REGISTRATION

*Please Complete All Areas & Do Not Leave Any Lines Blank*
Date: ____________________

Home Phone:________________ Cell:_________________
Patient: __________________________________________________________________________
            Last Name


              First Name



             Initial

Street Address: ____________________________________________ APT#/STE#_______________
City/State/Zip Code: _________________________________________________________________
Sex: ( M   ( F  Age: ____ Birthdate: ______  ( Single  ( Married  ( Widowed  ( Separated  ( Divorced

Social Security #: ____________________  Email: ________________________________________
Employer: ___________________________  Occupation: ___________________________________

Emergency Contact: ___________________________  Phone#: _____________________________
Insured’s Name: ____________________________________________________________________
                  Last Name                                          First Name                                              
   Initial

How did you hear about us? ___________________________________________________________

Females Only – Currently pregnant? Yes  No     On birth control pills? Yes  No     Nursing? Yes  No 
         Date of last menstrual cycle _________________       # of Children _____________       


Medications: (please list all medications and supplements that you currently take)

___________________________

 ___________________________ 

___________________________

___________________________

 ___________________________

___________________________

___________________________ 

 ___________________________

___________________________

___________________________ 

 ___________________________ 

___________________________

___________________________ 

 ___________________________ 

___________________________

___________________________ 

 ___________________________ 

___________________________

Allergies: (please list all medications that cause allergic reaction)

___________________________

 ___________________________

___________________________

___________________________ 

 ___________________________ 

___________________________

___________________________ 

 ___________________________ 

___________________________

Smoking: ___ Yes ___ No   If yes, ______ Packs per Day for _____ years

Alcohol ___ Yes ___ No   If yes,  Number of drinks per week ________

Surgical History: Please list ALL previous surgery and the date on which it was performed:

Surgery ______________________________________     Date ___________________

_______________________________
    ________________

_______________________________         ________________

_______________________________         ________________

_______________________________         ________________

_______________________________         ________________
Personal Medical History & Review of Systems:

Please indicate with an “X” any medical problems that you currently have or have had in the past.

□ NO MEDICAL PROBLEMS - no prior history of any significant medical problems

Lungs / Pulmonary – breathing disorders

□ asthma
 □ pulmonary embolism
      □ respiratory arrest

□ COPD 

 □ pneumonia 

      □ sleep apnea

□ emphysema
 □ tuberculosis 

      □ other: ____________________

Cardiac / Heart and peripheral vascular disease

□ chest pain / angina 


□ high blood pressure 

□ irregular heartbeat, arrhythmia

□ heart attack, myocardial infarction 
□ heart murmur, valve disorder 
□ peripheral vascular disease

□ congestive heart failure 


□ mitral valve prolapse 

□ deep vein thrombosis

□ other: ____________________

□ bleeding problems

Neurologic Disorders

□ stroke or TIA 


□ parkinson’s 

□ cerebral palsy

□ peripheral neuropathy

□ MS 


□ polio

□ other: ____________________

Bone & Joint Disorders

□ osteoarthritis 


□ gout 


□ osteomyelitis

□ rheumatoid arthritis 

□ lupus 


□ ankylosing spondylitis

□ other: ____________________ 

Gastrointestinal Disorders

□ peptic ulcer or stomach ulcer
 □ diverticulitis 

                 □ hepatitis - Type ______

□ acid reflux, GERD 

 □ irritable bowel 
                 □ liver disease

□ GI bleed


 □ inflammatory bowel disease           □ other: ____________________
Genitourinary Disorders

□ urinary tract infection 

□ kidney problems
 □ dialysis, kidney failure

□ bladder problems 

□ kidney stones 

 □ other: ____________________

Metabolic & Other Disorders

□ Diabetes x ________ years 
□ skin disorder _______________ 

□ depression

□ thyroid problems

□ psoriasis 



□ anxiety

□ sickle cell disease 

□ any skin ulcer 



□ alcohol or drug dependency

□ high cholesterol or lipids

□ tooth abscess, gingivitis 

□ other: ____________________

Cancer : any type -- please specify _____________________________________________________________________

Other medical problems NOT included above (explain) ________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Family History:

Please indicate with an “X” any significant family medical history or problems.

