
Name:
Address:
Phone:(H)
Date of Birth:
Occupation:
lnsured's Name:
Spouse's Name:

Phone:

Spouse's Employer:
Past Chiropractic Care: tr Yes D No When?
Results:
lnsurance Company:
Social Security Number:
Spouse's lnsurance Company:
Spouse's Social Security Number:
Emergency Contact: Relationship

(c)

- 

Date: Case Number:
State: _Zip:

Fax: E-mail:
Sex:trMtrF Marital Status: tr S tr M tr D trW #of Children:

Employer: Telephone (Work):

Age:
City:

Spouse's Occupation:
lnsured's Date of Birth:

Ext.

Spouse's Telephone (Work) :

Doctor's Name:
Referred by:

Driver's License Number:
Telephone:

Telephone:
State:

Spouse's Driver's License Number:
Contact Number

Are your present problems due to an injury? tr No tr Yes tr On the Job tr Auto Accident E Personal lnjury tr Other:_
Has the accident been reported? tr No fl Yes fl To Employer tr Auto Carrier tr Other:
Are you now or have you ever been disabled? (Service or Work)? D No D Yes When? whv?
Have you retained an attorney? tr No tr Yes Name & Address:

Pain Symptoms:
(in order of
severity)

'1.

2.

3.

Began-(Moffr):
Began-(Mol/r):
Began-(Mo/Yr):

Previous Episodes:
Previous Episodes:
Previous Episodes:

Please mark the intensity of your pain today.
O - NO PAIN
1O . INTENSE PAIN
Example

o 1 2 3 4 5 6 7 8 I 10

o 1 2 3 4 5 6 7 8 I 10

o 1 2 3 4 5 6 7 8 I 10

DOCTORS USE ONLY

HABITS

I 2 3 @ s 6 7 a 9 10

N-Numbness
T-Tingling
S-Soreness

P-Pain
A-Ache
ST-Stiffness

FAMILY HISTORY
Heart Kidney

1.

2.

3.

:.c

tr Smoking

tr Drlnking

tr Caffeine

Packs/Day:

Cups/Day:

HAVE

tr 541 Appendicitis
tr 480 Pneumonia
tr 390 Rheumatic Fever
tr 045 Polio
tr 01 1 Tuberculosis
tr 033 Whooping Cough
B 493.9 Asthma

Mother

Father

tr 280 Anemia ) 429.9
tr 055 Measles J 240
A 072 Mumps A 487
D 052 Chicken Pox tr 511
tr 250 Diabetes tr 303.9
tr 239 Cancer tr 099
tr 346.9 Migraine Headaches tr 054.9

(ovER)

Alcohol:

Diabetes

a
D

Heart Disease
Goiter
lnfluenza
Pleurisy
Alcoholism
Venereal Disease
Herpes

Cancer Other

trE

D 716 Arthritis
E 345 Epilepsy
tr 319 Mental Disorder
J 724.2 Lumbago
tr 690 Eczema
J 042 HIV Positive
I 340 Multiple Sclerosis

tr
tr

f,

a
f,

i .-.'

*_,

!?
I,

, 't\il#r
I
II
fl
t
I

J

Please mark area & type of pain on the drawings using the codes listed below.
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Brother,#of: 

-tr 
tr I tr D-

Sister,# of: tr trtr
CONDITION

EXERCISE
tr None
I Light Activity
Il Moderate Activity
D Active
tr Very Active
D Elite Athlete

,'i



Please check the correct box for each item below. Check at least one box for each sign or symptom listed. tr Never [] Previously El Presently.
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tr8tr
GENERAL SYMPTOMS

995.3 Allergy (What) .

GASTRO-INTESTINAL

787.3 Belching/Gas/Bloating
789.0 Abdominal Pain

493.9
378.9

Constipation tr1f, 389.9
Diarrhea trEO 388.70
ExcessiveEating lDtr 388.60
Gall BladderTrouble lJ tr tr 388.30
Hemorrhoids(piles) I tr tr 240.9
Jaundice C3tr 460
LiverTrouble Etrl 477
Nausea trtrtr 784.49
StomachPain Uf,I 478.1
PoorAppetite f f,f, 784.7
PoorDigestion trtrtr 379.91
Vomiting f,trE 368.9
VomitingBlood trll 461.9
ExcessiveThirst 3 D tr 462
lndigestion f,f,tr 463
Rectal Bleeding El tr tl 786.2

