
Harbor Family Chiropractic
1831 Orange Avenue, Suite B Costa Mesa, CA 92627
(949) 515-5170 Fax (949) 515-5173

www.costamesachiro.com
Date: _____________________
Name: _____________________________________________________________________________


First Name

Middle Initial


Last Name
Address_________________________________City_____________________State___Zip_________
Home Phone # (       ) _________________________Cell # (       ) ________________________
Work # (       ) _______________________E-mail address__________________________________

SS#_________________________ Birthday____________________ Age_____________

Occupation_________________________Employer________________________________________
Marital Status

(  Single
(  Married
(  Separated



(  Divorced
(  Widowed
   Spouse’s Name__________________________
Children’s names and ages____________________________________________________________

Emergency contact:
Name___________________________________________________________






First Name

Last Name
Relationship _____________________________Phone # (       ) _______________________________

What Brings You Here?
Have you ever had chiropractic care before?

( No

( Yes

If yes, please tell us the Doctor’s name ___________________________________________________
How did you find out about our office? ___________________________________________________
Patient History

Give a brief detailed description of the problem you are currently experiencing:

___________________________________________________________________________________

___________________________________________________________________________________

How long have you had this condition? ______________________is it getting worse?   ( Yes
( No


Does it bother you during (check appropriate box): ( work, ( sleep,  ( exercise, ( other:
____________________________________________________________________________________

What seemed to be the initial cause?
[image: image1.wmf]____________________________________________________________________________________

Rate the severity of your pain on a scale from 1(least pain) to 10 (severe pain) ________
Mark an X on the picture where you continue to have pain.

Type of pain
( sharp    ( dull    ( throbbing    ( numbness    ( swelling


( aching  ( stiffness   ( tingling   ( burning   ( other
Are your symptoms affected by
( sitting
( standing



( walking
( bending
( lying down
  ( weather

Accident Information

Is this appointment related to 

( work
( sports
( auto accident





( personal injury

( other_____________________
When did the incident occur? _______________
Where? _________________________________
Attorney (if applicable) ________________________________Phone# (       ) ___________________
Are you receiving care from other health professionals?
( No

( Yes
Health History

Name of your primary Physician _________________________ Phone # (       ) ____________________
Date of Last Physical Examination ____________________

Have You Ever Suffered From:       YES      NO




 YES   NO

1. Dizziness

(
(

8.   Asthma

   (
(
2. Backaches

(
(

9.   Neuritis

   (
(
3. Heart Trouble

(
(

10. Digestive Disorders 
   (
(
4. Diabetes

(
(

11. Nervousness
   (
(
5. Tuberculosis

(
(

12. Sinus Trouble
   (
(
6. Arthritis

(
(

13. Anemia

   (
(
7. Headaches

(
(

14. Cancer

   (
(
Past Health History

Have you. . .




YES
NO
If yes, include date & provider seen
. . .been hospitalized in the last 5 years?
  (
(
_____________________________
. . .had any mental disorders?


  (
(
_____________________________

. . .had any broken bones?


  (
(
_____________________________

. . .been diagnosed with Diabetes

  (
(
_____________________________


Type I _____ or Type II _____


. . .been treated for any other condition/s?
  (
(
_____________________________

Medications

What medications are you currently taking? Include vitamins, herbs, minerals. . .

List Date Started, Brand Name, Generic Name, Strength Dosage, Frequency, Duration, Quantity, Refills Available, Prescribed by  
___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

Do you smoke?
( Never
( Former Smoker
( Current/ Every Day Smoker




( Current Some Day Smoker

Do you have allergies?
( Food
( Environmental
( Medication

List Type of Allergy and Reaction

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
Family history if any blood relative has had any of the following conditions, please check and indicate which relative(s)

(  Alcoholism_________

(  Cancer_________

 (  High blood pressure_________
(  Anemia_________

(  Diabetes_________
 (  High cholesterol_________

(  Arteriosclerosis_________
(  Emphysema_________
 (  Multiple sclerosis_________

(  Arthritis_________

(  Epilepsy_________  
 (  Osteoporosis_________

(  Asthma_________

(  Glaucoma_________
 (  Stroke_________

(  Bleed easily_________

(  Heart disease_________ 
 (  Thyroid disease_________

Financial Responsibility

Who is responsible for payment? ___________________________

Insurance Co. Name ____________________________________Group Policy #___________________
Insured’s name ______________________________Insured’s Social Security#____________________

Relation _______________Date of Birth _____________Employer______________________________
The above is accurate to the best of my knowledge: 
Patient Signature: ____________________________________________
Date: __________________
[image: image2.wmf]
NOTICE OF PRIVACY PRACTICES
I understand and have been provided with a Notice of Information Practices that provides a more complete description of information uses and disclosures. I understand that I have the following rights and privileges:

· The right to review the notice prior to signing this consent,

· The right to object to the use of my health information for directory purposes, and
· The right to request restrictions as to how my health information may be used or disclosed to carry out treatment, payment, or health care operations

Patient Signature: ____________________________________________
Date: _________________

The patient identified authorizes HFC (Harbor Family Chiropractic) to use or disclose protected health information in with the following:
Patient Demographics: I give permission to HFC to use my address, phone number and clinical records to contact me with birthday cards, holiday related cards, and newsletters and information about treatment alternatives or other health related information. We do not share this information with others.

Patient Signature: ____________________________________________
Date: _________________
INFORMED CONSENT TO CHIROPRACTIC TREATMENT

I hereby request and consent to the performance of Chiropractic adjustments and other Chiropractic procedures, including examination tests, diagnostic x-rays and physical therapy techniques, on me (or on the patient named below for which I am legally responsible) which are recommended by the doctor of Chiropractic named below and/or other licensed doctors of Chiropractic who now, or in the future, render treatment to me while employed by, working for, or associated with, or serving as backup for the doctor of Chiropractic  named below.

I understand that, as with any health care procedures, there are certain complications which may arise during a Chiropractic adjustment.  Those complications include, but are not limited to fractures, disc injuries, dislocations and muscle strain, cervical myelopathy and costovertebral strains and separations.  Some types of manipulation of the neck have been associated with injuries to the arteries of the neck, leading to, or contributing to serious complications including stroke. HOWEVER THESE ARE VERY RARE.  I do not expect the doctor to be able to anticipate all risks and complications, and I wish to rely on the doctor to exercise judgment during the course of the procedures which the doctor feels at the time, based upon the facts then known, are in my best interest.

I have had an opportunity to discuss with the doctor named below and/or with office personnel the nature, purpose and risks of Chiropractic adjustments and other recommended procedures and have had my questions answered to my satisfaction.  I understand that the results are not guaranteed.

I have read or have read to me the above explanation of the Chiropractic adjustment and related treatment.  By signing below I state that I have weighed the risk involved in undergoing treatment and have myself decided that it is in my best interest to undergo the Chiropractic treatment recommended.  Having been informed of the risks, I hereby give my consent to the treatment.  I intend this consent form to cover the entire course of treatment for my present condition and for any other future conditions for which I seek treatment.

HARBOR FAMILY CHIROPRACTIC 

1831 Orange Avenue, Suite B Costa Mesa, CA 92627 

(949) 515-5170 

Do not sign until you have read and understand the above

	Printed Name of Patient:
	Date

	Signature of Patient:
	Date

	Signature of Patient’s Representative:
	Date

	Witness of Patient’s Signature:
	Date

	Translated By:
	Date


� EMBED MSDraw.Drawing.8  ���









_984889903.unknown

