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Patient Name: 






 SS#: 






Date of Birth: 



 Gender: M 
F 
Marital Status: 




Address: 





 City & State: 



 Zip: 


Phone: C 




H 



  
W 




Employer Name: 













Email: 














Emergency Contact: 





  Phone: 





Who referred you to this office? 










FINANCIAL RESPONSIBILITY
The patient acknowledges that they are financially responsible for remitting payment in full for all services provided to them. All patients further understand and agree that we will not submit any billing data or related claim (s) for, or on behalf of, any private insurance program. Medicare or any secondary insurance program carrier with whom they have insurance coverage.
At the patient’s discretion, payment options are available after a Doctor of Chiropractic has determined that chiropractic care is appropriate and has established a treatment plan.

Patient Signature







Date

Patient Health Questionnaire 

Chief Complaints: Do you have any of the following? Circle “Y” for yes and “N” for no.

Y/N Neck Pain

Y/N Back Pain

Y/N Numbness

Y/N Weakness

Y/N Arm Pain R, L or Both

Y/N Leg Pain R , L or Both

Y/N Hand Pain R, L or Both

Y/N Foot Pain R, L or Both

Y/N Memory Loss

Y/N Seizures

Y/N Speech Problems

Y/N Hearing Changes

Y/N Swallowing problems

Y/N Abnormal Movements

Y/N Loss of Balance

Y/N Loss of consciousness

Y/N Headache

Y/N Sleep difficulty

Y/N Daytime sleepiness

Y/N Other: _______________

Y/N Other: _______________

Y/N Other: _______________

Y/N Other: _______________

Y/N Other: _______________

Test: Tell us what testing you have had recently. Indicate “of what” “where is was completed and “when”.
CT ______________________

Blood Labs ________________

X-ray ____________________

Ultrasound ________________

Physical Therapy ___________

MRI _____________________
MRI _____________________
MRA ____________________
Sleep Study _______________

EEG _____________________

EMG _____________________
LP _______________________

Myelogram ________________

Other ____________________

Other ____________________

General History:  Have you had any of the following? Circle “Y” for yes and “N” for no.

Y/N Asthma

Y/N Cancer (type) __________

Y/N Cardiac pacer

Y/N Pregnant

Y/N Diabetes

Y/N Glaucoma

Y/N Head Injury/concussion

Y/N Heart Disease

Y/N Heart Valve Replacement

Y/N Hypertension

Y/N High Cholesterol

Y/N HIV
Y/N Loss of Consciousness

Y/N Liver Disease

Y/N Migraine Headaches

Y/N Multiple Sclerosis

Y/N Neuropathy

Y/N Parkinson’s Disease

Y/N Progressive Neurological Disorder

Y/N Prostate Problems

Y/N Seizures

Y/N Strokes

Y/N STD

Y/N SLE

Y/N Terminal Illness

Y/N Thyroid Disease

Y/N Tuberculosis

Y/N Ulcer

Family History: For your parents, grandparents, brothers and sisters. Circle “Y” for yes and “N” for no.
Y/N In good health

Y/N Alzheimer’s Disease

Y/N Brain Aneurysm

Y/N Cancer (type) _______________

Y/N Cardiovascular disease

Y/N Carpal Tunnel Disease

Y/N No Significant Family History

Y/N Diabetes

Y/N Epilepsy

Y/N Hypertension

Y/N Migraine Headaches

Y/N Parkinson’s Disease

Y/N I don’t know my Family History

Test: Tell us what testing you have had recently. Indicate “of what” “where is was completed and “when”.
CT ______________________

Blood Labs ________________

X-ray ____________________

Ultrasound ________________

Physical Therapy ___________

MRI _____________________
MRI _____________________
MRA ____________________
Sleep Study _______________

EEG _____________________

EMG _____________________
LP _______________________

Myelogram ________________

Other ____________________

Other ____________________

Tobacco Assessment: 

Do you smoke? Yes
No
If so, how many packs per day? _________
Have you ever smoked? Yes  
No

How many years have you smoked? ____________________________________________________________

Social History:

Do you drink alcohol?
Yes
No
If yes how many drinks per day? ________
Week? _________

Do you drink beverages containing caffeine?
Yes
No
How many per day? ________________

Do you use non-prescription drugs?
Yes
No

Do you use sun protection?