I f, f, 787.2
tr tr a 523.8

EYE/EAR/NOISE/THROAT

Asthma
Crossed Eyes
Deafness
Earache
Ear Discharge
Ear Noises
Enlarged Thyroid
Frequent Colds
Hay Fever
Hoarseness
Nasal Obstruction
Nosebleeds
Pain in Eyes
Poor Vision
Sinusitis
Sore Throat
Tonsillitis
Persistent Cough
Difliculty Swallowing
Bleeding Gums

RESPIRATORY

786.50 Chest Pain
786.2 Chronic Cough
786.09 Difficulty Breathing
786.3 Spitting Blood
786.4 Spitting Phlegm

GENITO-URINARY

788.36 Bed Wetting
599.7 Blood in Urine
788.4 FrequentUrination
788.3 Lack of Bladder

Control
f f, tr 590.9 Kidney lnfection
tr tr tr 788.1 Painful Urination
f f f, 601.9 Prostate Trouble

FOR WOMEN ONLY

trDtr
trtrtr
lf,f
ftrE
trf,f
trBD
f,:1tr
f,otr
trtrtr
ff,f,
trtrtr
trtrf,
trBE
3Dtr
trtro

f, tr tr 724.5
tr tr tr 719.7
trtrtr 550
tr tr f, 719.1

f, f, f, 724.6
tr tr I 723.9
D tr I 781.9
:l f, I 719.0
tr tr o 781.0
f,trf, 782

Backache
Foot Trouble
Hernia
Pain Between
Shoulders
Painful Tail Bone
Stiff Neck
Spinal Curvature
Swollen Joints
Tremorsllwitching
Arm Trouble

E tr tr 401.9
o tr o 458.9
tr tr tr 786.51
tr tr al 785.9
trotr 438

f, J f 785.0
tr tr tr 427.89
DDI] 436
tr tr tr 719.7
oiltr 454

490 Bronchitis trBE 564.0
780.9 Chills f,f,tr 787.91
780.39 Convulsions trtrf, 783.6
780.4 Dizziness trtrtr 575.9
780.2 Fainting tr f, al 455
780.79 Fatigue trtrtr 782.4
780.6 Fever 33tr 794.8
784.0 Headache OEI 787.02
780.52 Loss of Sleep O tr tr 536.9
783 Loss of Weight f, tr E 783.0
799.2 Nervousness 8trtr 536.8
729.2 Neuralgia f,f,f, 787.03
780.8 Sweats f,f,tr 578.0
786.07 Wheezing trtrD 783.5
311 Depression ;I f O 536.8

tr f, tr 569.3

MUSCLES/JOINTS/BONES

tr1f,
f,rtr
lll
lll

CARDIO.VASCULAR
HighBloodPressure f, f, 3 680.9
LowBlood Pressure 3 3 3 924.9
Pain Over Heart tr tr C 701 .1

PoorCirculation J tr O 691.8
PreviousHeart f, f, f, 708.9
Trouble trDtr 698.9
RapidHeart f,f,f, 782.0
SlowHeart trtrtr 782.1
Strokes
Swelling Ankles
Varicose Veins

SKIN OR ALLERGIES
Boils trtrtr 625.3
BruisingEasily tr8tr 626.2
Dryness trtrf, 627.2
Eczema 3tr1 626.4
HivesorAllergy tr tr J 634.9
Itching trf,tr 625.3
Sensitive Skin :l a f, 623.5
SkinEruptions trtrtr 611.79

trYes f, No
trYes f, No

Cramps or Backaches
Excessive Flow
Hot Flashes
lrregular Cycle
Miscarriage
Painful Periods
Vaginal Discharge
Lump in Breast
Pregnant at this time?

Have you had a
mammogram?
Last Pap Smear Date
By Whom

DATE
Vaccinations
Tonsillectomy
Gall Bladder
Back Operation
Other:

tr I have never had any operations / surgeries

OPERATIONS AND PROCEDURES

DATE
Tubes in Ears
Appendectomy
Female Organs
Rectal Surgery
Other:

DATE
Sinus
Hernia
Thyroid
Stomach
Other:

List any accidents or falls and dates: E Car:
tr Sports:

List any broken bones (fractures) or dislocations:

3 Recreation:
f, School: f, Other:

Ever on crutches? tr Yes tr No Why?

