
Contidenlial Palient Health Record DATE I.D. NO.

PERSONAL HISTORY
Name: Address:
Cityl Stat€/Prov:

Birth Date:
ZiplPostalCode:

Home Phone:

Cell Phone:
Sex :  !M  L IF

E-mailAddressl
Driver's License Numberl
Circle One: lvlarried Single Widowed Divorced Separated
Type of Wo|k:

Age:

Social lnsurance #

Social Security #

Name of Spouse

Business Employer:
Business Phone:

Spouse's Employer

Spouse's Social
Spouse's Social
Business Phone

Securily #
Insurance

Type oi Work Name and Ages oi Children
Felerred To This Oflice Byl

Name and Number of Emergency Contacll
Who ls Flesponsible For Your Bill, You and
-"1 Personal Health Insurance {Name)
Insured Person's Name

Relationshipl
fl Spouse ! Workers' Comp.E Aulo Insurance i Medlcare : Medicaid

I Health Card #
Date ot Birth

CURRENT HEALTH CONDITTON
Unwanted Health Condit|on

Other Doclors Seen For This Condilioni.|f Yes ,! No_ Who?
Type of Treatment: Results:
When Did This Condition Begin?

Have You lrade A Report of YourAccident To
Drugs You Now Take: -, Nerve P'lls - Pain

Has This Condition Occurred Before? - yes Il No
ls Condition: i- Job Related - Aulo Accideni- Home Injury tr Fall tr Other;
Date oi Accident: Time of Accidentl

Your Employer: tr Yes iNo
Killers/lruscle Relaxers B Blood Pressure l\,4edicine

! Insulin I Other

Do You WearA Shoe Lift? ! Yes
Do You Suffer From Any Condition

l N o

Other Than That Which You Are Now Consulting Us?

PAST HEALTH HISTORY
Please Check and Describe:

l\,4ajor Surgery/Operations: ! Appendectomy i Tonsillectomy ! GallBladder !Hernia ! BackSurgery
! Broken Bones - Other

I\4ajor Accldent or Falls:

Hospjtalization (Other Than Above):

Pfevious Chiropractic Care: [] None ! Doclols Name & Aporoximate Date of Last Visit



Below are a list of diseases which may seem unrelated to the purpose ol your appoiniment. However. these oueslions
must be answered catefully as lhese prcblems can affect your overall course oi care.
CHECK ANY OF THE FOLLOWING DISEASES YOU HAVE HAD:
I Pneumonia

- Rheumatic Fever
f Polio
I luberculosis

tl Whooping Cough
I Anemia
Ll lvleasles

Have you been tested

X lvlumps
fl Smali Pox
ll Chickon Pox
I Diabetes
f Cancer
ll Heart Disease
L , Thyroid

HIV positive? : Yes n No

J Influenza
n Pleurisy
tr Arthritis
n Epilepsy
I Mental Disorders
! Lumbago
D Eczema

INTAKE
! Coffee

n Alcoho'
il Cigarettes
! White Sugar

CHECK ANY OF THE FOLLOWING YOU HAVE HAD THE PAST 6 MONTHS:
MUSCULO.SKELETAL CODE
! Low Back Pain
n Pain Between Shoulders
I Neck Pain
J Arm Pain
tr Joint Pairvstiflness
n Walking Problems
[] Difficult Chewing/Clicking Jaw
-l General Stiffness

NERVOUS SYSTEM CODE
i Nervous
. Numbness
! Paralysis
- Dizziness
tl Forgetfulness
! Conf usion/Depression
! Fainting
fl Convulsions
. Cold/Tlngling Extremities
I Stress

GENERAL CODE
- Fatigue
tl Allergies
! Loss ot Sleep
E Fever
t: Headaches

GASTRO-INTESTINAL CODE
a Poor/Excessive Appetite
D Excessive Thirst
[] Ffequent Nausea
ll Vomiting
! Diarrhea
! Conslipation
! Hemorrhoids
! Liver Problems
a Gall Bladder Problems
! Weight Trouble
! Abdominal Cramps

!
!
D
!

Gas/Bloating After Meals
Hearlburn
BlacuBloody Stool
CoUlis

GENITO.URINARY CODE
! Bladder Trouble
D Painful/Excessive Urination
I Discolored Urine

C.V.R CODE
tr Chest Pain
tr Short Breath
a Blood Pressure Problems
E lrregular Heanbeat
E Hean Problems
- Lung Problemyoongestion
D Varicose Veins
tr Ankle Swelling
tr Slroke

EENT CODE
tr Vision Problems
E Denlal Problems
i Sore lhroat
tr Ear Aches
tr Hearing Difiiculty
a Slutfed Nose

MALE/FEMALE CODE
! lvlenstrual lreguladty
! Menslrual Cramps
I Vaginal Pain/lnfection
D B.east Pain/Lumps
n Prostate/Sexual Dystunction
! Other Problems
!

