Welcome
Patient Personal / Confidential Data
Date:

Patient:

CitylStatelZip:

Address:

Email:

Cell#: (
Date of Birth:

How did you learn of this clinic?
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lndicate where you have pain or other symptoms:

Symptoms began
complet€ly)

1, Briefly describe your symptoms:

2. How did your symptoms start?
3. Average pain lntensity:
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4. How often do you experienco y^our symptoms?
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5. How much have your symptoms lnterfered with your usual daily activities? (including
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6. How is your condition changing, since care began at fhls facility?
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7. ln general, would you say your overall health right now is..,
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Insurance Information

snspend or terminate my care and treatment, afly fees for professioual servioes rendered to me

will be itruuediately due and payable.

Consent of Professional Services and Release of Information

oOmpanies, insrmnoe compmies, workers competrsation cariers, welfare frinds, oI the patient's employer.

Patient's Signaturc:
Parent's or Guardian's Signature:
13664 W. SR 84

Davie, FL33325

Shenandoah Chiropractic

Phone: 954-91.5-9944

Fax:954-915-9972

Please mark each item

be.*v for each sign or symptom you' presentrr.-.flV€ or previously hatl:

GENERAL SYMPTOMS

_ Convulsiorrs
_ Dizziness
_ Fainting
_ Headache
_ Nervousness
_ Numbness
_ Wheezing

-

MUSCLES & JOINTS
_ Low Back Problerns

_
_
_
_
_
_
_
_
_
_
_
_

Pain between Shoulders
Neck Problerns
Arm Problerns
L"g Problerns
Swollen Joints
Painful Joints
Stiff Joints
Sore Muscles
Weak Muscles
Walking Problems
Sprains/Strains

Broken Bones

CARDIO-VASCULAR
_ High Blcjod Pressure

_
_
_
_
_
_
_
_
_
_

Heart Attack
Pain over Heaft
Poor CircLrlation
Heart Trouble
Rapid Heart
Slow Heart
Strokes

Swelling Ankles
Varicose Veins
Pacemaker

EAR/NOSE/THROAT

RESPIRATORY

_
_
_
_
_

_
_
_
_
_

Earaclre

Ear Noises
Enlarged Thyroid
FreqLrent Colds

Hay Fever

_- Nasal

_
_
_
_
_
_

Blocl<age

Nose Bleeds
Pain Behind Eyes
Poor Visiorr
Sirrusitis
Sore Tlrroats

Tonsillitis
GASTRO-INTESTINAL
_ Belching/Cas
_ Colon Problems

_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_

Constipatiorr
Diarrhea
Excessive Hunger'
Excessive Thirst
Gall Bladder Trouble

Hemorrhoids
Liver/Gallbladder
Nausea

Abdornirral Pain
Ulcer
Poor Appetite
Poor Digestion

Vorrriting

Vorniting Blood
Black Stool
Bloody Stool
Weight Loss/Gain

Asthma

Chronic Cough

Difficulty Breathing
Spitting Blood
Spitting Phlegrn

GENITO-URINARY

_
_
_
_
_
_

Blood in Urine
Frequent Urinatior-r

Kidney lrrfection
Painful Urination
Prostate Problerns
Loss of Bladder Corrtrol

SKIN OR ALLERGIES

_
_
_
_
_
_

Boils
BrLrisirrg Easily

Dryness .
Eczenal Rash/Dermatitis
Hives

Itcliing
Sensitive Skirr

Allergy
FOR WOMBN ONLY
Birth Control

_
_
_
_
_
_
_
_

Hormone Replacernent
Crarnps/Backaches
Excessive Flow

Hot Flashes
lrregular Cycle
M iscarriage
PairrfLrl Periods

Vaginal Discharge

Breast Pain
Pregnant at this Time YAll

Have you ever been diagnosed with HEART DISEASE? YN
Have you ever been diagnosed with HIGH BLOOD PRESSURE? YA{
Have you ever been diagnosed with HIGH CHOLESTEROL? YAI
Have you ever been diagnosed with DIABETES? YAI
Is there any history of STROKE in you or your family? YAI
Ihereby cefiify thatthe statements and answers given on this fonrt are accurate to the best of knowledge and
understand it is my responsibility to infornr this oflice of any changes in rrry health.
I agree to allow this office to examine me for further evalLratiott.
Patient
Signature

Health Care Authorization Form
Patient's Name
Date of Birth

THE PATIENT IDENTIFIED ABOVE AUTHORIZES THE OFFICE OF
SHENANDOAH CHIROPRACTIC TO USE AND OR DISCLOSE PROTECTED
HEALTH INFORMATION IN ACCORDANCE WITH THE FOLLOWING:
z

ltl

/

SPECIFIC ATTTHORIZATIONS
I give pernrission to the office of Shenandoah Chiropractic to use my address, phone numberand
clinical records to contact rrre with appointrnent rerninders, missed appointment notification,
bithday cards, holiday related cards, newsletters, infonnation about treatment alternatives or

zdther health related irrformation.

