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Confidential Patient Case History 

Dear Patient:
 

Please complete this questionnaire. Your answers will help us determine if chiropractic care can help you..
 

lfwe do not sincerely believe your CQndition will respond satisfactorily, we will not accept the case.
 

Name: Other names used: Date: _ 

Address: City: Sta~: Zip: _ 

Telephone: Cell Phone: E-mail: _ 

Date of Birth: __/__/__Age: No. of Children: Spouse: _ 

Occupation: Employer: Work #: _ 

Primary language spoken: Referred by: _ 

Major Complaint: _ 

When did this begin? _ 

Other complaints? _ 

Are you pregnant? Major lllnesses? _ 

Surgeries: "-­ _ 

Tobacco use: Physician: Last Exam: _ 

Current Medication: _ 

Hospitalizations:. _ 

Falls, Fractures, Dislocations, Accidents: _ 

Previous Chiropractic Care: _ 

Fees at this office will be paid by: _ 

Emergency contact: Telephone: Cell: _ 

Please read and sign below: 

I understand and agree that health and accident insurance policies are an arrangement between an insurance 

carner and myself. Furthermore, I understand that the Greenacres Chiropractic Center will prepare any 

necessary reports and foons to assist me in making collections from the insurance company and that any 

amount authorized to be paid directly to Greenacres Chiropractic Center will be credited to my account on 

receipt. However, I clearly understand and agree fuat aU services rendered to me are charged directly to me 

and that I am personally responsible for payment. I also understand that if I suspend or terminate my care 

and treatment, any fees for professional services rendered to me will immediately due and payable. 

Print Name: Date: _ 

Patient Signature: Date: _ 

Signature Authorizing Care: Date: 



Pie a s e F i I lin Below If you have
 
had the following, or if you suffer from the
 

following, Please Ch.eck'" 
Condition, Symptom Sometimes or
 

Or Problem OCcasionalI
 
Headache a r:l
 
Migraines r:l r:l
 
Neck Pain (J o
 
Shoulder Pain [J []
 

Arm/Hand Pain [J [J
 
Mid Back Pain [J [J
 

Low Back Pain Cl a
 
Hip Pain r:l a
 
Leg/Foot Pain [J [J
 

Disc Problems [J [J
 

Arthritis [J [J
 

Other joint pain I:J [J
 

Numbness [J (J
 

Joint Swelling o [J
 

Dizziness [J o
 
Nausea [J [J
 

Weakness [J [J
 
Fatigue o o
 
Nervousness [J [J
 
Insomnia o [J
 

Heart Problems [J IJ
 
Frequent colds [J D
 
Nose Bleeds [J
 
Ringing in Ears [J
 
Earaches [J (J
 
Hearing Loss o [J
 

Cough [J o
 
Chest pains o [J
 

Female problems LJ lJ
 
Allergies [J [J
 
Asthma [J [J
 

Cancer (J [J
 

Osteoporosis [J I:J
 
Diabetes IJ [J
 
Hypoglycemia [J a
 
Digestive problem [J a
 
Urinary Problems [J
 
Skin conditions Q [J
 

Other _ [J [J 

~_.~.._-_ .._-_.-.-....._--_..._---------------------------~_ .._.----._. 

Below, Please Fin tn Any Other Health 
Infonnation You Feel We Might Need For Your 
Care. 

Thank you for being complete and thorough. 

Your Signature Below Please 

Date: 



PATIENT CONSENT 
CONSENT FORTREATMENn 
I voluntarily consent to the rendering of care, including treatment and performance of 
diagnostic procedures. I understand that I am under the care and supervision of the 
attending physician and it is the responsibility of the staff to carry out the instructions of 
such physician(s). 
RELEASE OF INFORMATION: 
By signing this form, you are granting consent to Richard L. Hodish, D.C., P.A., d.b.a. Life 
Chiropractic to use and disclose your protected health information for the purposes of 
treatment, payment and health care operations. Our Notice of Privacy Practices provides 
more detailed information about how we may use and disclose this protected health 
information. You have a legal right to review our Notice'of Privacy Practices before you sign 
this consent, and we encourage you to read it in full. 

Our Notice of Privacy Practices is sUbject to change. If we change our notice, you may 
obtain a copy of the revised notice by telephoning our office at 954-432-5433. 
You have a right to request us to restrict how we use and disclose your protected health 
information for the purposes of treatment, payment or health care operations. We are 
not required by law to grant your request. However, if we do decide to grant your 
request, we are bound by our agreement. 

You have the right to revoke this consent in writing, except to the extent we already 
have used or disclosed your protected health information in reliance on your consent. 

MEDICARE AND MEDICAID CONSENT TO RELEASE INFORMATION: 
I certify that the information given by me in applying for payment under Title XVIII and I 
or Title XI of the Social Security Act is correct. I authorize any holder of medical or other 
information about me, to release to the Social Security Administration or its intermediary 
carriers, any information needed for this or related Medicare or Medicaid claim. 

VERIFICATION OF NON-PREGNANCY (Female Patients Only): 
By my signature on this form I do hereby state that to the best of my knowledge. I am 
not pregnant, nor is pregnancy suspected or confirmed at this particular time. Date of 
last menstrual period _ 

x _ 
Print Patient's Name 

X ----------------­
Patient's SignatureX ---,- _ 
Other Than Patient, Print Name & Relationship
X _ 
Witness 



RECEIPT OF NOTICE OF PRIVACY PRACTICES
 
WRITTEN ACKNOWLEDGEMENT FORM
 

RICHARD L. HODISH, D.C, P.A. DBA LIFE CHIROPRACTIC 

I, ("Patient") have read a copy of Richard L. Hodish. D.C.
J­

P,A. DBA Life Chiropractic's Notice of Patient Privacy Practices. 

DateSignature of Patient or 
Parent or legal Guardian 


