CHIROPRAUL(IC REGISTRATION AND HISTORY
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HEALTH HISTORY

What treatment have you already received for your condition? ["] Medications
{3 Chiropractic Services [7} None [} Other

£ Surgery

L) Physical Therapy

Neme and address of other doctor(s) who have treated you for your condition

Date of Last:  Physical Exam Spinal X-Ray Blowd Tegt
Spinal Exam Chest X-Ray Urine Test
Dental X-Ray MR, CT-Scan, Bone Scan
Place a mark on “Yes" or “No” to indicate if vou have had any of the following: |
AIDSMHIV {3 Yes No  Chicken Pox [lYes {INo  Liver Disease fliYes [INe ! Rheumstold Adbritis [ Yes [INo
Ascohoism C1Yes [INo Diabetes OYes [INo  Measles [IYes [INo | RheumaticFover [JV¥es [INo
Allergy Shots {JYes [INo Emphysema OYes {[JNo Migraine Headaches['] Yes [JNo  Scarlet Fever f3ves [INo
Anemia Elves [INo  Epilepsy [Yes [TINo Miscardage [Jves [Iho  Btroke {IYes [INo
Anorexia {IYes [INo Fractures CiYes [[INo Mononucleosis  [JYes [JNo | SuicideAttempt [JYes [INo
Appendicitis CliYes [INo Glaucoma [iYes [INo  Multiple Sclerosis [[JYes [INo | Thyroid Problems [71Yes [JNo
Arthritis {JYes [INo Goher {iYes [ONo Mumps [lves [INo [ Tonsitiis Cives [Ine
Asthma [IYes [INo  Gonorhea [lYes [INo  Osteoporosis CYes [INo | Tubsrculosis CiYes [INo
Bleeding Disorders [IVes [INoe Gout Cives [INo  Pacemaker ElYes [INo o Tumors, Growths: [l¥es [INo
Breast Lump CiYes [INo HeatDisease  [JYes [INo Parkinson's Disease[]Yes [INo | TyphoidFever  [7Yes [JNo
Bronohitis £Yes CINo  Hepatits [IYes [INo PinchedNeve  [JYes [INo Ulcers [3¥es [1No
Bulimia CiYes [INo Hemia PiYes [CINo  Pneumonia [lYes [INe  Vaginatinfections [TiYes [MINo
Cancer ElYes [ONo Hemisted Digk [Cl¥es [INo  Polio ves [[INo " Venereal Disease TJYes [INo
Cataracis Elves [INo Hewpes [d¥es [ONo Prostate Problem lves iNo | Whooping Cough  IIves [MINo
Chemical High Cholesteral  [T1Yes [INe  Prosthesis CiYes [INo [Other
Dependancy [JYes [INo KidneyDibease [JYes [INo PsychisticCare [IVes [INo |
EXERCISE WORK ACTIVITY HABITS ‘
I done ] Sitting T} Smoking Packs/Day
[T Moderate [ Standing [ Alcohol Drinks/Week
[ Dally [] Light Labor [ Cofiee/Caffeine Drinks  Cups/Day
{JHeavy {1 Heavy Labor {3 High Stress Level R&s&n
Are you pregnamt? [1Yes [7INo. DueDate
Injuries/Surgeries you have had Desciption ; Date
Falis
Head injuries i
Broken Bones 1
Dislocations |
Surgeries ,___g,
MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

I
|
|

i

Pharmaoy Namg

Pharmacy Phone {_____}




Functional Rating Index

For use with Neck and/or Back Problems only. i

In order to properly assess your condition, we must understand how much your neck and/or back problems

has affected your ability to manage everyday activities. For each item below, please circle the number which
most closely describes your condition right now. !