FEMALES ONLY:
When was your lasl period?

Are you pregnant?
J  Yes  aNo  aNo tsu re

Please outline on the diagram the
area of your discomforl.

!
D

FAMILY HISTORY
The following members have a
same or similar p.oblem as I do:
! ltlother
n Father
! Brother
tr Sisier
! Spouse
i chird

DO NOT WRITE BELOW THIS LINE
ANALYSIS:

DIAGNOSIS:
Patient Accepted: I Yes L-No L- Referred Doclor's Signature



Most patients that come to our otfice have one of two objectives in mind concerning their heallh care. some
patients come for symplomatic relief of pain or discomfort (Relief Care). Others are interested in havinq the cause
of the problem as well as the symptoms corrected and relieved (Corrective Care). Your Doctor will wei;h vour
needs and desires when recommending your lreatment program.

Please check the lype of care desired so that we may be guided by your wishes whenever possibte.
n Belief ! Corrective n Check here ifyou want the Doctor to select the

Care Care type of care afpropriate for your condition. 
-

Date Patient's Signature

lf this is an accident related injury please fill out the Accident Form. Thank you!

Colreofive Gere
Correclive care diffefs lfom relief carc in lhal ils goal
is to gel d of the syrploms or pain while correctng
the cause o' the proolem. Correilive care va es in'
length of time, but is more lasting.

I underctand anel agee lhal health and acctdenl nsuance policies arc an atnngenent between an n,uance ca iet and nvsett. Futhemorc. I nderstand lhat the Doctot s oflhe will prcpate any necessary repols and lofln| lo a,sist ne in making cohechoa trcn tie iiitii; 6;;; ;;; n;;;;;
anounl authoized Io be paid drcctly la the )octot s Ollice wil be decliled lo ny account on rccfipt. Hawevet, ! cteanvnnde;d'n;r;';;;;;;j;ii
,ry:r: ryy-!3:y.9Y9eo,onectty to ne and that t an Ntsanfi rcsp<nsibte fu pewen| t atso unde,stand ihat it t susPnd ot iernnate, a.yrees rcr prctessonat seMces rcn(Ered ne tt| De tnneoatety due aN payabh,

I hercby aulhoize lhe Doalot to.treat ny candlbn.as he ot she deens apptqiate. lt is underctoacl antl aqteed the anount oaid the Doctor. tot x-l?vs.':,y:yl!'yy yyy,!e-a,f!199!!ye1y,! y9,! llg.pgpel! 9! tlts on+, Wfs on hle hhete hey nay be seen at any tine whte a pahe:nl
ot n$ once. rne patenr also agrees fiat ne/sne ts tesponstdla tot alt ws nvrmec! at this oflice.

ReIlglJ Cete
Roliol Care is thal care necessary to get d ol your
symploms or pain, bul not lhe caLse ol rl. h is the
same as drying a tloor lhat was ge irg wet lrom a
leak, but nol lixing the leak.

Consent to Trcat a Minor

Date

Date

DateStgnature ot Aukonnng Carc



TERMS OF ACCEPTANCE

when a patient seeks chirop|actic health care we accept a patient for such care, it is essentrat tor both to be workingtowards the same objective.

chirop|aclic has only one goal. lt is important that each patient undeBtand both the objective and the method that wi beused to attain il_ This witt prevent any confusion or disappointment.

Adjustmenl: An adjustrnent is the specific application of forces to facilitate the body s correctron of vertebrat subtuxation.Odr chrropractic method of correction is by specific adjustmenl ofthe spine.

Health: A state of optimal physical, mental, and socia' well-being, not merely lhe absence ot drsease or infirmity.
vertebral subluxation: A misalignment of one_of.more of the 24 vertebrae in the spinal colurnn wh'ich causes alterationof nerve function and interference to the transmission of mental imputses, resulting i; a ressenrng of the body's innateabrlity to express its maximum health potentjal

we do not offer to diagnose or keat any diseases or condition other than vedebral subluxation. However, if during thecourse of a chiropractic spinal examination, we,encounter non-chiropractic or unusual findings, we wirr aovise youi ii-youdeske advice. diagnosis or treatment for those findings, we will recommeno ttrit ylu seer rne servrces of another heatthcare provrder.

Regafdress of what the disease is cafled, we do,not offer to treat it- Nor do we offer aovrce regafding treatmentprescribed by otherc- oUR oNLY PRAOTIcE o_BJEOTIVE is to etimrn"t" " r"pr inGrf"r"n"e-to ttre'expresston ortnebody's jnnate wisdom. Ouronly method is specific adjusting to correct vertefraiiuOiLtxatrons.

I ,
(Print Name)

, have read and fully understand the above statements.

