Dockter ( Lutz Chiropractic & Pine City Family Chiropractic


New Patient Intake Form                             Today’s Date ____/____/____
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Title: (Circle one)
⁫ Mr.     ⁫ Mrs.     ⁫Ms.     ⁫ Miss      Dr.
  Prof.      Rev. ⁫ Other _______
First Name ___________________ Middle Initial ___ Last Name ___________________Suffix: ____
Date of Birth ______/______/_______

Sex:
⁫ Male         ⁫ Female
Marital Status:  ⁫ Single   ⁫ Married   ⁫ Other
Social Security Number: ______-_____-______


Employment Status: Employed    Unemployed   FT Student   PT Student    Self Employed   Retired
Race:     White   African American    Asian   Pacific Islander   Native American   Other_________

Ethnicity: Hispanic/Not Hispanic/Choose Not to Specify
Multi-Racial: Yes/No/Choose Not to Specify

Preferred Language:    English         Spanish       Chinese       French       Other____________
Address ___________________________________________________________________________

City _______________________________ State ___________________ Zip Code ______________

Preferred Contact Method:        Home Phone     Work Email    Cell Phone   Personal Email      Mail
Home Phone (_____) ________-___________   Cell Phone (_____) ________-___________
Who can we thank for referring you to our clinic?______________________________________

Would you like to receive text message appointment reminders?  Yes  or No
If Patient is a Minor: 

Name of Guarantor (please print): ________________________________________

Signature of Guarantor: _________________________________________________ 

Accessing Your Patient Portal:
Email: ________________________________    Work Email: _______________________________ 

*An email address is required for the Doctor to send me information via my Patient Portal. By providing my email address, I am authorizing my doctor to contact me via the email address(es) provided, or through the secure messaging system in my Patient Portal.
Security Question: (Circle One)       Answer to Security Question: ____________________________
                                                                                                                                             Answer must be at least 6 characters
What is the name of your favorite pet?     In what city were you born?    What High School did you attend?   

What is your favorite movie?     What is your mother’s maiden name?     On what street did you grow up?   

What was the make of your first car?    When is your anniversary? 
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List any current medications, including frequency and dosage if known. If there are no current medications, check here: (
1) 
 5) 

2) 
 6) 

3) 
 7) 



4) 
 8) _____________________________________

List any known allergies you have had to any medications. If no allergies are known, check here: (
1) 
 2) ________________________________________
3) 
 4)  _______________________________________

Family History: (Circle all that apply)

High Cholesterol:⁫ Mother
Father 
⁫ Sibling

    Son
            Daughter

Cancer:
⁫ Mother
Father
⁫ Sibling
                Son
            Daughter

Diabetes:
⁫ Mother
Father 
⁫ Sibling
                Son
            Daughter

Hypertension:
⁫ Mother
Father 
⁫ Sibling
                Son
            Daughter
Are You Pregnant?   (Circle)  Yes    No
Social History: (Circle all that apply to you)

Drink Alcohol:   occasional     often         never 
Caffeine use:    occasional    often
   never
Drink Water: <64 oz/day  >64 oz/day   never
  
Sleep: <8 hours/night >8 hours/night  Insomnia

Exercise:
 occasional    often         never

Other ________________

Asthma: 
⁫ Mother
Father
⁫ Sibling
                Son
            Daughter

Stroke :
⁫ Mother
Father
⁫ Sibling                     

    Son            Daughter
Heart Disease:    Mother
Father 
⁫ Sibling
           Smoking History: Current every day smoker


   Son
           Daughter




      Never been a smoker








                                          Former Smoker

                               Other _________________
                                                                              Sometimes smoker                                                                                                                                             
Do you have interest in quitting? Yes     No 
Briefly list your current concerns/symptoms: ​_____________________________________________​​​​​​​​_____________________________________________________________________________________

When and how did your symptoms begin?_________________________________________________

_____________________________________________________________________________________

How often do you experience your symptoms?

⁫ Constantly


⁫ Frequently


⁫ Occasionally

⁫ Intermittently

   (76-100% of the day)

   (51-75% of the day)

   (26-50% of the day)

 (0-25% of the day)
What describes the nature of your symptoms?  Sharp
⁫ Ache
⁫ Numb
⁫ Shooting ⁫   Burning
 Tingling
 Throbbing
 Other ______
How are your symptoms changing?   Getting better
 Not changing
⁫     Getting worse

Please use the diagram below to indicate your problem areas.



