New Patient Intake Forms

(I/C M 2010)

New Patient Intake Information
Name

SS#:

Birth date:

Address/City/State/Zip:
Home phone:
Occupation:
Marital status: S M D W

Mobile:

Email:

Employer:

Phone:

Number of children:

Name of spouse:

Birth date:

Occupation:

Phone:

Employer:

Date of last physical examination:

Phone:
Who referred you to our office:

Reason for today’s visit:

Other doctors seen for this condition:
Have you been treated by a doctor for any health condition within the last year:

Yes No

If yes, please describe:

Have you ever suffered from:

Dizziness
Neuritis
Diabetes
Sinus trouble
Headaches

Yes
Yes
Yes
Yes
Yes

No
No
No
No
No

Asthma
Heart condition
Nervousness
Arthritis
Cancer

Yes
Yes
Yes
Yes
Yes

No
No
No
No
No

Backaches
Digestive disorders
Tuberculosis
Anemia

Yes
Yes
Yes
Yes

No
No
No
No

To insure the best care, our doctors will forward a report of your examination and treatment to your Primary Care Physician.
Physician name:
Address/Phone:
Payment is required at time of visit. Name of person responsible for payment:
Are you insured? Yes No If yes, name of insurance company:
I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and me. Furthermore, I
understand that SKAATES Family Chiropractic will prepare any necessary reports and forms to assist me in making collection from my insurance
company, and that any amount authorized to be paid directly to SKAATES Family Chiropractic will be credited to my account. However, I clearly
understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment.

Patient (or Guardian) Signature:
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Pain Chart
Name: ________________________________________________________ Date:______________________

Using the symbols below, mark on the drawings to indicate the location and kind of pain you have been experiencing.
Sensation:
Symbol:

Numbness
===

Dull Ache
ooo

Hot Burning
xxx

Right

Sharp Stabbing
///

Left

Left

Pins & Needles
+++

Right

Rate the severity of the pain you have felt, in general, over the past few days, by circling a number on the pain scale.

Pain Scale
No Pain

0

2 of 7 | SKAATES Family Chiropractic

1

2

3

4

5

6

675 Cooper Road, Westerville, OH 43081

7

8

9

(614) 895-2225

10

Excruciating Pain

www.SkaatesFamilyChiropractic.com

(I/C M 2010)

NECK - Pain Index
Patient Name_______________________________________________________ Date___________________________
This questionnaire will give your provider information about how your neck condition affects your everyday life. Please
answer every section by marking the one statement that applies to you. If two or more statements in one section apply,
please mark the one statement that most closely describes your problem.

Pain Intensity

Personal Care

0)
1)
2)
3)
4)
5)

0)
1)
2)
3)
4)
5)

I have no pain at the moment.
The pain is very mild at the moment.
The pain comes and goes and is moderate.
The pain is fairly severe at the moment.
The pain is very severe at the moment.
The pain is the worst imaginable at the moment.

I can look after myself normally without causing extra pain.
I can look after myself normally but it causes extra pain.
It is painful to look after myself and I am slow and careful.
I need some help but I manage most of my personal care.
I need help every day in most aspects of self care.
I do not get dressed, I wash with difficulty and stay in bed.

Sleeping

Lifting

0)
1)
2)
3)
4)
5)

0)
1)
2)
3)

I have no trouble sleeping.
My sleep is slightly disturbed (less than 1 hour sleepless).
My sleep is mildly disturbed (1-2 hours sleepless).
My sleep is completely disturbed (5-7 hours sleepless).
My sleep is moderately disturbed (2-3 hours sleepless).
My sleep is greatly disturbed (3-5 hours sleepless).

Reading
0)
1)
2)
3)
4)
5)

I can read as much as I want with no neck pain.
I can read as much as I want with slight neck pain.
I can read as much as I want with moderate neck pain.
I cannot read at all because of neck pain.
I can’t read as much as I want because of moderate neck pain.
I can hardly read at all because of severe neck pain.

Concentration
0)
1)
2)
3)
4)
5)

I can concentrate fully when I want with no difficulty.
I can concentrate fully when I want with slight difficulty.
I have a fair degree of difficulty concentrating when I want.
I cannot concentrate at all.
I have a lot of difficulty concentrating when I want.
I have a great deal of difficulty concentrating when I want.