1. Pain Intensity 6. Recreation |

Lo | |2 E | 4 Lo | |2 E [ 4
| I | ! | | I [l I |
No Mild Moderate Severe Worst Can do Can do Can d Candoa Cannot do
pain pain pain pain possible alt most some few any
pain activities activities activities activities activity

2. Sleeping 7. Frequency of Pain

[ o |1 | 2 E | 4 [ o |1 |2 |3 | 4
| I I f I I I |
Perfect Mildly Moderately Greatly Totally No Occasional Intermittent Frequent Constant
sleep disturbed disturbed disturbed disturbed pain pain; 25% pain; pain; 75% pain;
sleep sleep sleep sleep of the day 50% of the of the day 100% of
day the day
3. Personal Care (washing, dressing, etc.) 8. Lifting |
| o | 1 | 2 | 3 | 4 | o |1 | 2 } 3 ! 4
No pain; Mild Moderate Moderate Severe No pain Increased lncreasgd pain Increased Increased
no pain; no pain; need to pain; need pain; need with pain with with 1noderate pain with pain with
restrictions restrictions go slowly some 100% heavy heavy weight light any
assistance assistance weight weight ! weight weight
4. Travelling (driving, etc.) 9. Walking ‘
Lo | 1 | 2 |3 | 4 Lo |1 |2 =3 {4
No pain on Mild pain Moderate Moderate Severe pain No pain; Increased Increase¢ pain Increased Ir_lcre?sed
long trips on long pain on pain on short on short any pain after 1 after 1/2; mile pain aﬂer pain wn_th all
trips long trips trips trips distance mile | 1/4 mile walking
5. Work 10. Standing
Lo |1 |2 {3 |4 o 1 2 |3 | 4
I I I I | I | |
Can do Can do Can do Can do Cannot No pain Increased Increased Increased lnc_reas.ed
usual work usual 50% of 25% of work after pain after pain affer | pain after pain with
plus work: no usual work usual work several several hour 1/2 hour any
unlimited extra work hours hours ‘ standing
extra work
Patient’s Signature Date

For Office Use Only: Clinical Diagnosis Codes:

Practitioner ID#: Patient ID#:
Total Score

FR1 © 1999 Institute of Evidence-Based Chiropractic, www.chiroevidence.com



Frank J. Valente, DC, CCSP

Board Certified Chiropractor Sports Practitioner
420 Madison Ave, Suite 803, New York, NY 10017
Phone (917) 338-7917 Fax (212) 319-0435

Email: drvalentedc@gmail.com i
Website: www.midtown-chiropractor.com |

INFORMED CONSENT

PATIENT NAME

| will use my hands or a mechanical instrument upon your body in such a way as to move your joints. This procedure is
referred to as "Spinal Manipulation” or Spinal Adjustment” As the joints in your spine are moved, you may experience a
“pop” as part of the process.. ;

There are certain complications that can occur as a result of a spinal manipulation. These compilations include, but are
not limited to: muscle strain, cervical myelopathy, disc and vertebral injury, fractures, strains and dislocations, Bernard-
Horner's Syndrome (also known as oculosympathethetic palsy), costovertebral strains and[ separation. Rare
complications include, but are not limited to stroke. The most common complication or complaint following spinal
manipulation is an ache or stiffness at the site of adjustment.

| am aware of these complications, and in order to minimize their occurrence | will take precautions. These precautions
include, but are not limited to my taking a detailed clinical history of you and examining you for any defect which would
cause a complication. This examination may include the use of x-rays. The use of x-ray equipment may pose a risk if
you are pregnant. If you are pregnant, you should tell me when | take you clinical history.

DATE

Printed Name

Signature

Signature of Parent or Guardian
(if a minor) :




HIPPA is a federal government regulation, which contains rules about how we (can use your
medical information with, and without, your permission. It also gives patientsinew rights with
respect to the privacy of their medical information. We are obligated by law tg make available
to you our Notice of Privacy Practices, which explains our duties and your rights, and get a
written acknowledgement from you that you have received this information.

f
To learn more about HIPPA, visit the United States Department of Health and Human Services
website at: |

i
|

www.aspc.hhs.gov/adminsimp/Index.htm

I understand a copy of this offices Notice of Privacy Practices is available for fmy review.

