WEL COME.

| ABOLIT YOU
Today'sDate: [ [ File #:

Name: i
What You Prefer To Be Called: - O mate L Female i
! Birthdate: /[ Age: SS#: - 2

Home Address: — kgl
S —— . TN

| Home Phone#: .

Co. Name:
Other Phone #s:
[ Address:
Referred By: =——— —— : |
| ‘ Phone #: .
Employer: I How Long?
Insured's SS#:
| Employer's Address: = BT
w Group # (Plan, Local, or Policy #): s -
cITY Taraarrun STATE i P Insured's Name:
Occupation: ~ Work Phone #: s i
1 ' Relation:
Marital Status: [ Single ] Married (_] Divorced [_] Separated [_[]widowed \
Insured's Employer:
Spouse's Name: E 3

B ccasoNforVIST

Have you ever been treated by a Chiropractor before? [Yes [ No
If so, please explain: — S i
ot . \
The reason for this visit is a result of (Please circle): work, sports, auto, trauma or chronic.
| (Explain what happened): . T = i g
' Please describe the pain & its location: — e
When did condition begin? o

Is this condition getting worse? [Yes [(dNo [JConstant [JComes and goes

Is this condition interfering with your (Please Circle): work, sleep, or daily routine.

If so, please explain: & 3 S “wla o I

Have you had this or similar conditions in the past? [Yes (1 No

If so, please explain: B ——

'Have you been treated by a Medical Physician for this condition? [ Yes (dNo

| If so, where? __ 1. . e W

El ‘ Please inform front desk of 2nd. Insurance source.

Date of Birth: —/ [/ ‘

e

please continue on back.




E

Who should we contact?

Relation; ____ . I ;rE
|
Home Phone #: . f

' WorlkPhene: L= ——— " L o “

P LEALTH LisTORY
| Are you taking any of the following medications?

ONerve pills [ Pain killers(including aspirin) (] Muscle relaxers  [] Stimulants
[Blood Thinners [ Tranquilizers ([ Insulin ] Other(s) g

‘ Have you ever had any of the following diseases/medical condltlon(s)'> ;

'Y N Heart Attack / Stroke Y N Heart Surg./Pacemaker Y N Heart Murmur

Y N Congenital Heart Defect Y N Mitral Valve Prolapse Y N Artificial Valves

| Y N Alcohol / Drug Abuse Y N Venereal Disease Y N Hepatitis |
'Y N HIV+/AIDS Y N Shingles Y N Cancer

Y N Frequent Neck Pain Y N Emphysema/Glaucoma Y N Anemia ‘
Y N High/Low Blood Pressure Y N Psychiatric Problems Y N Rheumatic Fever |
Y N Severe/Frequent Headaches Y N Kidney Problems Y N Ulcers / Colitis

| Y N Fainting/Seizures/Epilepsy Y N Sinus Problems Y N Asthma ‘
'Y N Diabetes / Tuberculosis Y N Difficulty Breathing Y N Chemotherapy

Y N Lower Back Problems Y N Artificial Bones/Joints Y N Arthritis !

 Please list any other serious medical condition(s) you have or ever had: |

LN TSI . | ACCOUNT NFoO
Please list anything that you may be allergicto: i Person ultimately responsible for account
o | I B i - = | Name: r . ]
List previous surgeries/treatments with dates: B |Relation:____ ST =

\ : ‘ Billing Address: P

| List any past serious accidents with dates: . i — e ' ey ~ STATE ~ P

|
| - . — = ) =) ) 4 S.S# = - A i |
Do you smoke?(d No (1 Yes/Howmuch?  Howlong? | DL# - - —

' Are you wearing: (1 Heel lifts QSole lifts (JInner soles JArch supports | WWork Phone #: =
. | Payment method:

What is the age of your mattress? __Is it comfortable? (JYes (QNo | | [Jcash [dcheck [ Credit Card '

§ : CC# (if accepted)# — = =4
For women: Are you taking Birth Control? [J Yes [ No i ! .
{ D I hereby authorize assignment of my
) ) ) | insurance rights and benefits directly to the provider ‘
\ Are you Pregnant DNo [ Yes/How long Nursing? DYes C] No | for services rendered (i offered at this office).