Work
0)
1)
2)
3)
4)
5)

I can do as much work as I want.
I can only do my usual work but no more.
I can only do most of my usual work but no more.
I cannot do any work at all.
I cannot do my usual work.
I can hardly do any work at all.

I can lift heavy weights without extra pain.
I can lift heavy weights but it causes extra pain.
I can only lift very light weights.
Pain prevents me from lifting heavy weights off the floor, but I can
manage if they are conveniently positioned (e.g., on a table).
4) Pain prevents me from lifting heavy weights off the floor, but I
manage light to medium weights if conveniently positioned.
5) I cannot lift or carry anything at all.

Driving
0)
1)
2)
3)
4)
5)

I can drive my car without any neck pain.
I can drive my car as long as I want with slight neck pain.
I can drive my car as long as I want with moderate neck pain.
I cannot drive my car at all because of neck pain.
I can’t drive my car as long as I want due to moderate neck pain.
I can hardly drive at all because of severe neck pain.

Recreation
0)
1)
2)
3)

I am able to engage in my recreation activities without neck pain.
I’m able to engage in my usual recreation activities with some pain.
I cannot do any recreation activities at all.
I am only able to engage in a few of my usual recreation activities
because of neck pain.
4) I can hardly do any recreation activities because of neck pain.
5) I am able to engage in most but not all my usual recreation
activities because of neck pain.

Headaches
0)
1)
2)
3)
4)
5)

I have no headaches at all.
I have slight headaches which come infrequently.
I have moderate headaches which come infrequently.
I have headaches almost all the time.
I have moderate headaches which come frequently.
I have severe headaches which come frequently.

_________________________
Back Index Score [
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BACK - Pain Index
Patient Name________________________________________________________ Date__________________
This questionnaire will give your provider information about how your back condition affects your everyday life. Please answer
every section by marking the one statement that applies to you. If two or more statements in one section apply, please mark the
one statement that most closely describes your problem

Pain Intensity

Personal Care

0)
1)
2)
3)
4)
5)

0) I do not have to change my way of washing or dressing in order to
avoid pain.
1) I do not normally change my way of washing, or dressing even
though it causes some pain.
2) Washing and dressing increases the pain but I manage not to change
my way of doing it.
3) Washing and dressing increases the pain and I find it necessary to
change my way of doing it.
4) Because of the pain I am unable to do some washing and dressing
without help.
5) Because of the pain lam unable to do any washing and dressing
without help.

The pain comes and goes and is very, mild.
The pain is mild and does not vary much.
The pain comes and goes and is moderate.
The pain is moderate and does not vary much.
The pain comes and goes and is very severe.
The pain is very severe and does not vary much.

Sleeping
0)
1)
2)
3)
4)
5)

I get no pain in bed.
I get pain in bed but it does not prevent me from sleeping well.
Because of pain my normal sleep is reduced by less than 25%.
Because of pain my normal sleep is reduced by less than 50%.
Because of pain my normal sleep is reduced by less than 75%.
Pain prevents me from sleeping at all.

Sitting
0)
1)
2)
3)
4)
5)

I can sit in any chair as long as I like.
I can only sit in my favorite chair as long as I like.
Pain prevents me from sitting more than 1 hour.
Pain prevents me from sitting more than 1/2hour.
Pain prevents me from sitting more than 10 minutes.
I avoid sitting because it increases pain immediately.

Standing
0)
1)
2)
3)
4)
5)

I can stand as long as I want without pain.
I have some pain while standing but it does not increase with time.
I cannot stand for longer than 1 hour without increasing pain.
I cannot stand for longer than 1/2 hour without increasing pain.
I cannot stand for longer than 10 minutes without increasing pain.
I avoid standing because it increases pain immediately.

Walking
0)
1)
2)
3)
4)
5)

I have no pain while walking.
I have some pain while walking but it doesn’t increase with distance.
I cannot walk more than 1 mile without increasing pain.
I cannot walk more than 1/2 mile without increasing pain.
I cannot walk more than 1/4 mile without increasing pain.
I cannot walk at all without increasing pain.

Lifting
0)
1)
2)
3)

I can lift heavy weights without extra pain.
I can lift heavy weights but it causes extra pain.
Pain prevents me from lifting heavy weights off the floor.
Pain prevents me from lifting heavy weights off the floor, but I can
manage if they are conveniently positioned (e.g., on a table).
4) Pain prevents me from lifting heavy weights off the floor, but can
manage light to medium weights if they are conveniently positioned.
5) I can only lift very light weights.