Have you ever had any spinal taps or spinal injections? tr Yes tr No

Have you ever had a lapse of memory? tr Yes tr No

Have you ever had X-rays taken? tr Yes tr No When?

Were you ever knocked unconscious? tr Yes tr No

By Whom?

For what ailments were these X-rays made?

Do you suffer from any condition other than that for which you are now consulting us?

Are you presently taking any medication - prescription or overthe-counter? tr Yes D No What drugs?

necessary to assist me in the filing of my claim with the insurance company but cannot guarantee reimbursement from the insurance company. Direct payments made from the

insurance company to the Doctols office will be credited to my accounl upon receipt and any balances due will be my responsibility. All services rendered 10 me are my personal

responsibility and i agree to make payment lor these services to the Doctors office. I also understand that if I suspend or lerminate my care and trealment, any fees for services

rendered will be immediately due and payable. Should third party collection become necessary, I agree to pay all fees involved in collection of the account.

I authorize the Doctor lo examine and treat my condition as deemed appropriate through the use of Chiropractic Health Care, and I give authority for these procedures to be

care and is not responsible lor any pre-existing medically dragnosed conditions or for making any medical diagnosis.

Patient's/Guardian's Signature: X
@2008 Parker Share Products lnc. To Reorder: Call 800-950-8044

Date:



'T[#g:gBf6y
Segruin, T( 7g1l-So

{830)379-2s44-

ln complionce with requirements for the government EHR incentive program

First Name: Last Name:

Emailaddress:

Preferred method of communication for patient reminders (Circle one): Email / Phone / Mail

DOB: JJ_ Gender (Circle one): Male / Female Preferred Language:

Smoking Status (Circle one): Every Day Smoker / Occasional Smoker / Former Smoker / Never Smoked

CMS requires providers to report both roce dnd ethnicity

Race (Circle one): American lndian or Alaska Native / Asian / Black or African American / White (Caucasian)

Native Hawaiian or Pacific lslander / Other / I Decline to Answer

Ethnicity (Circle one): Hispanic or Latino / Not Hispanic or Latino / I Decline to Answer

Are you currently taking any medications? (Please include regularly used over the counter medications)

Medication Name Dosage and Frequency (i.e. 5mg once a day, etc.)

Do you have any medication allergies?

Medication Name Reaction Onset Date Additional Comments

@

E] I .hoor" to dectine

result of the noture

receipt of my clinical summary after every visit (Ihese summories ore often blank os o

ond frequency of chiropractic core.)

Date:Patient Signature:

For office use only

t_
Height: Weight: Blood Pressure:_ /_



DOCTOR-PATIENT RETATIONSHIP IN CHIROPRACTIC
INFORMED CONSENT

CHIROPRACTIC
It is inrportant to acknowledge the difference between the health care specialties of chiropractic, osteopathy and
ntedicine. Chiropractic health care seeks to restore health through natural means without the use of medicine or
surgery. This gives the body maximum opportunity to utilize its inherent recuperative powers. The success of the
chiropractic doctor's procedures often depends on environment, underlying causes, physical and spinal conditions.
It is important to understand what to expect from chiropractic health care services.

ANALYSIS
A doctor of chiropractic conducts a clinical analysis for the express purpose of determining whether there is evi-
dence of Vertebral Subluxation Syndrome (VSS) or Vertebral Subluxation Complexes (VSC). When such VSS and
VSC conrplexes are found, chiropractic adjustnrents and ancillary procedures may be given in an attempt to restore
spinal integrity. lt is the chiropractic premise that spinal alignment allows nerve transnrission throughout the body
and gives the body an opportunity to use its inherent recuperative powers. Due to the cornplexities of nature, no
doctor can promise you specific results. This depends upon the inherent recuperative powers of the body.

DtACNOStS
Although doctors of chiropractic are experts in chiropractic diagnosis, the VSS and VSC, they are not internal
nredical specialists. Every chiropractic patient should be mindful of his/her own symptoms and should secure other
opinions if he/she has any concern as to the nature of his/her total condition. Your doctor of chiropractic may
express an opinion as to whether or not you should take this step, but you are responsible for the final
decision.