V

tf the office of Shenandoah Chiropractic contacts me by phone, I give them permission to leave a
phone message on my answering machine or voice mail.

By signing this fonn I am giving the office of Shenandoah Chiropractic permission to use and disclose my
protected health inforrrration in accordance with the directives listed above.

RIGHT TO REVOKE AUTHORIZATION
You have the right to revoke this AUTHORIZATION, in writing, at any time. However, your written
AUTHORIZATION is not effective to the extent that we have provided services or
taken action in reliance on your authorization..
request to revoke this

You may revoke this AUTHORIZATION by mailing or lrarrd delivering a written notice to the Privacy
Official of tlre office of Shenandoah Chiropractic. The written notice must contain the following
inforrnation:
Your name, Social Security nurrrber and date of birlh;
A clear statement of your intent to revoke this AUTHORIZATION;
The date ofyour request; and Your signature.
The revocation is not effective until it is received by the Privacy Official.

This AUTHORIZATION is requested by the office of Shenandoah Chiropractic for its own use/disclosure
of PHI (protected health infonrration). (Miniruum neces,tqrl standards apply.) You have the right to inspect
or copy the PHI to be used/disclosed.
You have the right to refuse to sign this AUTHORIZATION. If you refuse to sign this

AUTHORIZATION, the office of Shenandoah Chiropractic will not refuse to provide treatment.
*XA COPY OF THE SICNED AUTHORIZATION WILL BE PROVIDED TO YOU UPON REQUEST**
Print Narne of Patierrt:
Signature of Patient:
Signature of Personal Representative:

Date:

PATIENT NAME:

ARBITRATION AGREEMENT
1: Agreement to Arbitrate: lt is understood that any dispute as to medical malpractice, including whether any medical services
rendered under this contract were unnecessary or unauthorized or were improperly, negligently or incompetenly rendered, will be

Article

determined by submission to arbitration as provided by state and federal law, and not by a lawsuit or resort to court process, except as state
and federal law provides for judicial review of arbitration proceedings. Both parties to this contract, by entering into it, are giving up their
constitutional right to have any such dispute decided in a court of law before a jury, and instead are accepting the use of arbitration. Further,
the parties will not have the right to participate as a member of any class of claimants, and there shall be no authority for any dispute to be
decided on a class action basis. An arbitration can only decide a dispute between the parties and may not consolidate or join the claims of
other persons who have similar claims.

2: All Claims Must be Arbitrated: lt is also understood that any dispute that does not relate to medical malpractice, including
disputes as to whether or not a dispute is subject to arbitration, as to whether this agreement is unconscionable, and any procedural
disputes, will also be determined by submission to binding arbitration. lt is the intention of the parties that this agreement bind all parties as
to all claims, including claims arising out of or relating to treatment or services provided by the health care provider, including any heirs or
past, present or future spouse(s) of the patient in relation to all claims, including loss of consortium. This agreement is also intended to bind
any children of the patient whether born or unborn at the time of the occurrence giving rise to any claim. This agreement is intended to bind
Article

the patient and the health care provider and/or other licensed health care providers, preceptors, or interns who now or in the future treat the
patient while employed by, working or associated with or serving as a back-up for the health care provider, including those working at the
health care provider's clinic or office or any other clinic or office whether signatories to this form or not.
All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the health care provider, andior the health
care provider's associates, association, corporation, partnership, employees, agents and estate, must be arbitrated including, without
limitation, claims for loss of consortium, wrongful death, emotional distress, injunctive relief, or punitive damages. This agreement is
intended to create an open book account unless and until revoked.
Article 3: Procedures and Applicable Law: A demand for arbitration must be communicated in writing to all parties. Each party shall
select an arbitrator (party arbitrator) within thirty days, and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed
by therparties within thirty days thereafter. The neutral arbitrator shall then be the sole arbitrator and shall decide the arbitration. Each party
to the arbitration shall pay such party's pro rata share of the expenses and fees of the neutral arbitrator, together with other expenses of the
arbitration incurred or approved by the neutral arbitrator, not including counsel fees, witness fees, or other expenses incurred by a party for
such party's own benefit. Either party shall have the absolute right to bifurcate the issues of liability and damage upon written request to the
neutral arbitrator.
The parties consent to the intervention and joinder in this arbitration of any person or entity that would otherwise be a proper additional party
in a court action, and upon such intervention and joinder, any existing court action against such additional person or entity shall be stayed
pending arbitration. The parties agree that provisions of state and federal law, where applicable, establishing the right to introduce evidence
of any amount payable as a benefit to the patient to the maximum extent permitted by law, limiting the right to recover non-economic losses,
and the right to have a judgment for future damages conformed to periodic payments, shall apply to disputes within this Arbitration
Agreement. The parties fufther agree that the Commercial Arbitration Rules of the American Arbitration Association shall govern any
arbitration conducted pursuant to this Arbitration Agreement.