Due to the Privacy Act of 1974, we cannot release anything about your file to ‘ényone without
your written consent. i

| give this office authorization to release information regarding my medical records and/or
account records to the individual or organization below. | understand that unless | state
otherwise, ALL information may be discussed or released. (Please print)

Name:

Address:

Our office may leave information on my home answering machine: Yes / No

The signed statement will remain valid unless you inform us in writing.

Patient Signature Date



CREDIT GUARANTEE
INSURANCE ASSIGNMENT
PERSONAL BALANCES

INSURANCE ASSIGNMENT

Our Insurance Assignment Program is designed to keep your out-of-pocket
expenses to a minimum. As a courtesy to you, we will bill your health insurance
carrier on your behalf and wait up to 30 days for payment. Please remember,
however, that you are ultimately responsible for payment. As a prerequisite, we
ask that you leave a credit card to guarantee payment.

FILING PROCEDURE
Claims for initial services are submitted within 48 hours after your first visit.

On Day 30, if the bill has not been paid by your insurance coﬁnpany, we will
charge your designated credit card below for the amount of the claim. You will

be sent a payment voucher. Any payments made on these claims thereafter will
be immediately refunded to you.

PERSONAL BALANCES

Estimated personal portions are paid at the time of service unless you prefer to
pay weekly. Weekly payments also require this credit card guarantee, and any

personal balance not paid by Friday will also be automatically charged to your
designated card below.

CREDIT CARD: 0O AMEX O VISA O MC 3 DISCOVER
CARDHOLDER NAME }
CARD # EXP. DATE
CCV#

I'agree to the above terms and authorize you to bill the charge card. |
understand that should payment not be received within 60 days after submission

of my claim, or should | terminate care before being dismissed by your physician,
I will be charged the amount due.

SIGNATURE DATE

Credit Guarantee for Personal Balances



Frank J. Valente, DC, CCSP
Board Certified Chiropractor Sports Practitioner
420 Madison Ave, Suite 803, New York, NY 10017
Phone (917) 338-7917 Fax (212) 319-0435
Email: drvatentedc@gmail.com
Website: www.midtown-chiropractor.com

SPECIAL PAYMENT INSTRUCTIONS

Patient’s Name:

1. We have verified your benefits and while your insurance company did not guarantee payment,

they stated that you have a $ deductible, § of which has been met.
Additionally, your insurance will pay % of covered charges, leaving | % of each visit
due by you. ‘

2. We have verified your benefits and while your insurance company did not guaréntee payment,

they stated that you have a $ deductible, § of which has been met.

Additionally, your insurance will pay % of covered charges, leaving $ co-pay of each visit

due by you.

INSURANCE FORMS/PAYMENT

If you receive any correspondence from your insurance carrier pertaining to the care you have received at
this office or a request of more information regarding your care, please bring it in as soon as possible. 1t is
very important that we keep your file as up to date as possible. Occasionally, either by mistake, or due to
provisions in your policy, the check issued by the insurance company for payment of services rendered in

our office, may come to you instead of our office, If you should receive any unexpected check in the mail,
please contact us to see if it does represent payment of your bill here.

I have read and understand the payment policy of Frunk J. Vulenre, DC, PC. I dinderstand that my
insurance Is an arrangement between myself and my insurance company, NOT between Frunk J. Valente,
DC. PC and my insurance company. | request that Frank J. Valente. DC, PC prepare the customary forms
at no charge so that [ may obtain insurance benefits. | also understand that if my ‘insurance does not

respond within 60 days, or if I suspend or terminate my schedule of care as prescribed by the doctors ar
Frank J. Valente, DC, PC that fees will be due and payable immediately.

Patient’s signature (or guardian if patient is a minor) Date

Witness



