bill in the above indicated manner. In the event that my
insurance will not pay for the Doctor's services, | understand that | will be
responsible for paying this bill.

Patient signature: Date:
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