JP NINY Associates
D/B/A North Dover Chiropractic Wellness Centre
PLEASE READ AND FILL OUT ALL PAGES.

Personal Information

Name

Address

City State: Zip Code
Telephone Number

Cellphone Number

Birthday / /

Age  Gender: Female/Male/Other  Pronouns: he/him; her/she; they/them

Lmail

Referred By o R N
Employer Full Time/Part Time/Retired/Unemployed/Disabled

Pick One: Married/Single/Widow/Separated

Emergency Contact Name & Number S

Primary Health Insurance Name

Secondary Health Insurance Name

*Insurance Card Driver’s License: Front Desk will make a copy.
Which answer best describes your own current ideas and values towards your health?
[ ] Treatment Only- I only consult a doctor when I have problems/symptoms and discontinue

care as soon as the symptoms leave.

[ ] Early Detection- In addition to symptom relief, I see doctors occasionally to detect problems

carly before they become serious.

[ 1 Prevention — I am conscious of my health, diet, exercise and actively pursue these because |
feel and perform better.

[ | Wellness- I actively inform myself about true health and I am concerned with the long-term
cffects of my he




JPNINYVASSOCLITES . OFFICE POLICIES

PLEASE SIGN FOR EACH SECTION (17 Fill; PRINT LS 100 SYALL PLEASIASK FOR JARCER PRINT PAPERIORK.)

RYSIGNING PO VR BEY AN VGREED T THE INEQRMATION YO PROTIDED.

S SICNATURES AL NEEDED ON THS PAGE,

Chiropractic Terms uf Acceptanc on and Dute

tent and oy oies w be

a pebrent secha chrupracte ealth coe mnd e aceept apnient Dor stch cire, st wssential G bt the

g N oy vy - . a1 . N . - . . . Y - -
shigeiny \mnw aetie has one moal  Adpustiments A adjustinent i e speciie appieanon of atees o ettt the bade’s correattom o s eitchnal s

0

s . e . i BEVREET . 3 P N . . .
O chizeprache metiod by speeie adinsiment of the spure Tlealths Bleattie i state i sptmat phesieal. mental amd social swell-bet

PR A TR PR

dusense o mimy Vertelrad Snbhasatons A pesabgiinesi o one or mare of the 24 vertetiae 1 the spinal column whidh causes alteraton Gf neve

fenenee to e tranamission of rental Tgadses. resutting o bessening of he bods s innate alhity to express os maximum health patenial e

st er freat oy diacase o comJizien othar than i vertebral subnsation, Fhmvet e r dirg e coarse of cliropractic spnal cxaniiaton. we aivauiier wee

we b recommend that vou seak the sorvices e another health core provider. Regardbess of what the diseise s calied we e e

Copracte oy wniesen] inding

toaadvive

R Lo treat it e o e ol

rding trentment presenbed by others Dieanly practice objeetive is to chmimate a mapo mterference Lo the enproasion

i Landy s nate wisdom. Owre only method s speciiic adiistieg o correet veiteinal subnusation

Eothieradoseaeaeph ehiorrachie var vy s Disis

Phone rend amed et tindenss

cahos e sgiements A Quesiens reganire L iole A Resesen y obeatn g pamiibimge tomy cute i e of e e Bee

el o e catmplene sausticing

"

simnature & Date

HIrAA Compliance Patent Consent Form Qur Notice of Privacy; Sige and Date

Practiees prosidus mbrmation aboat how we may e or disclose protected healih imfommation The notice conlaing & pabient’s rights section descrsimg v

e L You ascernin it by vour sigmatire that vou has ¢ reviewed our notive betote signig thus cosent. The ters of the nntice may chapze b e e

e ot fied 9t vonr nest s sk o apdate vour sipnature date Yon have the vight to resuiet how vour pratecied Leaith mEormation 1 used and discloscd Tondices
oms We e nol required to agres with this restieti, Bughwe doowe shalt bonor s agreement The THEPAA CHeal

rent or higaltheare op
Pertalhty uad Accountabiliy Aot of 1996

st o nr e wd diselosure of v protecied healifoare infu nration and petentialiv aenamons Lsige o publivatrer, You have the nght toreveloe L o

reatreent. pavment. or healthoare operations By sigring this S

w allows for the use of the inform

wioa w il ot be etroactive: By sz ths feen, Dunderstand that

g, siebod Inovon However, syt asenn
Iyeteetedd health trformatnm mav be disctosed o used for Leatment, payment. o iealiheare operaiions

ceres e Tight to chamge the prvacy polies as allow ed by o,

i praet ey
Firee practee s dle gt i rostiecn e ase of the ménrmaton it he praehue tos ok e fe agree 1o Hese estictions

e peteent has the ikt L rev ol e consant w2 atany e asnd b Tl desetosires sodl then couse