INFORMED CONSENT FOR CHIROPRACTIC CARE
A patient, in conring to the doctor of chiropractic, gives the doctor permission and authority to care for the patient
in accordance with the chiropractic tests, diagnosis and analysis. The chiropractic adjustment or other clinical
procedures are usually beneficial and seldonr cause any problerr. ln rare cases, underlying physical defects, defor-
nrities or pathologies may render the patient susceptible to injury. The doctor, of course, will not give a chiroprac-
tic adjustment, or health care, if he/she is aware that such care nray be contraindicated. Again, it is the responsibil-
ity of the patient to make it known or to learn through health care procedures whatever he/she is suffering from:
latent pathological defects, illnesses, or deformities which would otherwise not come to the attention of the doctor
of chiropractic. The patient should look to the correct specialist for the proper diagnostic and clinical procedures.
The doctor of chiropractic provides a specialized, non-duplicating health service. The doctor of chiropractic is

licensed in a special practice and is available to work with other types of providers in your health care regime.

RESULTS
The purpose of chiropractic services is to promote natural health through the reduction of the VSS or VSC. Since
there are so many variables, it is difficult to predict the time schedule or efficacy of the clriropractic procedures.
Sometimes the response is phenomenal.

ln most cases there is a nrore gradual, but quite satisfactory response. Occasionally, the results are less than
expected. Two or more similar conditions may respond differently to the same chiropractic care. Many medical
failures find quick relief through chiropractic. ln turn, we nrust adnrit that conditions which do not respond to
chiropractic care may come under the control or be helped through medical science. The fact is that the science
of chiropractic and medicine may never be so exact as to provide definite answers to all problenrs. Both have
nrade great strides in alleviating pain and controlling disease.

TO THE PATIENT
Please discuss any questions or problems with the doctor before signing this statement of policy.

I have read, and understand the foregoing.

DATE SICNATURE

#130-215-0



CONSENT TO USE/DISCLOSURE OF HEALTH INFOR]\{ATION

Patient's Name:
Patient's Date of Birth:
Patient's SSN:

Notice to Patient:

By signing this form, you grant us consent to use and disclose your protected health care information for
the purposes of treatment, various activities associated with payment and health care operations. Our
Notice of Privacy Practices provides more details on our treatment, payment activities and health care
operations. If there is not a copy of the Notice accompanying this Consent form, please ask for one. We
encourage you to read it since it provides details on how information about you may be used and/or
disclosed and describes certain rights you have regarding your health care information.

As stated in our Notice of Privacy Practices, we reserve the right to change our privacy practices. If we
should do so, we will issue a revised Notice. Since revisions may apply to the health care information we
maintain on you, you have a right to receive a copy by contacting our Privacy Offrcer.

You have the right to revoke your Consent by giving written notice to our Privacy Officer. The
revocation will not affect actions that were already taken in reliance upon this consent. You should also
understand that if you revoke this consent we may decline to treat you.

Your are entitled to a copy of the Consent Form after you have signed it.

have read the contents ofthis Consent
Form and the Notice ofPrivacy Practices. I understand that I am giving you my consent to use and
disclose my health care information to carry out treatment, paynent activities, and health care operations.

Patient's Signature or Signature of Patient's Representative Date

Printed Name of Patient's Representative

Our Privacy Oflicer can be contacted as follows:

Denise Tovar, Privacy Officer
1367 E- College St., Seguin, Texas 78155
(830)37e-2e44
Fax: (830)303-2944

Relationship to Patient



I,

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

have received/reviewed a copy of
(Name of Patient)

Tackett Chiropractic, Ltd.
Notice of Privacy Practices.

(Name of Practice)

(Signature of Patient)

Staff Will Fill Out This Section If Patient's Signature Not Obtained

Our office made a good faith effort to obtain Acknowledegment of Receipt of our Notice of
Privacy Practices, but it could not be obtained for the following reason:

Patient refused to sign.

Emergency situation kept us from obtaining the patient's signature.

Language barriers kept us from obtaining the patient's signature.

Other

,/