Traveling
0) I get no pain while traveling.
1) I get some pain while traveling but none of my usual forms of travel
make it worse.
2) I get extra pain while traveling but it does not cause me to seek
alternate forms of travel.
3) I get extra pain while traveling, which causes me to seek alternate
forms of travel.
4) Pain restricts all forms of travel except that done while lying down.
5) Pain restricts all forms of travel.

Social Life
0) My social life is normal and gives me no extra pain.
1) My social life is normal but increases the degree of pain.
2) Pain has no significant affect on my social life apart from limiting my
more energetic interests (e.g., dancing, etc).
3) Pain has restricted my social life and I do not go out very often.
4) Pain has restricted my social life to my home.
5) I have hardly any social life because of the pain.

Changing degree of pain
0)
1)
2)
3)
4)
5)

_________________________
Back Index Score [

]
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My pain is rapidly getting, better.
My pain fluctuates but overall is definitely getting better.
My pain seems to be getting better but improvement is slow.
My pain is neither getting better or worse.
My pain is gradually worsening.
My pain is rapidly worsening.
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PARTIAL ASSIGNMENT OF CAUSE OF ACTION, ASSIGNMENT OF PROCEEDS,
CONTRACTUAL LIEN AND TREATMENT AGREEMENT
Patient Name_____________________________________________________________________________
In order to facilitate the ability of the Office to collect its Charges directly from various Payers and thereby to enhance the patient-provider
relationship, I, the undersigned, as consideration for the Office’s services, agree to the following and direct all Payers as follows:
Partial Assignment of the Cause of Action, Assignment of Proceeds, and Contractual Lien. I hereby assign, insofar as permitted by law, all of my
rights, remedies, and benefits to the Office, as well as any and all causes of action that I might have now or in the future against any Payer to the
extent of my Charges, the tight to prosecute such causes of action either in my name or in the Office’s name, and the right to settle or otherwise
resolve such causes of action as the Office sees fit. I further assign my right to receive and Proceeds from any Payer to the Office and further grant
a contractual lien to the Office with respect to my Charges. I understand that these assignments of rights and contractual lien may effectuate,
automatically or otherwise, a secured interest under the applicable Uniform Commercial Code.
I intend for this Agreement to effectuate such a lien and hereby authorize the Office to file the form(s) normally filed with the secretary of state or
other governmental agency in order to perfect such lien. Except as provided herein, nothing in this Agreement shall be construed as an election or
waiver by the Office to a secured interest under any other statutory lien law. Consistent with these rights, I hereby direct any and all Payers, to pay
the Proceeds directly and immediately to, and exclusively in the name of the Office in the amount of my Charges.
Other Terms, I understand that I remain personally responsible for my Charges. Consistent with law or contract, I agree to pay the full amount of
my Charges to the Office upon its demand. Unless mutually agreed to in writing, the receipt and processing of partial payments by the Office shall
not constitute a waiver of the Office’s right to receive payment-in--full upon demand and shall not constitute an accord and satisfaction of my
Charges, irrespective of any restrictions indicated on any payments. I understand that at anytime, I can request a copy of my total Charges. I hereby
waive any statute of limitation which may apply to the collection of my Charges.
In the event that I retain one or more attorneys to assist me in collecting any Proceeds, I direct each attorney to issue an irrevocable letter of
protection to the Office regarding my Charges. I further direct (and the Office hereby requests) each attorney o provide immediate notice to the
Office regarding any Proceeds received by the attorney, to promptly pay the Office in-full out of such Proceeds, and to provide a full accounting of
such Proceeds to the Office.
I authorize and direct the Office to submit my Charges to any and all Payers including, without limit, my health benefit plan. I understand, however,
that in the event that my Charges are submitted to more than one Payer, I hereby authorize and direct the Office to apply any Proceeds received
from one Payer to any reductions, write-offs, or discounts issued by another I authorize the Office to endorse or sign my name on any and all
checks listing me’ as a payee which are received by the Office for payment of charges incurred by me, my spouse or my dependents. I further
authorize the Office to apply any credit balances on my Charges to any other outstanding Charges still owed by me, my spouse, or my dependents,
regardless of whether these other Charges are related to my condition.
This agreement shall not be modified or revoked without the mutual written consent of the Office and myself. I hereby revoke the terms of any
previously signed documents to the extent those terms conflict with the terms of this Agreement This Agreement shall be governed under the laws
of the state where the Office is located, and performable in the county where the Office is located. I hereby consent to personal jurisdiction and
venue of any court in said county and waive all objections based on improper jurisdiction, venue, or forum non-convenience.
I agree that each and every provision of this Agreement is reasonably necessary for the protection of the rights and interests of the Office and
myself. However, should any provision of this Agreement be found to be invalid, illegal, or unenforceable, or for any reason cease to be binding on
any party hereto, all other portions and provisions of this Agreement shall, nevertheless, remain in full force and effect Definitions for the purposes
of this Agreement, the following terms shall have the following meaning: “Office” shall refer to Laura V. Skaates, DC located at 675 Cooper Road,
Westerville, Ohio 43081 “Payer” shall refer to, without limit, any insurance canter, health benefit plan administrator and fiduciary, health
maintenance organization, preferred and independent provider organization, attorney, at fault party, tortsfeasor, individual, and any other entity,
which may elect or be obligated to pay or disburse Proceeds to me, either now or in the future, for any reason; ‘Proceeds” shall include, without
limit the proceeds from any settlement, judgment, or-verdict, the proceeds from any promise to pay or reimburse, and the proceeds relating to the
following benefits, plans, or coverage’s: individual and group health benefits, Medicare, Medicaid, workers’ compensation, disability, liability,
uninsured and underinsured motorist, no- fault, medical payments benefits, personal injury protection, lost wages, lost services, property damage,
and malpractice; “Charges”: shall include, without limit, the full fees for the Office’s services (including, without limit, treatment, medical
equipment, supplies, supplements, narrative reports, depositions, and testimony), and Collection Costs incurred by the Office, 18% interest on
outstanding Charges, and any other charges incurred by me at the Office; ‘Collection Costs” shall include ,without limit, any pro- and post judgment
court costs, filing fees, service of process-charges, attorney fees, and any other costs of collection incurred by the Office in any effort or action to
collect my Charges wither from me or any payer.