Il We invite you to discuss w1th us any questions regarding our services. The best health services are based on a friendly, mutual
| understanding between provider and patient.
' Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have been made with
the business manager. If account is not paid within 90 days of the date of service and no financial arrangements have been
made, you will be responsible for any expenses incurred in collecting your account.
(M | authorize the staff to perform any necessary services needed during diagnosis and treatment. | also authorize the provider to |
. release any information required to process insurance claims.
M | understand the above information and guarantee this form was completed correctly to the best of my knowledge and
understand it is my responsibility to inform this office of any changes in my medical status.

Slefatzienoeab e T SR

 please recycLe so that we may preserve the health af our planet. P2

il B
First lmpressmn Forms Inc. 1 800-99FORMS FORM # 1MCA2 o copyrlght ©1996 "‘ﬁ

_ Date ]

O ot




File #:

Name:

What is your current weight: Ibs., and height, Ft. In..
Please describe your condition:

scale of 1 (discomfort) to 10 (extreme pain).
Numbness Pins & Needles Burning Aching
----- 00000 AAAAA XXXXX

¢
right left left right n
Front Back Left
A
¥
L B e & - 7 Emv ‘_?{__k
T

Signature: ) Date: fas U ‘
= = — i el i

Stabbing
(XXX Y]

Sy

Please mark area(s) of injury or discomfort as shown below in the example. Indicate the degree of pain using a

P TR F 0 e W
PLEASE RECYCLE 50 TUAT \\/L MAY PRESCRVE THC LEALTU oF AR PLANCT @

]Flrst Impression Forms, Inc. 1-800-99FORMS FORM # 2CHIRO.2 ©® 1996]




CONSENT FOR USE OR DISCLOSURE OF HEALTH INFORMATION

OUR PRIVACY PLEDGE

We are very concerned with protecting your privacy. While the law requires us to give you this disclosure, please understand that
we have, and always will, respect the privacy of your health information.

There are several circumstances in which we may have-to use or disclose your health care information.

"We may have to disclose your heaith information to another health care provider or a hospital if it is necessary to refer you to
tnem for the diagnosis, assessment, or treatment of your health condition.

"We may have to disclose your health information and billing records to another party if they are potentially responsible for the
payment of your services.

"We may need to use your health information within our practice for quality control or other operational purposes.

We have a more complete notice that provides a detailed description of how your health information may be used or disclosed.
You have the right to review that notice before your sign this consent form (164.520). We reserve the right to change our privacy
practices as described in that notice. If we make a change to our privacy practices, we will notify you in writing when you come in
for treatment or by mail. Please feel free to call us at any time for a copy of our privacy notices.

YOUR RIGHT TO LIMIT USES OR DISCLOSURES

You have the right to request that we do not disclose your health information to specific individuals, companies, or organizations.
if you would like to place any restrictions on the use or disclosure of your health information, please let us know in writing. We are
not required to agree to your restrictions. However, if we agree with your restrictions, the restriction is binding on us.

APPOINTMENT REMINDERS & HEALTH CARE INFORMATION AUTHORIZATION

Your chiropractor and members of the practice staff may need to use your name, address, phone number, and your clinical
records to contact you with appointment reminders, information about treatment alternatives, or other health-related information
that may be of interest to you. If this contact is made by phone and you are not at home, a message will be left on your answering
machine. By signing this form, you are giving us authorization to contact you with these reminders and information.

PENNSYLVANIA CHIROPRACTIC ASSOCIATION AUTHORIZATION

Your chiropractor and members of the practice staff may need to disclose your name, address, phone number, billing information
and your clinical records to the Pennsylvania Chiropractic Association (PCA). This disclosure will be made if we need the PCA's
assistance to receive reimbursement for your services or we need the PCA's assistance because the party responsible for
reimbursing your sevices has improperly processed your claim.

YOUR RIGHT TO REVOKE YOUR AUTHORIZATION

You may revoke your consent to us at any time; however, your revocation must be in writing. We will not be able to honor your
revocation request if we have already reieased your health information before we receive your request to revoke your authorizatior
If you were required to give your authorization as a condition of obtaining insurance, the insurance company may have a right to
your health information if they decide to contest any of your claims.

[ have read your consent policy and agree to its terms. | am also acknowledging that | have received a copy of this notice.

Printed Name

Signature Date

DR. DINA LIVOLSI 4290 OLD WILLIAM PENN HIGHWAY MONROEVILLE, PA 15146