□ asthma 

□ tuberculosis 

□ sleep apnea

□ COPD or Emphysema 
□ other lung :________________________
□ heart attack, myocardial infarction 

□ congestive heart failure 
□ irregular heartbeat, arrhythmia


□ bleeding problems 





      □ other heart :_____________________
□ Peripheral neuropathy 
□ MS or Parkinson’s 
□ other neuro :__________________
□ osteoarthritis 

□ Lupus 

□ gout

□ rheumatoid arthritis 
□ Other bone & joint: ____________________
□ acid reflux, GERD 
□ inflammatory bowel disease 







              □ hepatitis - Type _____
□ liver disease 

□ other GI :______________________
□ kidney problems 
□ dialysis, kidney failure 

□ diabetes 

□ psoriasis 

□ high cholesterol or lipids

□ thyroid problems 
□ sickle cell disease 
□ any skin ulcer

□ Malignant hyperthermia 



Cancer : any type -- please specify _____________________________________________________________________

Other medical problems NOT included above (explain) ________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________
CONSENT TO CARE
A patient coming to the doctor gives him/her permission and authority to care for the patient in accordance with appropriate tests, diagnosis, and analysis.  The clinical procedures performed are usually beneficial and seldom cause any problem.  In rare cases underlying physical defects, deformities or pathologies, may render the patient susceptible for injury.  The doctor, of course will not provide specific healthcare, if he/she is aware that such care may be contraindicated.  It is the responsibility of the patient to make it known or to learn through health care procedures from whatever he/she is suffering from: latent pathological defects, illnesses, or deformities which would otherwise not come to the attention of the doctor.

I have read and understand the foregoing.

Patient Signature_____________________ Print Name______________________ Date___________
	Financial Policy
of
Chiropractic Plus
2244 Mount Zion RD
Jonesboro, GA  30236 USA


	• It is our office policy that payment for services rendered is ultimately the responsibility of the patient, whether or not you have third party assistance with your financial obligation.

• All patient fees are expected at the time of service. 

• For your convenience, this office accepts cash, checks, and the following credit cards:  
Visa, MasterCard, American Express, Discover

• This office participates in a discount medical plan organization (DMPO) and offers discounted fees to uninsured, underinsured, or partially insured patients who are members. We will assist you in learning more about this should you wish to access these discounted fees.

• This office does not turn away any patient due to their ability to pay. If you feel you might qualify for our financial hardship policy, notify the office immediately so we can begin your qualification process.

• This office offers prompt payment discounts of 10% when payment is made at the time of service.

• Should payment be refused by your bank for any check written, this office will charge a fee of $35 to offset the charges we will incur as a result of the returned check. 

• As a courtesy to our patients, this office will bill third party payers, accept assignment, and wait to be paid for some portion of our patients' financial responsibility.

•If you wish to hire an attorney for injuries sustained in an auto accident or from a slip & fall, as a courtesy we allow 3 business days before suspending care.  Which at that time all fees will be due immediately, if no further arrangements have been made with the doctor.  

• The privilege of insurance assignment begins when our office receives and verifies your insurance information. Until that time, you are considered a “cash” patient and payment is expected at the time of service. As a courtesy to you, our office will pre-qualify your insurance coverage, in an effort to help you determine what coverage is available to you under your policy. We will help you make the best estimate of your coverage for the recommend services. This service is a courtesy to you and is not a guarantee of coverage.

• No one can predict what an insurance company will pay for the usual and customary charges for services rendered. If we participate on your plan, you will not encounter balance billing above the stated fee schedule. If we do not participate, we will work with you to determine the amount of coverage and help estimate your responsibility. 

• If your insurance has not paid on an assigned bill within 60 days, you will be notified. Since we do not own your policy, we ask that you stay in communication with our office and take action with your insurance company at that time. If it remains unpaid within 120 days the balance becomes due and payable immediately and your assignment is revoked.

• All patients whose treatment visitation schedule is once per month or longer will no longer be eligible for insurance assignment as this level of care is rarely covered by insurance. Our office participates in a discount medical plan organization (DMPO) to allow you to continue maintenance, wellness or supportive care at a discounted rate.

• Should you discontinue care for any reason, other than discharge by the doctor, any and all balances will become due and payable at that time. If you are on a predetermined payment plan, that plan will continue to be in effect until your balance is zero. 

• I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all my insurance submissions.  

Signed: _________________________________________   Date:  __________

Witness: ________________________________________  Date: ___________


Present Complaints   (Please circle the appropriate ones)





























Neck Pain                                     Jaw pain                                       Mental dullness 


Headache                                     Chest/Rib pain                              Loss of memory 


Upper back pain                            Eye strain/pain                             Dizziness                


Midback pain                                Double vision                                Unbalance


Lower back pain                            Blurred vision                               Depression     


Pins & needles:                             Ears ringing/buzzing		          Anxiety/Nervousness	          


---Arms or legs                             Loss of hearing                              Fainting     


           ---Hands or feet                           Loss of smell			          Nausea	   		


Shoulder pain			          Shortness of breath		          Irritability		           


Arm/wrist/hand pain           	          Bladder/Bowel problems	          Confusion		


Leg/ankle/foot pain		          Sexual dysfunction/pain                 Fear 		


                                         	


Medical Implants: __________________		Surgical Implants: _______________





PAIN SCALE: Rate the severity of your pain by checking a box on the following scale.


No Pain�
0�
1�
2�
3�
4�
5�
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7�
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9�
10�
Excruciating Pain�
�
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