The pactiee man condilion receipt ol treatment upon wievation ol s consent, May we phore. a0 semd i fesd Lo yosl 1 confinm appominents” YN L

seal vonn answeriag irchine athone oot yo cell phone | VES N0

Sl we e aomes
N : nedienl condien with sy mentber of vour famile? YES NO
N we disvpss vour inedical condaticn sl any imentoer oF AU L A B

1y BN nlease name the members aHowed
i comsert was signed PR INT NAME PLIANL
ST

Ll

o Show Fep Office Poliey: Sipn soid Dage

CRINITY CATL TENT 23 HOPRN [N ANYARUE TOUA

SOTRD S A a0 CBARGE FOR RISSED NO-SHOW AP JENTRMENS, THERED : s
TORCCHARGED THAT DAY 0F Y0UR

COPE APBOIN PR IENT 17 YOU DON L DO SO YOUR CREDT CARD OX RIS

APPLEMTARNT

AL YOOI YOUR ARPORMNTAENT oW VIR DO VERELY ONCTHE TENEOCALL 1 Lt e

SN A CODRTESY THAT PHE QFFR T
PR O YO APPOINTMENTES)

WwTHk

A0 AN NG SEIONY PEE W APGLOGLE

BV STIONY FOR YOUR APPOINTMENT, VOU WILL Bl CHARGERY
: CTHIE 18 S0 TTE GFFICE CAMN STAT ORUTIMI AND O 50 TRTHLL

D I e

™~




JP NINY ASSOCIATES
D/B/A NORTH DOVER CHIRCPRACTIC WELLNESS CENTRE
PAYMENT UPDATE FOR 2924 (PLEASE READ)
ALL CO-PAYS/PAYMENTS ARE DUE BEFORE SERVICES ARE RENDERED

Iasurance Billisty Pracedures and Policies

A first vistt charges are pravable when sorvices are remdered. Fach panent nue pey ther co payimem apd any unsatstied deducnbhe atthe time o s oo Pesents

will not b seen i Cthey have any outstanding balanve,
Mothad of payments accepted in the office for ca-paye st the Gme afvisit b aeh. U redit Crap Lebir Card and Heahth davings wennng

NO PERSONAL CHECKS ACCEPTED! (Nan-Negotiable)

A Credit Card must be on fite in order for services o be rendered. NO DERIT CARD CAN BE ON FiLT. 16 the credit card on fileis dechined, pationi wild
Dbe sent to coblections right awsy, all costs of filing, outstanding bill{sh and ubtaining » coblection contpany is atall costto the patient. NO ENCEITIONS,

Credit Cards Accepted (please circle ene): Master/Discover/American Faprossivisa Card (MUST BE ON FILE AND BE ABLE TOCHARGE
OUTSTANDING BALANANCE PER INSURANCE COMPANY/CASI PLAN) Avthis time the office tnes not charge @ eredit card fee, however Yeseryes
the right to in the further charge 5% of the total (after or during the vear ot signatured which is allowed by fhe state. € INFORMATION WRETTENIN
YOUR HAND WRITTING,

.\'tl‘lll.ht'l’:. . S — . . Expiration Pa R & SR At AR LR R L
ON FILE FOR SERVICTS TO BE RENDERED FOR ALL PATIENTS EITHER INSURANTENC FENPECTIONS. OFFICE Dol
NOT NEED TO CONTACTYOU FOR OUTSTANDING RATANCEYOU WL RUCEIVE AN EDOBFROM YOUR ENSURANCE COMEANY 1A
WILL STATE ITIN BLACK AND WHITE FOR YOUR RECORDS,)

wo Mt hesioned

Asacouticsy to our patients, we will hill vous insurance company [ar the e Doidernd A pehientass
B VOUT s Rlalce Company . Accepting.aspmnent Ay 101 L
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the patient™s credit eard is deciined or Longer warking paticntis sent (o collectings aUiwi cypemse im nediately after decliniag of e
not respensibie for how many chiropractic visits vour insurance alows; aitot nucurding 8 vonr insuranee planfcoversee. Please niake sureaon wnibe sirnd
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Office_has the vight to e patd for the servives that are rendered, it is fhe paiignt’s respopsibility to make sire 1hat any correspondence fro the b urises
caprier be given to us to make copies for our records. Failure to nonify thi oiocolany insliene Cotrespomdance may feapand i v
With this office. Furthermore, funderstand JPNINY Assoviates IDRA hY
assist in making collections from the insurance company and that iy amaie:
Woeliness Centre) will be credited to my account upon receipn, However 1o
directiv to me und that L am personally responsibie for payvmoeat.