Yes
No

Are you sexually active?

Yes
No

Do you suffer physical abuse?
Yes
No

General History:  Have you had any of the following? Circle “Y” for yes and “N” for no.
Constitutional

Y/N Weight Change

Y/N Tiredness
Y/N Terminal Illness

Y/N Thyroid Disease

Y/N Ulcer

Head

Y/N Headache

Y/N Facial Pain

Y/N Facial Twitch

Neck

Y/N Neck Pain

Y/N Neck Spasm

Y/N Neck Stiffness

Eyes

Y/N Double Vision

Y/N Blurred Vision
Y/N Photophobia

ENT

Y/N Difficulty Swallowing
Y/N Snoring

Y/N Loss of Hearing

Cardiovascular

Y/N Calf Pain

Y/N Cold Hands

Gastrointestinal

Y/N Nausea

Y/N Vomiting

Y/N Constipation

Y/N Diarrhea

Genitourinary

Y/N Changes in urinary habits

Y/N Kidney Stones

Hematologic

Y/N Bruising

Y/N Bleeding

Musculoskeletal

Y/N Back Pain

Y/N Neck Pain

Y/N Muscle Pain

Dermatologic

Y/N Rashes

Y/N Skin Lesions

Neurological

Y/N Difficulty Walking

Y/N Dizziness 

Y/N Imbalance

Y/N Weakness

Y/N Tremors

Y/N Speech Problems

Y/N Abnormal movements

Y/N Memory Loss

Y/N Numbness

Y/N Seizure

INFORMED CONSENT FOR CHIROPRACTIC ADJUSTMENTS AND CARE

I have been informed that it is not uncommon for patients to have some discomfort. If any tests were performed outside this office (laboratory or other diagnostic procedures), I understand that the doctor will notify me of the test results at my next scheduled appointment.


I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures, including various modes of physical therapy and, if necessary, diagnostic radiographs on me by the Doctor of Chiropractic named below and/or anyone working in this clinic authorized by the Doctor of Chiropractic listed below.


I have had the opportunity to discuss with the Doctor of Chiropractic listed below and/or other office or clinic personnel the nature and purpose of chiropractic adjustments and other procedures. I understand that results are not guaranteed.


I further understand and am informed that, as with all health care in the practice of chiropractic, there are slight risks to treatment, including, but not limited to, muscle strains and sprains, disc injuries, and strokes. I do not expect the doctor to anticipate and explain all risks and complications, and I wish to rely on the doctor to exercise judgment during the course of the procedure, as the doctor feels at the time, based on the facts known, is in my best interest.


I have read the above and consent to chiropractic treatment. I have also had an opportunity to ask questions about its content, and by signing below, I agree to the above-named procedures. I intend this consent form to cover the entire course of treatment for my present condition and for any future conditions for which I seek treatment.

To be completed by the patient.

Print Patient's Name

Signature of Patient





Date

Print Doctor's Name

Signature of Doctor





Date

Notice of Privacy Practices Acknowledgment of Receipt

I 



 hereby acknowledge that I have been allowed to review and receive a copy of this office’s Notice of Privacy Practices explaining: 

· How this office will use and disclose protected health information

· My privacy rights concerning my protected health information

· This office obligation concerning the use and disclosure of protected health information

I understand that the Notice of Privacy Practices may be revised from time to time, and I am entitled to receive a copy of any revised Notice of Privacy Practices upon request.

If you have any questions about our Notice, please contact
Timothy Warren









316-882-5353

office@titanmedcenter.com
You may also contact the Secretary of the U.S. Department of Health and Human Services with any concerns.

Patient or Personal Representative

Signature: 






Date: 




Name: 












Patient relationship: 









For Office Use Only

We made a good-faith effort to obtain the acknowledgment of 




Receipt of our Notice of Privacy Practices. Despite these efforts, our office has been unable to obtain a signed acknowledgment of receipt for the following reason (check all that apply:

· Patient refused to sign (date of refusal 


)

· Communication barriers prohibited obtaining acknowledgment
· An emergency prevented us from obtaining an acknowledgment
· Other: 











Attempt was made by: 




Date: 
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