4: General Provision: All claims based upon the same incident, transaction, or related circumstances shall be arbitrated in one
proceeding. A claim shall be waived and forever barred if ('l) on the date notice thereof is received, the claim, if asserted in a civil action,
would be barred by the applicable legal statute of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the
Article

procedures prescribed herein with reasonable diligence.

5: Revocation: This agreement may be revoked by written notice delivered to the health care provider within 30 days of signature
and, if not revoked, will govern all professional services received bythe patient and all otherdisputes between the parties.

Article

6: Retroactive Effect: lf patient intends this agreement to cover services rendered before the date it is signed (for example,
emergency treatment), patient should initial here. _.
Effective as of the date of first professional services.
lf any provision of this Arbitration Agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and shall not
be affected by the invalidity of any other provision. I understand that I have the right to receive a copy of this Arbitration Agreement. By my
signature below, I acknowledge that I have received a copy.

Article

NOTICE: BY SlcNlNG THIS CONTRACT, YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE
DECIDED BY NEUTRAL ARBITRATION, AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE
ARTICLE 1 OF THIS CONTRACT.

PATIENT SIGNATURE
(Date)

OFFICE SIGNATURE

ALSO

NCC.FED

SIGN THE INFORMED CONSENT
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REVERSE
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FORMED GONSENT Tu1. REAT

I hereby request and consent to the performance of chiropractic procedures, including various modes of physical therapy/physiotherapy,
diagnostic x-rays, and any supportive therapies on me (or on the patient named below, for whom I am legally responsible) by the doctor of
chiropractic indicated below and/or other licensed doctors of chiropractic and support staff who now or in the future treat me while employed
by, working or associated with, or serving as back-up for the doctor of chiropractic named below, including those working at the clinic or
office listed below or any other office or clinic, whether signatories to this form or not.
I have had an opportunity to discuss with the doctor of chiropractic named below and/or with other office or clinic personnel the nature and
purpose of chiropractic adjustments and procedures.
I understand that chiropractic adjustrnents and supportive treatment are designed to reduce and/or conect subluxations, allowing the body to

return to improved health. lt can also alleviate certain symptoms through a conservative approach with hopes to avoid more invasive
procedures. However, I understand and am informed that, as is with all healthcare treatments, results are not guaranteed, and there is no
promise to cure. ln addition, I understand and am informed that, as is with all healthcare treatments, in the practice of chiropractic there are

some risks to treatment, including, but not limited to, muscle spasms for short periods of time, aggravating and/or temporary increase in
symptoms, lack of improvement of symptoms, burns from heat lamps, ice or heating devices, fractures, disc injuries, strokes, dislocations
and sprains. I do not expect the doctor to be able to anticipate and explain all risks and complications, and I wish to rely on the doctor to
exercise judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known, is in my best
interests.
I further understand that there are treatment options available for my condition other than chiropractic procedures. These treatment options
include, but are not limited to, self-administered, overthe-counter analgesics and rest; medical care with prescription drugs, such as antiinflammatories, muscle relaxants and painkillers; physical therapy; steroid injections; bracing; and surgery. I understand and have been
informed that I have the right to a second opinion and to secure other opinions if I have concerns as to the nature of my symptoms and
treatment options.

I understand that all payment(s) for treatment(s) are final and no refunds will be issued. However, prorated fees for unused, prepaid
treatments will be refunded if I wish to cancel the treatment.
I have read, or have had read to me, the above consent" I have also had an opportunity to ask questions about its content, and by signing
below, I agree to the above-named procedures. I intend this consent to cover the entire course of treatment for my present condition and for
any future condition(s) for which I seek treatment.

PATIENT SIGNATURE
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CHIROPRACTOR NAME:
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ALSO

name and relationshiP if signing

SIGN

THE

ARBITRATION AGREEMENT
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