Patient Signature _______________________________________________ Date_______________________
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HIPAA HAPPENINGS
This notice describes how your health information may be used and how you can gain access to this information. Please review
carefully and sign your name at the end of this document to acknowledge that you have received and understand these policies.

Our Promise to You our Valued Patient

We want to assure you that we take the new Federal (HIPAA-Health Insurance Portability and Accountability Act) laws very seriously.
These laws were written to protect the confidentiality of your health information. We trust that we will never delay treatment in our
offices because of fear that your personal health information might be unnecessarily disclosed to others outside our office.
WHY A PRIVACY POLICY NOW? The most significant variable that has motivated the Federal government to legally enforce the
privacy of health information is the rapid evolution of the use of electronic technology in the administration of health care business.
The government has appropriately sought to standardize and protect the electronic exchange of your health information. This has
challenged us to review not only how your information is used within our computers bur also with the Internet, phones, fax
machines and any device used to copy or transfer that data.
We want to advise you that we have developed policies and procedures for our practice to assure that your personal health
information will be shared only as required and only for the purpose of administering your case. Our office is subject to State and
Federal laws regarding the confidentiality of your health information and we will assure adherence to those laws and we want you
to understand our procedures and your rights as a valued patient.
Your health information will communicated only for the purpose of obtaining payment for services and conducting health care
business. Be assured that without your written permission, your health information will not be used for any other purpose.
HOW YOUR HEALTH INFORMATION MAY BE USED TO PROVIDE TREATMENT Within our office, your health information will use to
provide you the best care and services possible. This may include administrative and clinical procedures designed to optimize
scheduling and coordination between you and all office personnel. In addition, we may share this information with referring
physicians, clinical pathology laboratories or other health professionals providing you treatment.
TO OBTAIN PAYMENT Your health information may be included with an invoice for the purpose of collecting payment for services
provided to you in this office. We will make all effort to work with companies with similar commitment to security of your health
information.
TO CONDUCT HEALTH CARE OPERATIONS Your health information may be used during performance evaluations of our staff. Some
of our best teaching opportunities use clinical situations experienced by patients receiving care in our office. As a result, your health
information may be included in the training programs for students, interns, associates, as well as business and clinical employees. It
is also possible that your health information will be disclosed during audits by insurance companies or government appointed
agencies as part of their quality assurance and compliance reviews. Your health information may be reviewed during the routine
process of certification, licensing or credentialing activities.
IN PATIENT REMINDERS Because we believe regular care in very important to your general health, we will remind you of a
scheduled appointment or that it is time for you to contact us and make an appointment. Additionally, we may contact you to follow
up on your care and inform you of treatment options and services that may be of interest to you or members of your family. These
communications are an important part of our philosophy of partnering with our patients to be sure they receive the best care
chiropractic can provide. They may include postcards, newsletters, flyers, telephone or electronic reminders such as e-mail (unless
you tell us that you prefer not to receive reminders.)
PUBLIC HEALTH AND NATIONAL SECURITY We may be required to disclose to Federal officials or military authorities health
information necessary to complete an investigation related to public health and or national security.
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FOR LAW ENFORCEMENT As permitted or required by state or Federal law, we may disclose your health information to a proper