Have you done anything to improve your pain?      Yes   No    If Yes, please list: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Has a doctor diagnosed you with Hypertension presently?:   Yes        No    If yes, describe: _____________________________________________________________________________________
Has a doctor diagnosed you with Diabetes presently?:   Yes      No     If yes, what kind? ____________
Have you had an X-ray, CT scan or MRI of your low back spine in the past 28 days?      Yes      No

HIPAA COMPLIANT
Our Notice of Privacy Practices provides information on how we may use and disclose your protected health information (PHI).  You have the right to review the full HIPAA notice available at our front desk if you so chose.  This notice indicates that we will only release your PHI with the patient/guardian’s signed consent.  It also indicates that you have the right to restrict how your PHI is disclosed.  We are not required to adhere to this restriction, but if we do, we are bound by our agreement.  By signing this form, you consent to our use and disclosure of your PHI for treatment, payment, health care operations and coordination of care.  You may revoke this consent in writing; however, this revocation will start for PHI dated on the date of receipt of this letter.  
  AUTHORIZATION TO RELEASE INFORMATION: You are authorized to release any information you deem appropriate concerning my physical condition to any insurance company, attorney, or adjuster, in order to process any claim for reimbursement of charges incurred by me as a result of professional services rendered by you of any consequence thereof.  I also authorize the use of this signature on all insurance submissions.  

ACKNOWLEDGEMENT AND UNDERSTANDING

I certify that I, the patient, or my dependant, as I am the guardian, have insurance coverage with the insurance company(ies) that I provided on my Patient Information Sheet and assign directly to Dockter ( Lutz Chiropractic insurance benefits, if any, otherwise payable to me for services rendered.  My attorney and/or insurance company are hereby requested to pay directly to Dockter ( Lutz Chiropractic, any moneys due to him/her on account, the same to be deducted from any settlement made on my behalf. Further, I agree to pay the difference if any, between the total amounts of his/her charges and the amount paid him/her by the attorney and/or insurance company. It is further understood that I, the undersigned, agree to pay the full amount of his/her charges, should my condition be such that it is not covered by my policy or if for any reason the insurance company and/or attorney refuses to pay my claim. Accepting assignment does not release the patient from the responsibility for their yearly deductible or for their co-payment on services provided by the clinic. If you receive payment from your insurance carrier during the period which the clinic has accepted assignment of benefits, you are to bring the check into this office within one week of receipt and endorse it over to the clinic. I certify that if I do not have insurance coverage and chose a Pre Paid Plan, that I will follow all guidelines and submit payment at the agreed upon times.  Failure to follow the above will result in collection action. I understand that I am financially responsible for all charges whether or not paid by insurance.  

MEDICARE ASSIGNMENT – NEED TO ALSO ABN form: I authorize any holder of medical or other information about me to release to the Social Security Administration and Health Care Financing Administration to its intermediaries or carriers any information needed for this or a related Medicare claim. I permit a copy of this authorization to be used in place of the original and request payment of medical insurance benefits either to myself or to the party who accepts assignment below.

CONSENT TO TREAT:  THIS CONSTITUTES INFORMED CONSENT FOR ALL SERVICES PERFORMED AND ALL PRODUCTS PROVIDED AT DOCKTER ( LUTZ CHIROPRACTIC OR IS SUBSIDIARIES.  I hereby request and consent to the performance of specific testing and procedures on me (or the patient named below for which I am legally responsible) as deemed necessary by the providing physicians at Dockter ( Lutz Chiropractic. I understand, and am informed that, while extremely rare, there are some risks to treatment including, but not limited to: fractures, disc injuries, strokes, dislocations, sprains, and strains. I wish to rely on the doctor and treating provider to exercise judgment during the course of the procedure, based on the facts then known is in my best interest. I have read the above consent. I have the opportunity to discuss the nature and purpose of the chiropractic adjustments and other procedures with the doctor and/or office personnel. I agree to these procedures and intend this consent form to cover the entire course of treatment and for any future condition(s) for which I seek treatment. 

To be performed by clinical staff:

Patient Signature: ________________________________________



            Height: ________inches



   







   Weight: __________ pounds
BP: _________/__________
(InsCo._______________  (EHR/SC(review)     (Recall    (NP log  (CC FD   (CCMI   (ABN   (CTM   (VOB
Start Date





Start Date
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