Hew Pt ecnt, peilivit

Sawer Chirapeactty Waellness Centrelw L prepare any nevessn
witred 1o b pasd directly to P NINY Associates 3 Nos

4y understuwnd and agree that alb my services thatave rendered fomease clregaed

1 undierstand | am responsible for the full amount rendered T pavimenthy ws s araice company is dented. ar it my account hecomes dalizguent. HLam e

tonger under care at JPNINY Assaciates (DBA: Nozrth Dover Chirtiprit Maress Centred Dundersfand that my remaiaing balaew 1o to b pasd o dalh
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Sixuture Qn File

PIFLANELEL N E A

S AUTHORIZE THE USE OF THIS FORM UN ALL MY INSURANCY SURRINS

1 ALTHORSZE RELEASE OF INFORMATION TO ALL MY INSURANUF COMPANIES.
A UNDERSTAND THAT T AN RESPON SIBLE FOR MY BILLS,

AL THORZE MY DOUTOR TO ACT AS MY AGENTIN HELPING MF e ia s PAY R ENT FROM MY INSURANCE COMPALY
L AUTIORZIE PAYMENT DIRECT TO MY DOUTOK.

L PERMIT A COPY OF THIS AUTHORZATION O BE USED IN PLACE GF THE DREINAL

Woe appreciate your conperation. 1n signing this, ] lave read and undersiand thiv agreemend and aorec to ail terms on this agreement.

Patient’s SEgnature__ e e -

Dare_ . e et b e e e - .. R
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Patient Intake Form

Patients Name: Date: / /
1) Please choose the location{s) of your problem(s):
! Headaches Shoulder Hand { Legs N
d:r; Arm Mid back Knee
ek Elbow Low back Ankle T
pper dac Wrist Hip Foot
Other;
2} What is your height? ft, in,
3) How much do you waight? e Ibs,
4) DOB / /
5) Occupation:
Trader Professional/Executive White Coflar Tradesperson | Retired
Laborer Homemaker Truck driver Student | Unemployed
Qther:

6) In general, how do you rate your overall heaith?

[ Excellent | Vverygood | Good Fair I Poor |
7) What kind of exercise do you perform?
l Strenuous [ Moderate f Light | None
8) Do you have an immediate ramily member with any of the following?
I Rheumatoid arthritis Heart problems Diabetes
| cancer Lupus ALS
Other:
83 Please check all that apply to you in the appropriate column:
Past Present Past Prasant Past Present
o o Headaches o n High Blood Pressure o o Diabstes
o oNeckPain o o Hean Attack g o Excessive Thirst
- - U por Deals Dain - @ Chast Paina o o Fraquont Llrinatian
o o Mid Back Paln o o Stroke o t1 Smoking/Tobacco Use
g o Low Back Pain [ o Angina o D DNIGAICOND Cepencisnice
a o Shoulder Paln = o Kidnoy Btonan 2 o Allsrgias
o o Eibow/Upper Arm Pain o o Kidney Disorders o o Depreasion
o n Wrist Pain a o Bladder Infection o o Systemic Lupus
o o Hand Pain n 2 Painful Urination l o Epilepsy
n o Hip Pain o o Loss of Biadder Control o © Dermetitia/Eiczema/Rash
o alpper Leg Pain D nProstate Problems o o HIV/AIDS
o oKneePain al 0 Abnormat Waight GalnlLoss
o oAnkle/Foot Pain o 0lossofAppetite For Famales Only
o adawPain g ot Abdominal Pain o g Birth Conlrol Pills
o o Joint Rain/Stiffness ] o Ulcar Q o Hormonal Replacement
a o Arthritis o o Hepalitis o o Pregriancy
o a Rheumatoid Arthritis o o Livar/Gall Bladder Disorder
o oCancer 5 uGeneal Faligus
a o Tumor u] o Muscutar lncosrdination
o o1 Asthma a C Visual Disturbances
o o Chronic Sinusitis o o Dizzinass
[a] Q0 Other.;




(F3notes

patient Intake Form patint docimantation mad s .
10} Please list all prescription medications you are currently taking:

— 11) Please list all supplements you are currently taking:

12) Please list all surgical procedures you have had:

13) What do you do at work?

Sits most of the day Sits about half the day Sits a little of the day
Stands most of the day Stands about haif the day Stands a little of the day )
Computer most of the day Computer about half the day Computer a little of the day
On the phone most of the day On the phone about half the day On the phone 2 little of the davy
Drives most of the day Drives about half the day Drives a fittle of the day
Performs manu:;l {abar most of the Reads & lot about hatf the day Travels frequently a little of the day R
ay ,A »';-;j‘-.:‘
MNane L
Other: ‘ .
14) What do you do outside of work?
Aerobics Skiing Basketball Soccer Baseball Softhall
Bicycling Swimming Football Tennis Golf Triathlons
Hiking Vaolleybali Ice hockey walking Inline skating Weight lifting
Joaging Working out Martial arts Yaaa Rock climbing ~__ Other

15) Have you had any hospitalizations?

[ Ves ] NO I Previously mentioned «.__

16) Have you seen a chiropractor before?

| Yes | No |

17) Have you had any significant past trauma?

- ves [ No |
18) Is there anything else you think I should know?

o Yes ! o J

20) What did the patient score on the revised neck oswestry index?

31) What did the patient score on the revised lower back oswestry index? %

Eznotes - Major Medical Case or cash Form - 27