authorities for the purpose of law enforcement including under certain circumstances, if you are a victim of a crime or in order to
report a suspected crime.
FAMILY, FRIENDS AND CAREGIVERS We may share your health information with those you tell us will be assisting you with your
home hygiene, care, treatment or payment. We will be certain to obtain your permission prior to sharing your information. In the
event of an emergency, were you unable to tell us what you want, we will use our very best judgment when sharing your health
information with anyone participating in your care.
MEDICAL RESEARCH Advancing health care knowledge often involves learning from the careful study of health histories or prior
patients. Formal review and study of health histories as a part of a research study will happen only under the ethical guidance,
requirements, and approval of an Institutional Review Board.
AUTHORIZATION TO USE OR DISCLOSE HEALTH INFORMATION Other than is stated above or where Federal, State, or Local law
requires us, we will not disclose your health information other than with your written authorization. You may revoke that
authorization in writing at any time.
PATIENT RIGHTS This law is careful to describe that you have the following rights related to your health information. Be assured that
our office will make every effort to honor reasonable restriction preferences from our patients.
CONFIDENTIAL COMMUNICATIONS You have the right to request that we communicate with you in a specific way. You may request
that we only communicate your health information privately with or without other family members present or through sealed mail
communications. We will make all reasonable effort to honor your request.
INSPECT AND COPY YOUR HEALTH INFORMATION You have the right to read, review and copy your health information, including
your complete chart, x-rays, and billing records. If you would like a copy of your health information, please let us know. We may
need to charge you a reasonable fee to duplicate and assemble your copy.
AMEND YOUR HEALTH INFORMATION You have the right to ask us to update or modify your records if you believe your health
information is incorrect or incomplete. We will be happy to accommodate you as long as our office maintains this information. In
order to standardize our process, please provide us with your request in writing and describe completely as possible your reason for
the request. Your request may be denied if the health information record in question was not created by our office, is not part of our
records, or if the records containing your health information have been requested sealed and or delivered to any authority for
review.
DOCUMENTATION OF HEALTH INFORMATION You have the right to request from us a description of how and where your health
information was used by our office for any reason other than for treatment or payment, or health care operations. Our
documentation procedures will enable us to provide information on your health information usage from April 14, 2003 and forward.
Please let us know in writing, the time period for which you are interested. We will greatly appreciate you limiting your request to no
more than six years at a time. We may need to charge you a reasonable fee for your request.
REQUEST A PAPER COPY OF THIS NOTICE You have the right to request and obtain a copy of the Notice of Privacy Practices directly
from our office at any time. Just let us know of your request. We are required by law to maintain the privacy of your health
information and to provide to you and your representative this Notice of our Privacy Practices. We are required to practice the
policies and procedures described in this notice but we do reserve the right to change the terms of our notice. Patients would be
notified of any such changes. You have the right to express concerns or complaints to us or the Secretary of Health and Human
Services if you believe your privacy rights have been compromised. We encourage you to express in writing, any concerns you may
have regarding the privacy of your health information.
Patient Acknowledgment Patient Name (print):_____________________________________________________________________
Thank you very much for taking time to review how we are carefully using your health information. If you have any questions, please
let us know. If not, we would appreciate your acknowledging by signature that you have received, thoroughly reviewed and
understand this policy.
Patient (or Guardian) Signature _____________________________________________________________Date: ________________

7 of 7 | SKAATES Family Chiropractic

675 Cooper Road, Westerville, OH 43081

(614) 895-2225

www.SkaatesFamilyChiropractic.com

(I/C M 2010)