A questions regarding the doctor's objectives pertaining to my care in this office have been answered to my comptete

{, theretore, accept chiropaactic care on this basjs.

(Signature) (Date)

(Signature) (Date)

Consentto evaluate and adiust a minor chlld.

l, , being the parent or legal guardian of

@l3I",Jii"o#.','v*oerStandtheabovetermsofacceptanceand

(For Women) Pregnancy Release

rhis is to certify that to the best of my knowredge r.am not pregnant and the above docior and his associates have mypermission to perform an x-ray evaluation l have been adviseld that x-ray can be hazlrdous to an unborn chito. Dail otlast menstrual period _



The Chiropractic Office of Life Mission Chiropractic

Patient Authorization rcgarding chiropractic care being provided in an "open-door" adjosling environment,
sign-in sheets, travel cards, pictures and referal board.

It is the desire ofthis office to provide chiropractic care in an "open-dooC'adjusting environment An open-door
approach involves the doctor moving from patient care area to patient care area and leaving the doors between
patient care areas open. As a result patients are occasionally within sightofone anotherand some ongoing routine
deiails ofcare are discussed within earshot of other patients and staff. This envifonment is used for ongoing care and
is NOT the environment used for taking patient histories, performing examinations or presenting reports offindings
These procedures are completed in a private confidential sefting.

We are requesting this authorization of you due to various interpretations under fedefal law with respect to that is
known as an "incidental disclosures" of health insurance. lt is our view that the kinds of matters related in an "open

doo/' environment are incidental matters, in the event you or someone else would nol agree with us we are providing
this disclosure and requesting youf authorization.

The use ofthis format is intended to make your experience with our office mofe efficlent and productive as well as to
enhance yout access to quarity health care.

Your signature indicates youf authorization ofthis activity.

Name (Print) Sjgnature Date

Office Policies

1. Allfirst visit charges are payable when services rendered.
2. The fee paid for treatment x-rays is fof analysis only. The film itself is the pfopedy of this office. Once films are

used for treatment purposes, they cannot be released. Copies can be made if necessary. (One week processing
time will be needed - copies will be charged $10.00 per x-ray plate.)

3. l\4ethod of payment you plan to use to take care of today's charges? Cash Check Visa/Mastercard/AmEx

I understand and agree that health and accident insurance policies are an arrangement between my auto policy
carrier and myself. Furthermore, I understand Life Mission Chiropractic Center will assist in preparing necessary
forms to assist in my collections from the insurance company and that any amount authorized to be paid directly to
Life Llission Chiropractic Cenier will be credited to my account upon feceipl. Howeve\ | clearly understand and agree
that all my services rendefed me are charged directly to me and that I am personally responsible for payment.

I also underctand that if I suspend ar tetminate my carc atthis oftice, any outstanding charges for professional
services rcndercd me will be immediately due and payable. I agree that I will be responsible for all attorney and legal
fees if legalaction becomes necessary to collect this account.

Patient Signature Date:

Guardian Signature Authorizing Cafe:

Relationship:

Address

ln case ofemergency, notify:

Phonei



patient Consentfor Use and Disclosure
Of Protected Health Information

Life Mission Chiropt€ctic

J hereby give my consent for Life Mission Chiropractic (hereinafter refened to as the .practice 
) for use and disctoseprotectecl health information (PHl) about me to carry out lreatment, payment and health,care operations (Tpo).

The Practices Notice of Pfivacy practices provides a more complete description of such uses and disclosurcs.

I have the right to review the Notice of Privacy Prlctices prior to signing thrs consent. The practicE reserves the right torevise its Notice of Privacy P|actices at anytime. A revised Notice bf Piivacy practices may be oodineo oy rorwadinj awritten request to

!4ig!C!!e-E-ACgEg. our Privacy Officer, at the fofiowing address:

12276 San Jose Blvd., Suite 512, Jacksonvi e, FL 32223.

With this consent, the Practice may call my home or other altemative location and leave a message on vo16e maitor inperson in reference to any items that assist the practice in canying out TPo, such as appointmeni reminders, insuranleitems and any calls pertaining to my clinical care, inctuding laboratory results among orhers.

With this consent, the Practice may mailto my.home or other alternative location any items that assist the practice incarrying out TPO, such as appointment reminder cards and Datient statements.

I have the right to request that the Practice reskict how it uses or discloses my pHl to carry out rpo. However, thePractice is not required to agree to my rcquested restrictions, but if it does, it i6 bound by tiris agreement.

By signing this form, I am consenting to the practice's use and disclosure of my pHl to carry out TpO.

I may.revoke my consent in writing except to the extent that the practice has already made disclosures in retiance uDonmy p or consent. tf I do not sign this donsent, or later revoke it, the practice may d;cline to provide treatment 6 m;

Signature ot Patient or Legal Guardian

Patient's Name

Print Narne of Patient or Legal Guardian

Date
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